Title of Rule: Revision to Case Management Redesign (CMRD) Case Management Agency

and Waiver rules, Sections 8.400, 8.500 & 8.7000

Rule Number: MSB 24-05-30-A
Division / Contact / Phone: Office of Community Living / Tiffani Domokos / 303-866-5186

STATEMENT OF BASIS AND PURPOSE

1.

Summary of the basis and purpose for the rule or rule change. (State what the rule says or
does and explain why the rule or rule change is necessary).

The Office of Community Living is restructuring and revising certain rules to come into
alignment with federal requirements for conflict free case management under Colorado’s
Case Management Redesign. These revised rules are codified at 10 C.C.R. 2505-10, Sections
8.7000-7500. Case Management Redesign (CMRD) refers to several initiatives aimed at
simplifying access to long-term services and supports, creating stability for the case
management system, increasing and standardizing quality requirements, ensuring
accountability, and achieving federal compliance. Updates to rule language are necessary to
mirror the policies created for CMRD and to be able to hold agencies accountable to the
CMRD requirements outside of contracts. The purpose of these updates is to further update
case management and waiver rules and remove references to rules that are now repealed.
An emergency rule-making is imperatively necessary

[ ] to comply with state or federal law or federal regulation and/or
[ ] for the preservation of public health, safety and welfare.

Explain:

Federal authority for the Rule, if any:

42 CFR § 441.301(c)(1)(vi)

State Authority for the Rule:

Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2018);

Sections 25.5-1-301-313; 25.5-5-305, 306(1); 25.5-6-401-411, 601-607, 701-706, 901, 13.01-
13.04, 1701, et seq.; 27-10.5-101- 103, 401; and 27-10.5-102(11), C.R.S.

Initial Review 09/13/24 Final Adoption 11/08/24
Proposed Effective Date 12/30/24 Emergency Adoption

DOCUMENT #04



Title of Rule: Revision to Case Management Redesign (CMRD) Case Management

Agency and Waiver rules, Sections 8.400, 8.500 & 8.7000

Rule Number: MSB 24-05-30-A
Division / Contact / Phone: Office of Community Living / Tiffani Domokos / 303-866-
5186

REGULATORY ANALYSIS

1.

Describe the classes of persons who will be affected by the proposed rule, including
classes that will bear the costs of the proposed rule and classes that will benefit
from the proposed rule.

All members who receive Home and Community Based Services (HCBS) will be
affected by these rules, as will all HCBS providers and case management agencies.
The Department believes these updates will positively impact all stakeholders by
removing outdated, conflicting, or repetitive language and more clearly describing
requirements for provider agencies and case management agencies.

To the extent practicable, describe the probable quantitative and qualitative impact
of the proposed rule, economic or otherwise, upon affected classes of persons.

Stakeholders should experience a positive qualitative impact from these regulations.
With the repeal of outdated conflicting and repetitive language, members, provider
agencies and other stakeholders will find it easier to locate pertinent sections of the
rules. There are no economic impacts from this rule.

Discuss the probable costs to the Department and to any other agency of the
implementation and enforcement of the proposed rule and any anticipated effect on
state revenues.

The proposed amendments will not result in any additional costs to the Department
or any other agency.

Compare the probable costs and benefits of the proposed rule to the probable costs
and benefits of inaction.

If the Department does not repeal the outdated conflicting and repetitive
regulations, we will be unable to finalize the work of Case Management Redesign.
The redesign of regulations was needed to mandate case management
requirements that are outside the scope of contracts. Additionally, without the
revisions to the regulations governing long-term care services, the Department
would not meet its goals of simplifying access to long-term services and supports,
creating stability for the case management system, increasing and standardizing
quality requirements, ensuring accountability, and achieving federal compliance.

Determine whether there are less costly methods or less intrusive methods for
achieving the purpose of the proposed rule.
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There are no less costly methods to achieving the purpose of this repeal and rule
updates.

6. Describe any alternative methods for achieving the purpose for the proposed rule

that were seriously considered by the Department and the reasons why they were
rejected in favor of the proposed rule.

No other methods exist to repeal and update outdated regulations.
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LEVEL OF CARE SCREEN

SPECIALIZED SERVICES FOR INDIVIDUALS WITH MENTAL ILLNESS OR

INDIVIDUALS WITH AN INTELLECTUAL OR DEVELOPMENTAL DISABILITY

Specialized Services shall include the following requirements:

Community Mental Health Centers and Provider Agencies shall be authorized by the
State to provide specialized services to individuals in Medicaid nursing facilities.

These services shall be reimbursed by the Medicaid program to the community mental

health centers or community-centered-boardsProvider Agencies through The Department
of Health Care Policy and Financing. The cost of these services shall not be reported on

the Nursing Facility cost report.

Specialized services may be provided by agencies other than community mental health

centers or community-centered-boardsProvider Agencies or other designated agencies
on a fee for service basis, but the cost of these services shall not be included in the

Medicaid cost report or the Medicaid rate paid to the nursing facility.

Specialized Services for Individuals with Mental lliness shall be defined as services, specified by
the State, which include:

Specified services combined with the services provided by the nursing facility, resulting in
a program designed for the specific needs of eligible individuals who require the services.

An aggressive, consistent implementation of an individualized plan of care.

Specialized services shall have the following characteristics:

The specialized services and treatment plan must be developed and supervised by an
interdisciplinary team which includes a physician, a qualified mental health professional
and other professionals, as appropriate.

Specific therapies, treatments and mental health interventions and activities, health
services and other related services shall be prescribed for the treatment of individuals
with mental illness who are experiencing an episode of serious mental illness which
necessitates supervision by trained mental health personnel.

The intent of these specialized services is to:

Reduce the applicant or resident's behavioral symptoms that would otherwise necessitate
institutionalization.

Improve the individual's level of independent functioning.

Achieve a functioning level that permits reduction in the intensity of mental health
services to below the level of specialized services at the earliest possible time.

Levels of Mental Health services shall be provided, as defined by the State, including Enhanced
and General Mental Health services.
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Specialized Services for Individuals with Intellectual or developmental disability shall be defined
as a continuous program for each individual which includes the following:
A. An aggressive, consistent implementation of a program of specialized and generic
training, specific therapies or treatments, activities, health services and related services,
as identified in the plan of care.

B. The individual program plan includes the following:

1. The acquisition of the behaviors necessary for the individual to function with as
much self determination and independence as possible; and

2. The prevention or deceleration of regression or loss of current optimal functional
status.

8.401.183 Requirements for the PASRR Program

A.

8.405

10

The Level of Care determination and the Level | screening reviews shall be required by the
Utilization Review Contractor prior to admission to a Medicaid certified nursing facility.

The Utilization Review Contractor admission start date (the first date of care covered by
Medicaid) shall be assigned after the required Level [l PASRR evaluation is completed and the
Utilization Review Contractor certifies the client is appropriate for nursing facility care. The
admission start date for individuals who do not requiring a Level Il evaluation shall be the date
that the Initial Screening and Intake Form and Professional Medical Information pages from the
ULTC 100.2 are faxed to the Single-Entry-PeiniCase Management Agency.

Individuals other than Medicaid eligible recipients, who require a Level Il evaluation, shall have
the Level Il evaluation prior to admission. The Level |l contractor shall perform the evaluation.
The Level Il contractor can be a qualified mental health professional, a corporation that
specializes in mental health, the community mental health center, or the cemmunity-centered
beardCase Management Agency.

The Level Il contractor shall conduct a review and determination for individuals or clients found to
be mentally ill or retarded-developmentally delayed who have had a change in mental health or
developmental disabled-disability status.

PASRR findings, as related to care needs, shall be coordinated with the rursing-facility-federally
prescribed, routine nursing facility Resident Assessments (Minimum Data Set) requirements.
These requirements are described at 42 C.F.R. part 483.20 (October 1, 2000 edition), which is
hereby incorporated by reference. The incorporation of 42 C.F.R. part 483.20 excludes later
amendments to, or editions of, the referenced material. The Department maintains copies of this
incorporated text in its entirety, available for public inspection during regular business hours at:
Colorado Department of Health Care Policy and Financing, 1570 Grant Street, Denver, CO
80203. Certified copies of incorporated materials are provided at cost upon request.

ADMISSION PROCEDURES: PROGRAMS FOR THE DEVELOPMENTALLY DISABLED
PREADMISSION REVIEW

For admission to ICF/IID facilities clients must be evaluated by the Cemmunity-Centered-Board
{CCB)Case Management Agency in the area where the client resides. If services will be provided

through an agency-CCB- in another area, the client shall be evaluated by that area's CCBCase
Management Agency.
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The client shall be referred by the EEB-Case Management Agency to the URC for admission
review and to the appropriate County Department of Social/Human Services for determination of
Medicaid eligibility. The URC shall not determine admission certification under Medicaid for any
intellectually or developmentally disabled client in the absence of a referral from the SEB-Case
Management Agency except for emergency admissions to the Class | facilities.

The CCB-Case Management Agency evaluation must contain background information as well as
currently valid assessments of functional, developmental, behavioral, social, health, and
nutritional status to determine if the facility can provide for the client's needs and if the client is
likely to benefit from placement in the facility.

CCB-Case Management Agency ADVERSE RECOMMENDATIONAdverse Recommendation

In cases where the CCB-Case Management Agency declines to recommend placement of a client
into an ICF/IID facility, the CEB-Case Management Agency shall inform the client of the
recommendation using the HCBS-DD-21 form. The €EB-Case Management Agency shall also
notify the client or the client's designated representative of the client's right to request a formal
URC level of care review.

The client shall have thirty (30) days from the postmark date of the notice to request a formal
URC review. If the client requests a formal URC level of care review, the CCB-Case Management
Agency shall submit the required documentation plus any new documentation submitted by the
client to the URC. The URC shall review and make a level of care determination in accordance
with the admission procedures below.

ADMISSION PROCEDURES FOR ICF/IID FACILITIES

When-the-client, based on €CB-Case Management Agency review, the Member cannot
reasonably be expected to make use of ICF/IID or HCBS-DD, the Case Management
AgencySEB shall notify the physician and the URC. The physician and the URC/ Case

Management AgencyCoemmunity-CenterBoard (URC/CCB) ageney shall then proceed with the
SNF or ICF placement under the provisions set forth at 10-CCR-2505-10-Section 8.402.10.

When the Case Management Agency©SEB determines that a client is not appropriately served
through HCBS-DD services or, in accordance with provisions permitting the client or the client's
designated representative to choose institutional services as an alternative to HCBS-DD services,
the Case Management Agency©SEB shall recommend placement to an ICF/IID facility. The Case
Management AgencySEB shall seek the approval of the client's physician. The physician shall
notify the URC/ Case Management AgencyCEB agency of the proposed placement. Based on
information provided by the Case Management AgencyECSB and the client's physician, the
URC/SEP-ageney Case Management Agency may certify the client for long-term care prior to
ICF/IID admission.

The URC/ Case Management AgencyECB-ageney shall advise the County Department of
Social/Human Services of the certification to enable the County Department staff to assist with
the placement arrangements.

The LOC Screen and other transfer documents concerning medical information as applicable
must accompany the client to the facility.

Following receipt of the fully completed LOC Screen, the URC/ Case Management AgencyCCB
shall review the information and make a final certification decision. If certification is approved, the
URC/ Case Management AgencyCECB shall assign an initial length of stay according to 40-CCR
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2505-10-Section 8.404.1. If certification is denied, the decision of the URC/CCB may be appealed
in accordance with the appeals process at 10-CCR-2505-10-Section 8.057.

8.405.30 ADMISSION PROCEDURES FOR HCBS-DD

.31

32

Case Management Agencies shall use evaluation and admission criteria at Sections 8.7100-
8.7200 et seq.for HCBS-DD admissions €6Bs-Case Management Agencies may evaluate clients
for HCBS-DD services if-inthejudgmentofthe CCB-such services represent a viable alternative
to SNF, ICF, or ICF/IID services. The evaluation shall be carried out in accordance with the
procedures set forth in 2 CCR-C.C.R. Section 503-1.

If the CCB-Case Management Agency recommends HCBS-DD placement, then the URC/CCB
will-shall approve certification for services for the developmentally disabled at the level of care
recommended by the CCBCase Management Agency. The elient-Memberwillshall be placed in
alternative service.

Following receipt of the completed LOC Screen and any other supporting information, the
URC/CCB wil-Case Management Agency shall review the information and make a final
certification determination.

If certification is approved, the URC/CEB Case Management Agency shall assign an initial length
of stay for HCBS-DD services.

If certification is denied, the decision of the URC/Case Management Agency /GEB may be
appealed in accordance with Section 8.057.

8.486 HCBS-EBD CASE MANAGEMENT FUNCTIONS
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DETERMINATION OF DEVELOPMENTAL DISABILITY
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Any person, his/her legal guardian, parent(s) of a minor or such person(s) authorized by law may
submit a written request for a determination of whether the applicant has a developmental
disability.

A determination of developmental disability does not constitute a determination of eligibility for
services or supports. The Community-Centered Boards-Case Management Agencies shall
determine whether a person has a developmental disability and therefore may be eligible to
receive services and supports pursuant to Sections 25.5-10-202(2) and 211, C.R.S., in
accordance with criteria as specified by the Department.

Eligibility for Medicaid funded programs specific to persons with developmental disabilities shall

be determined pursuant to the-Colorado-Department-of Health-Care Policy-and-Financing's
Medical Assistance-Services Board rules (+0-C-C-R-—2505-10)-

The developmental disability determination shall be made according to Department procedures,
which shall identify the qualifications of person(s) making such a determination.

A request for determination of developmental disability shall be submitted to the Cemmunity
Centered-Board-Case Management Agency in the designated service area where the person
resides, including temporary residence such as incarceration or hospitalization.

At the time of request, the Community-Centered-Board-Case Management Agency shall:

1. Provide the applicant any required forms and a list of the minimum required documents
and information necessary for the determination of developmental disability; and,

2. Provide the applicant with information on where to obtain testing for the level of
intellectual functioning and adaptive behavior, if requested. The responsibility for
obtaining such assessments shall be with the applicant and/or legal guardian.

The applicant and/or legal guardian shall provide all documentation and information necessary for
the determination of developmental disability within rinety{90) calendar days of the request.

1. The Community-Centered-Board-Case Management Agency may request additional

documentation and/or information, as needed, to complete the determination of
developmental disability.

2. The applicant and/or legal guardian may have additional assessments completed and

submitted to the Cemmunity-Centered-Board-Case Management Agency for

consideration.

If the applicant and/or legal guardian has not provided the documentation and information
necessary for the determination within rinety(90) calendar days of the request, the Community
Centered-Board-Case Management Agency shall:

1. Close the request and notify the applicant in writing according to the procedures
established at Section 8.607.2.L.4; or,

2. The Community-Centered-Board-Case Management Agency may, at the request of the
applicant and/or legal guardian, extend the deadline for providing the necessary

documentation and information by up to an additional ninety (90) calendar days.

a. In no case shall the deadline for providing the necessary documentation and
information exceed one hundred eighty (180) calendar days.
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The Community-Centered-Board-Case Management Agency shall provide a

written update to the applicant no less than every ninety (90) calendar days until
a determination of developmental disability is completed or the request is closed.

If the extended deadline for providing the necessary documentation and
information has expired and there is still insufficient information to make a
determination of developmental disability, the Community-Centered-Board-Case
Management Agency shall close the request and notify the applicant and/or legal
guardian in writing according to the procedures established at Section
8.607.2.L.4.

For all applicants, the Community-Centered-Board Case Management Agency shall enter into the
Department's designated data system and shall permanently maintain a written and/or electronic
record of the developmental disability determination on a Department prescribed form. The
record, at a minimum, shall include:

1.

2.

5.

The name of the applicant;

The applicant's date of birth;

The date of the determination of developmental disability;

A description of the rationale for the developmental disability determination including, at
minimum, assessment scores and diagnoses;

The name(s) and title(s) of the person(s) involved in making the determination.

All information and assessments used to determine a developmental disability shall be current so
as to accurately represent the applicant's abilities at the time of determination.

1.

Assessments of adaptive behavior shall have been completed within three (3) years of
the request.

Assessments of intellectual functioning shall have been completed as follows:

a.

If an individual is between five {5}-and eighteen{18) years of age, at least one
intellectual assessment shall have been completed to determine the individual's
impairment of general intellectual functioning; or,

If an individual is eighteen{18} years of age or older and there is only one
intellectual assessment available to determine the individual's impairment of
general intellectual functioning, the assessment shall have been completed when
the individual was at least eighteen{18) years of age and shall have been
completed within ten-(10) years of the request; or,

If there is historical pattern of consistent scores, based on two {2} or more
intellectual assessments, that demonstrates an impairment of general intellectual
functioning, the assessments may be used regardless of the individual's age at
the time of determination.

An established neurological condition shall be documented as follows:

a.

A diagnosed neurological condition shall be determined by a licensed medical
professional practicing within the scope of his/hertheir license; or,
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b. If a specific diagnosis is not possible, a written statement from a licensed medical
professional, practicing within the scope of histhertheir license, or a licensed
psychologist may be used as long as there is a documented effort to determine a
diagnosis and the available assessment information reasonably supports a
conclusion that a neurological impairment is present.

4, The effects of mental illness or physical or sensory impairment must be considered to
determine the extent to which such impairments are the sole contributing factor to the
impairment of general intellectual functioning or limitations to adaptive behavior.

Prior to July 1, 2015, the Community-Centered-BoardCase Management Agency shall make the
determination of developmental disability within ninety{90) calendar days of the receipt of all

necessary information. On or after July 1, 2015, the Community-Centered Board-Case
Management Agency shall make the determlnatlon of developmental disability within thirty(30)

calendar days of the receipt of all necessary information.

The date of the developmental disability determination shall be the date that the Department
prescribed form and all documentation and information necessary for the determination of
developmental disability was received by the Community-Centered-Board-Case Management
Agency.

If a delay to the determination of developmental disability is due to the actions or inactions of the

Community-Centered-Board-Case Management Agency, the original date of request shall be
used.

The Community-Centered-Board-Case Management Agency making the developmental disability
determination shall, in writing, notify the applicant or legal guardian, and the authorized person
requesting the determination, if other than the applicant or legal guardian, and other such persons
as designated by the applicant, of the decision. Such notification shall:

1. Be mailed to the person within seven {7}-calendar days of the date of determination;

2. Be provided in such alternative means of communication as to reasonably ensure that
the information has been communicated in an understandable form; and,

3. For persons determined to have a developmental disability, contain an explanation of the
process that will occur and notice that, at a minimum, an Individualized Plan shall be
developed upon enrollment into a developmental disability service;

demm%e&%andﬁe%%%r persons determlned not to have a

developmental disability or persons whose request is closed without the determination of
a developmental disability, state the reasons for the determination or closure, and provide
a written Long-Term Care Notice of Action form in accordance with the provisions of
Section 8.057 regarding the applicant's right to appeal the decision to the Office of
Administrative Courts.

Applicants determined not to have a developmental disability may request a new determination of
developmental disability at any time upon receipt of new or missing required information, and a
new request date shall be established.

A determination of developmental disability shall be accepted by other Community-Centered
Beards-Case Management Agencies, service agencies and Rregional Ceenters.
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A determination of developmental disability shall be permanent and shall not require renewal or
review unless:

3 1. The-interdisciplinary member-identified team determines that developmental disability
4 services are no longer needed due to improvement in a person's condition and
5 recommends a redetermination; or,

6 2. Information from a new evaluation becomes available which demonstrates sufficient
7 improvement in a person's condition such that the determination should be reviewed.

8.608 SERVICE AND SUPPORT PLANNING, SUPPORTING PEOPLE WITH CHALLENGING
BEHAVIOR, AND PROTECTIONS
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30 8.612 SUPPORTS INTENSITY SCALE ASSESSMENT AND SUPPORT LEVELS

31 Definitions

32 Definitions pertaining to this section shall be found at 8.7001, 8.7100, 8.7200 in addition to the
33 below:
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Algorithm means a formula that establishes a set of rules that precisely defines a sequence of

operations. An algorithm is used to assign Members into one of six support levels in the Home
and Community Based Services for Persons with Developmental Disabilities (HCBS-DD) and
Home and Community Based Services-Supported Living Services (HCBS-SLS) waivers.

Authorized Representative means as defined in Section 8.7001.A.7.

Case Management Agency is as defined in Section 8.7100.A.8.

Developmental Delay means as defined in Section 8.7100.A.21.

O [© o

Developmental Disability means as defined in Section 8.7100.A.23.

m

Executive Director means the Executive Director of the Colorado Department of Health Care

Policy and Financing unless otherwise indicated.

Extreme Safety Risk to Self means a factor in addition to specific Supports Intensity Scale (SIS)

scores that is considered in the calculation of a Member’s support level. This factor shall be
identified when a Member:

1. Displays self-destructiveness related to self-injury, suicide attempts or other similar
behaviors that seriously threaten the Member's safety; and,

2. Has a Rights Modification in accordance with Section 8.7001.A.6 or has a court order that
imposes line of sight supervision unless the Member is in a controlled environment that
limits the ability of the Member to harm himself or herself.

Home and Community Based Services (HCBS) means as defined in 8.7201.B.4

Member has the same meaning as the terms “Member” as defined in Sections 8.7001.A.8-A.

Person Centered Support Plan (PCSP) means as defined in Section 8.7200.B.

Prior Authorization Request (PAR) means as defined in Section 8.7200.B

Public Safety Risk-Convicted means a factor in addition to specific SIS scores that is considered

in the calculation of a Member’s support level. This factor shall be identified when a Member has:

1. Been found guilty through the criminal justice system for a criminal action involving harm
to another person or arson and who continues to pose a current risk of repeating a similar
serious action; and,

2. A Rights Madification in accordance with Section 8.7001.A.6 or through parole or
probation, or a court order that imposes line of sight supervision unless the Member is in
a controlled environment that limits his or her ability to engage in the behaviors that pose
a risk or to leave the controlled environment unsupervised.

Public Safety Risk-Not Convicted means a factor in addition to specific SIS scores that is

considered in the calculation of a Member support level. This factor shall be identified when a
Member has:

1. Not been found guilty through the criminal justice system, but who does pose a current
and serious risk of committing actions involving harm to another person or arson; and,




BAOWON -

o ~NO O

11
12

13
14
15

16
17

18

19

20
21
22
23
24

25
26

27
28

29

30
31

32
33
34

35
36
37

38
39
40

Page 42 of 69

2. A Rights Modification in accordance with Section 8.7001.A.6 or through parole or
probation, or a court order that imposes line of sight supervision unless the Member is in
a controlled environment that limits his or her ability to engage in the behaviors that pose
a risk or to leave the controlled environment unsupervised.

Respondent means a person participating in the SIS assessment who has known the Member for

at least three months and has knowledge of the Member’s skills and abilities. The respondent
must have recently observed the Member directly in one or more places such as home, work, or
in the community.

SIS Interviewer means an individual formally trained in the administration and implementation of

the Supports Intensity Scale by a Department approved trainer using the Department approved
curriculum. SIS Interviewers must maintain a standard for conducting SIS assessments as
measured through periodic interviewer reliability reviews.

Supports Intensity Scale (SIS) means the standardized assessment tool that gathers information

from a semi-structured interview of respondents who know the Member well. It is designed to
identify and measure the practical support requirements of adults with developmental disabilities.

Support Level means a numeric value determined using an algorithm that places Members into

groups with other Members who have similar overall support needs.

Supports Intensity Scale (SIS) Assessment [Eff. 2/1/12]

Completion of a Supports Intensity Scale (SIS) Assessment is a requirement for a Member to
participate in the Home and Community Based Services-Supported Living Services (HCBS-SLS)
or the Home and Community Based Services for Persons with Developmental Disabilities (HCBS-
DD) waiver. A Member, their legal guardian, or their legally authorized representative refusing to
have a SIS assessment shall not be enrolled in the HCBS-SLS or HCBS-DD waivers.

Specific scores from the Member's SIS assessment shall be used in addition to Risk Factor
scores to obtain the Member's Support Level in the HCBS-DD and HCBS-SLS waivers.

The Case Management Agency (CMA) shall conduct a SIS assessment for a Member at the time
of enroliment. Reassessments shall be conducted upon approval by the Department.

The CMA shall:

1. Notify the Member, their legal guardian, or their legally authorized representative of the
requirement for and the right to participate in the SIS assessment.

2. Support and encourage the Member to participate in the SIS assessment. If the Member
chooses not to participate in the SIS assessment, the CMA shall document their choice in
the Member record on the Department required data system.

3. Schedule a SIS Interviewer to conduct the assessment. If the Member, their legal
guardian, or their legally authorized representative objects to the assigned SIS
Interviewer, they shall be offered a choice of a different SIS Interviewer.

4, Assist the Member or other interdisciplinary-team-(lDT)Member Identified Team members
to identify at least two people who know the Member well enough to act as respondents
for the SIS assessment. If at least two respondents cannot be identified, the CMA shall
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document the efforts to find two respondents and the reasons this could not be done and
proceed with the assessment using the information available.

To facilitate person centered practices, the SIS assessment may be completed by the
SIS Interviewer at an alternate location, via the telephone or using virtual technology
methods. When practicable the Member’s preference of engagement shall be
accommodated.

A qualified SIS Interviewer shall conduct the assessment. A SIS Interviewer shall not act as the
respondent for a SIS assessment.

The CMA shall inform the Member, their legal guardian, or their legally authorized representative
of the purpose of the SIS, the SIS Complaint Process, and the Support Level Review (SLR)
Process. The CMA shall document that this information was provided and received on the SIS
and Support Level disclosure form. The CMA shall inform the Member that they will receive a
copy of the completed SIS assessment within 30 days of the SIS interview date. The CMA shall
document provision of a copy of the SIS assessment to the Member, their guardian, or their
legally authorized representative in the Department prescribed system.

1.

The CMA case manager will provide an overview of the results of the most recent SIS
assessment during the initial or continued stay review (CSR) person-centered support
planning process. This overview shall include discussion of:

a. The Exceptional Medical and/or Behavioral Support Needs identified in Section 1
of the SIS assessment;

b. The areas of priority support needs identified in Section 2 of the SIS assessment;
C. The resulting Support Level; and,
d. The services necessary to meet these priority areas.

If, upon review of the results of the SIS assessment at the initial or CSR planning
meeting, there is a significant change in the Member’s condition or circumstances, they
should refer to G. below for the SIS reassessment process or Section 8.612.4 Support
Level Review Process

After the initial SIS assessment has been completed, the CMA shall conduct a SIS reassessment
for the Member only when approved by the Department through the following process:

1.

Prior to a SIS reassessment being conducted, the CMA shall submit a request to the
Department for approval in the format prescribed by the Department.

The Department shall provide the CMA with a written decision regarding the request to
conduct a SIS reassessment within fiffeen{15) business days after the date the request
was received.

Upon receiving approval to conduct a SIS reassessment, the CMA shall coordinate with a
SIS Interviewer to complete the SIS reassessment.

If the Member, their legal guardian, or their legally authorized representative disagrees
with a decision to deny the SIS reassessment request, then a request for review of the
decision may be submitted to the Executive Director of the Department, or their designee,
within fifteen{15) business days after the date the decision was received.
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5. The Department’s Executive Director, or their designee, shall review the request for
conducting a SIS reassessment and provide a written decision within fifteen{15)
business days of the receipt of the request for the Executive Director review.

6. The decision of the Department’s Executive Director, or their designee, shall constitute
the final agency decision and will be subject to judicial review pursuant to Section 24-4-
106, C.R.S.

A SIS reassessment shall be conducted only when approved by the Department and when:

1. There has been a change in the Member's life circumstances or condition resulting in a
significant change to the amount of services and supports needed to keep the Member
safe;

2. The Member, their legal guardian, or their legally authorized representative, family

member or case manager, as appropriate, has reason to believe the results of the most
recent SIS assessment do not accurately reflect the Member’s current support needs; or,

3. The Member, their legal guardian, or their legally authorized representative file a
complaint, as outlined in Section 8.612.2, regarding the administration of the SIS
assessment.

Administration of the SIS assessments shall be reviewed by the Department for the purpose of
quality assurance.

When the Department identifies SIS Interviewer practices that result in inaccurate SIS
assessments:

1. Remediation efforts by the Department may occur to ensure that the SIS Interviewer
performs assessments according to Department standards. The SIS Interviewer(s) who
conducted the inaccurate SIS assessment(s) may be deemed no longer qualified to
conduct SIS assessments.

2. Payments made for the administration of the inaccurate SIS assessments may be
recovered through a repayment agreement; by offsetting the amount owed against
current and future SIS determination payments; or, by any other appropriate action within
the Department’s legal authority.

3. The Member shall receive another SIS assessment conducted by a SIS Interviewer
designated by the Department.

4. The Member's Support Level and Service Plan Authorization Limit will be adjusted as
necessary and effective on the date determined by the Department.

SIS Complaint Process [Eff. 2/1/12]

The Member, their legal guardian, or their legally authorized representative may file a complaint
regarding the administration of the SIS assessment up to thirty{30} calendar days after the SIS
assessment is conducted.

The complaint shall be filed verbally or in writing with the Member's CMA. Additional information
to support the complaint may be submitted at that time. If the complaint has been filed verbally
the CMA shall document in the Member's record on the Department required data system the
time, date and details surrounding the complaint.
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When the complainant requests that another SIS assessment be completed, the CMA shall
submit a request for approval to conduct another SIS assessment, pursuant to the process
identified in Section 8.612.1.G.

The CMA shall make efforts to resolve the complaint and provide the complainant with a written
response within ter<{10} business days after receipt of the complaint.

When a resolution cannot be reached, the CMA shall inform the complainant that they may
submit the complaint to the Department within thirty(30) calendar days after receipt of the CMA
response.

The Department shall provide a written response to the complainant within fifteen{15) business
days after receipt of the complaint.

Support Levels [Eff. 2/1/12]
A Member is assigned into one of six Support Levels according to their overall support needs and
based upon the standardized algorithm for the HCBS-DD or HCBS-SLS waivers. The SIS-A
Assessment converts subscale raw scores for each section into standard scores for each section,
which are used in the algorithm for support levels.

The structure of the algorithm, defined at Section 8.600.4 definitions, includes the following:

1. Algorithm factors:
a. Standard scores from Section 2: Parts A (Home Living Activities), B (Community
Living Activities), and E (Health and Safety Activities) (ABE) from the SIS
assessment;
b. Total scores from Section 1A: Exceptional Medial Support Needs score from the

SIS assessment;

c Total scores from Section 1B: Exceptional Behavioral Support Needs score from
the SIS assessment; and,

d. Whether the Member presents as a safety risk, defined at Section 8.600.4
definitions, as follows:

1) In the HCBS-SLS waiver, Public Safety Risk-Convicted.

2) In the HCBS-DD waiver, Public Safety Risk-Convicted/Not Convicted or
Extreme Safety Risk to Self.

2. The subgroups in the algorithm table under each Support Level reflect variations of the
intensity of the Member's basic medical and behavioral support needs; no matter which
subgroup a Member falls into, they are eligible for that Support Level. The subgroups
cluster individuals with similar behavioral and medical support needs within each major

group.

3. Following an assessment of the factors defined above, standard scores for each factor
are applied to the algorithm.

The Support Level is determined when the scores for each factor meet all of the criteria
of a Support Level subgroup.
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The results of the algorithm are used to assign Members to Support Levels one through
six; with a Support Level one indicating a minimal need for supports and a Support Level
six indicating a significantly higher need for supports.

For the HCBS-SLS waiver, the Support Level determines the Service Plan Authorization
Limit (SPAL), which is defined at Section 8:600-48.7200.B. The SPALs are posted
annually by the Department on the Department’s webpage.

For the HCBS-DD waiver, the Support Level determines the rate of reimbursement for
the provider(s).

The CMA in consultation with the {BFMember |dentified Team shall make-a
determinationdetermine whether a Member meets the definition of Public Safety Risk or Extreme
Safety Risk to Self through the following process:

1.

The decision shall be made by a case management supervisor. They shall:

a. Document the {BT-Member Identified Team discussion of the Rights Modification
identifying the line of sight supervision and/or secured, controlled setting
justification, in the Member's record in the Department’s prescribed system;

b. Document that the Member meets the definition of Public Safety Risk or Extreme
Safety Risk to Self definition{s}-in the Department prescribed data system; and,

C. Verify that the signed Informed Consent for the Rights Modification is in the
Member’s record in the Department’s prescribed system.

The CMA shall review the status of the Member’s Safety Risk Factors at least annually or
when significant changes occur, to assure that the Member continues to meet the
definition(s).

At the point when a Member no longer meets the definition(s) of Public Safety Risk or Extreme
Safety Risk to Self , their status must be changed in the Department prescribed data system
which will auto-calculate the Member’s current algorithm Support Level and the Member’s
Person-Centered Support Plan (PCSP) shall be updated to reflect the removal of the Risk Factor
and any changes in related, identified support needs within 10 business days of the definition(s)
no longer being met or, in cases where Section 8.612.3.D.1-4, applies, within 10 business days of
receipt of approval or denial of the SLR request.

1.

For cases in which a Member’s behavior does not satisfy a Safety Risk Factor definition
but the Member’s needs continue to be substantially higher than those typical of their
assigned Support Level (without adjustments for risk factors) and a Rights Modification
continues to be in place, the IBT-Member Identified Team may consider a Suppert-Level
Review(SLR) request, as outlined in 40-CCR-2505-10Section 8.612.4, as a part of the
person-centered support planning and Rights Modification process.

If the IBT-Member Identified Team determines a SLR requestis needed, the CMA shall
submit a SLR request which includes, but is not limited to, detailed information from the
PCSP describing the extensive supports needed and the Rights Modification(s), to
include all requirements outlined in Section 8.7001.B8.508.102 and-Section-8.484-5.

The Department shall review the SLR request as outlined in 10 CCR-C.C.R. 2505-10,
Section 8.612.4.
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4. Rights shall be restored as soon as circumstances justify.

a, When rights are restored prior to the end date of the SLR approval period, the
CMA shall notify the Department of the change in support needs in a manner
determined by the Department.

b. When the right(s) are restored the Department shall adjust the Support Level
override in the prescribed system to the original assessed algorithm Support
Level.

C. The CMA shall make any necessary PCSP and Prior Authorization (PAR)

revisions resulting from the Support Level changes within ten{10) business days
of the affected Support Level change.

The CMA shall inform each Member, their legal guardian, or their legally authorized
representative of their Support Level at the time of the initial or annual person-centered support
planning process or when the Support Level changes for any reason.

Notification to the Member of a Support Level change shall occur within twerty{20} business
days of the date after the Support Level change.

Pursuant to Section 8.057.2.A., Tthe Member shall be notified;-pursuantto-the Departmentof
Health-Care-Policy-and-Finaneingrules-in-Section-8:057.2.A when a waiver service is terminated,

reduced, or denied. Atany-time;-theThe Member may pursue a Medicaid Fair Hearing in
accordance with Section 8.057.3.A.

H. In HCBS-DD, the Department may assign a Support Level seven {7}-reimbursement rate for Day

Habilitation Services and Residential Habilitation Services provided to a Member with
extraordinary overall needs in accordance with the Suppert-LevelReviewSLR Process.

I The formula for the algorithm is:

Support Level/Subgroup

Support Level 1

Subgroup 1A: Y 2ABE £25; 1A<1AND 1B <2

Subgroup 1B: Y 2ABE < 25; 1A<2 AND 1B 3-5

Subgroup 1C: Y 2ABE < 25; 1A 3-4 AND 1B 3-5

Support Level 2

Subgroup 2A: Y 2ABE 26-30; 1A<1AND 1B <2

Subgroup 2B: 5 2ABE 26-30; 1A < 2 AND 1B 3-5

Subgroup 2C: ¥ 2ABE 26-30; 1A 3-4 AND 1B 3-5

Subgroup 1D: y 2ABE < 25; 1A 5-6

Subgroup 1G:  2ABE < 25; 1B 6-9

Subgroup 2D: Y 2ABE 26-30; 1A 5-6
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Subgroup 2G: Y 2ABE 26-30; 1B 6-9

Subgroup 3A: Y 2ABE 31-33; 1A<1AND 1B<2

Subgroup 3B: } 2ABE 31-33 1A <2 AND 1B 3-5

Support Level 3

Subgroup 1H: Y 2ABE < 25; 1B 10-13

Subgroup 2H: ¥ 2ABE 26-30; 1B 10-13

Subgroup 3C: > 2ABE 31-33; 1A 3-4 AND 1B 3-5

Subgroup 3D: 5 2ABE 31-33; 1A 3-6

Subgroup 3G: 5 2ABE 31-33; 1B 6-9

Subgroup 4A: Y 2ABE 234; 1A<1AND 1B<2

Subgroup 4B: 5 2ABE = 34 1A < 2 AND 1B 3-5

Support Level 4

Subgroup 1E:  2ABE < 25; 1A 7-8

Subgroup 1F: > 2ABE < 25; 1A =29

Subgroup 11: Y 2ABE <25; 1B 14-15

Subgroup 1J: Y 2ABE < 25; 1B =16

Subgroup 2E: } 2ABE 26-30; 1A 7-8

Subgroup 2I: y 2ABE 26-30; 1B 14-15

Subgroup 2J: > 2ABE 26-30; 1B = 16

Subgroup 3E: Y 2ABE 31-33; 1A 7-8

Subgroup 3H: 5 2ABE 31-33; 1B 10-13

Subgroup 4C: Y 2ABE 2= 34; 1A 3-4 AND 1B 3-5

Subgroup 4G: 5 2ABE = 34; 1B 6-9

Support Level 5

Subgroup 2F:  2ABE 26-30; 1A= 9

Subgroup 3I: } 2ABE 31-33; 1B 14-15

Subgroup 3J: > 2ABE 31-33; 1B = 16

Subgroup 4D: } 2ABE = 34; 1A 3-6
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Subgroup 4E: 5 2ABE = 34; 1A 7-8

Subgroup 4H: > 2ABE = 34; 1B 10-13

Subgroup 41: > 2ABE = 34; 1B 14-15

Group 5A: Public Safety Risk (either status) AND 1b < 11

Support Level 6

Subgroup 4J: Y} 2ABE = 34; 1B =16

Subgroup 3F: > 2ABE 31-33; 1A =9

Subgroup 4F: > 2ABE = 34; 1A =9

Group 6A: Extreme Safety Risk to Self AND Public Safety Risk (either status) AND 1b = 12

Group 6B: Public Safety Risk (either status) AND 1b =12

Extreme Safety Risk to Self- this factor acts to increase the level otherwise determined by the above
criteria. Level 1 increases to level 3, levels 2 inereases-to-level4,-leveland 3 increases to level 4, level 4
increases to level 5. Subgroup 6A outlines the conditions in which level 5 may increase to level 6.

Public Safety Risk- this factor acts to increase the level otherwise determined by the above criteria.
Levels 1 through 3 ircreases-to-level5-level2increases to level 5, level 3-increases-to-level-5-and
level 4 increases to level 6. Subgroup 6B outlines the conditions in which level 5 may increase to level
6.

8.612.4 Support Level Review Process [Eff. 2/1/12]

A. The Member, their legal guardian, or their legally authorized representative, ; or CMA may
request a review of the Support Level assigned when they have reason to believe it does not
meet the Member's needs.

B. When a SuppertLevelReview(SLR) is requested, the CMA shall complete the SLR request in a
manner determined by the Department on the Department’s prescribed request form-. Once the
SLR request form is completed, the CMA shall provide an opportunity for the Member, their legal
guardian, or their legally authorized representative to review the request and provide additional
information prior to submission to the Department for review.

C. The Department shall convene a review panel to examine Support-LevelReview-SLR requests
monthly or as needed.

1. The review panel shall be comprised of the following:

a. A minimum of three (3) members designated by the Department.
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b. Members shall include staff from the Department, with extensive knowledge and
experience with the SIS assessment, the Support Levels, case management,
and HCBS waiver services.

The review panel:

a. Shall examine all of the information submitted by the CMA and seek to identify
any significant factors not included in the Support Level calculation, which cause
the Member to have substantially higher support needs than those in the
established Support Level.

b. In cases where the panel finds that the Member does have substantially higher
support needs than those in the initial Support Level, the panel may assign the
Member to a Support Level that is a closer representation of the Member's
overall support needs.

A Member who has been assigned to a higher Support Level shall have this assignment
re-examined by the review panel at least annually or at a greater or lesser frequency
determined by the Department.

a. The CMA shall submit a SLR request to have the Member’s Support Level re-
examined no later than thirty (30) days prior to the end date determined by the
department.,

b. The panel may determine that the Member's condition necessitating a higher
Support Level is unlikely to improve and, therefore; does not require a re-
examination.

The Department shall provide the CMA and the Member, their legal guardian, or their legally
authorized representative with the written decision regarding the requested review of the
Member's Support Level within fifteen (15) business days after the panel meeting. The written
decision notification shall include the date of the SLR request, the Support Level determination,
the effective and the end date of the increased Support Level and, if denied, the reason for denial
of an increased Support Level.

1.

The results of the panel review for a Member enrolled in the HCBS-DD waiver are
conclusive.

If a Member enrolled in the HCBS-SLS waiver, their legal guardian, or their legally
authorized representative disagrees with the decision provided by the panel, the Member,
their legal guardian, or their legally authorized representative may request a review by
the Department’s Executive Director or their designee, within fifteen (15) business days
after the receipt of the decision.

a. The Department’s Executive Director, or their designee, shall review the request
and provide a written decision within fifteen (15) business days.

b. The decision of the Department’s Executive Director, or their designee, shall
constitute the final agency decision and will be subject to judicial review pursuant
to Section 24-4-106, C.R.S.

The CMA shall make any necessary PCSP and PAR revisions resulting from the Support
Level changes, within 10 business days of receipt of approval or denial of the SLR
request.
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The Member shall be notified, pursuant to the Department of Health Care Policy and Financing
rules in Section 8.057.2.A when a waiver service is terminated, reduced, or denied. At any time,
the Member may pursue a Medicaid Fair Hearing in accordance with Section 8.057.3.A.
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8.7100 Waiver/Program Eligibility Requirements

8.7100.A Definitions:

Unless otherwise specified, the following definitions apply throughout Section 8.7000-8.7500.

9. Member +is as defined in 8.7001.A.8- Bfepqupesesef—mlsSeetlen%—HOO—et—seq—rneans—an

17. Cost Containment means the same as PrOV|S|ons for Compliance W|th Federal Cost Effectlveness
at87100A52A i ' ,

63-A. Target Group Criteria means the factors that define a specific population to be served through an
HCBS waiver. Target Group Criteria can include physical or behavioral disabilities, chronic
conditions, age, or diagnosis, and may include other criteria such as demonstrating an
exceptional need.

52-A. Provisions for Compliance with Federal Cost Effectiveness means the person centered and
needs based assessed approach in which HCBS waiver services are approved. They ensure
HCBS waiver services are not duplicative, are based on assessed need of the member seeking
services, and that services are the most economical and reliable means to meet an identified
need of a member.
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8.7100.G Cost-EffectivenessProvisions for Compliance with Federal Cost Effectiveness

1. The Department of Health Care Policy and Financing shall conduct periodic aggregate cost
containmenteffectiveness analyses per federal requirements and in partnership with the Centers for
Medicare and Medicaid.

8.7101 HCBS Waiver Program-Specific Member Eligibility

8.7101.J Developmental Disabilities Waiver (HCBS-DD)
6. Other
a. The Member shall maintain eligibility by meeting the General Eligibility and waiver
program-specific requirements set forth herein and maintaining residence itn a GRSS or
IRSS setting.
b. Enrolliment in the HCBS-DD waiver may be limited when utilization of the HCBS-DD

waiver program is projected to exceed legislative pending authority.

C. When the HCBS-DD waiver reaches capacity for enroliment, an individual determined
eligible for a waiver shall be placed on a waiting list.

d. As openings become available in the HCBS-DD waiver program, individuals shall be
considered for services in order of placement on the statewide waiting list. Exceptions to
this requirement shall be limited to situations in which:

i. An emergency greatly endangers the health, safety, and welfare of the individual
or others and the emergency cannot be resolved in another way. For the
purposes of this subsection, emergencies are defined as follows:

1) Homelessness: the individual does not have a place to live oris in
imminent danger of losing their place of abode.

2) Abusive or Neglectful Situation: the individual is experiencing ongoing
physical, sexual, or emotional abuse or neglect in their present living
situation and their health, safety or well-being are in serious jeopardy.

3) Danger to Others: the individual's behavior or psychiatric is such that
others in the home are at risk of being hurt by them. Sufficient
supervision cannot be provided by the current caretaker to ensure the
safety of persons in the community.

4) Danger to Self: an individual's medical, psychiatric, or behavioral
challenges are such that they are seriously injuring/harming themselves
or are in imminent danger of doing so.

5) Loss or Incapacitation of Primary Caregiver: a person’s primary caregiver
is no longer in the person’s primary residence to provide care; or the
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primary caregiver is experiencing a chronic, long-term, or life-threatening
physical or psychiatric condition that significantly limits the ability to
provide care; or the primary caregiver is age 65 years or older and
continuing to provide care poses an imminent risk to the health and
welfare of the person or primary caregiver; or, regardless of age and
based on the recommendation of a professional, the primary caregiver
cannot provide sufficient supervision to ensure the person’s health and

welfare.
e. The Legislature has appropriated funds specific to individuals or to a specific class of
persons.
f. If an eligible individual is placed on a waiting list for DD Waiver Services, a written notice,

including information regarding the Member appeals process, shall be sent to the
individual and/or his/her legal Guardian in accordance with the provisions of Section
8.057, et seq.

8.7200 Case Management Agency Requirements

8.7200.B. Definitions

Unless otherwise specified, the following definitions apply throughout Sections 8.7000-7500.

1-A. Business Day means any day in which the state is open and conducting business, but shall not
include Saturday, Sunday, or any day in which the state observes one of the holidays listed in
Section 24-11-101(1), C.R.S.

22.

24-A. Performance and Quality Review means a review conducted by the Department or its contractor
at any time but no less than the frequency as specified in the approved waiver application. The
review shall include a review of required case management services performed by the agency to
ensure quality and compliance with all requirements.

26-A.  Prior Authorization Requests (PAR) means approval for an item or service that is obtained in
advance either from the Department, a state fiscal agent or the Case Management Agency.

26-B. Post Eligibility Treatment of Income (PETI) means the calculation used to determine the
Member’s obligation (payment) for the payment of residential services.

27-A. Regional Center means as defined at § 24-10.5-102, C.R.S.

27-B. Service Plan Authorization Limit (SPAL) means an annual upper payment limit of total funds

available to purchase services to meet the Member’s ongoing needs. Purchase of services not
subject to the SPAL are set forth at Section 8.500.102.B. A specific limit is assigned to each of
the six support levels in the HCBS-SLS waiver. The SPAL is determined by the Department
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based on the annual appropriation for the HCBS-SLS waiver, the number of Members in each
level, and projected utilization.

28-A. Supports Intensity Scale (SIS) means as defined at 8.7100.A.62.

28-B. Support Level means as defined at 8.7100.A.63.

29.

29-A. Targeted Case Management (TCM) means case management services provided to Members

enrolled in the HCBS waivers in accordance with Section 8.760 et seq,

8.7201 Case Management Agency Overall Requirements

8.7201.A Administration of a Case Management Agency

1.

The Case Management Agency shall be required by-federal-orstate-statute;in their mission
statement, by-laws, articles of incorporation, and contracts, errules-and-fo comply with all

regulations which govern the Case Management Agency, and to comply with the following
standards:

a. The Case Management Agency shall serve individuals in need of Long-Term Services
and Supports as defined in Section 8.7100.A.48

b. The Case Management Agency shall have the capacity to accept funding from multiple
sources;
C. The Case Management Agency may subcontract with individuals, for-profit entities and

not-for-profit entities to provide Case Management Agency Targeted Case Management
and administrative Case Management Activities up to the limitations established in the
Case Management Agency contract. Subcontractors must abide by the terms of the Case
Management Agency contract with the Department and-theseregulations-and are
obligated to follow all applicable federal and state rules-statutes and regulations. The
Case Management Agency is responsible for subcontractor performance.

d. The Case Management Agency may receive funds from public or private foundations and
corporations; and

e. The Case Management Agency shall be required to publicly disclose all sources and
amounts of revenue as described in Section 25.5-6-1708 CRS.

The Case Management Agency shall fulfill all functions of a Case Management Agency and Case
Manager as described in these rules.

The Case Management Agency shall:

a. Not provide guardianship services for any individual applying for Long-Term Services and
Supports or Member enrolled in a Long-Term Services and Supports program.
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Maintain, or have access to, information about public and private state and local services,
supports and resources and shall make such information available to the individual,
Member and/or persons inquiring upon their behalf.

Be separate from the delivery of direct services and supports paid for by any payer for
the same individual they provide Case Management, unless otherwise approved by the
Department through a Conflict Free Case Management Waiver and except pursuant to
Section 8.7202.W when the Case Management Agency is acting as the Organized Health
Care Delivery System, or approved by the Department through a Conflict Free Case
Management Waiver and in accordance with Section 25.5-6-1703(6) C.R.S.

Establish and maintain working relationships through Memorandum of Understanding
processes and procedures with community-based resources, supports, and
organizations, hospitals, service providers, and other organizations that assist in meeting
the individuals’ and Members’ needs including but not limited to local Regional
Accountable Entities, Behavioral Health Administration, Aging and Disability Resource
Centers, counties, schools, and Medical Assistance sites as necessary for individual and
Member support.

Maintain a website that at a minimum contains contact information for the Case
Management Agency, the ability for electronic communication, hours of operation,
available resources, program options, services provided, and the transparency
documentation required in Section 25.5-6-1708 C.R.S.

Provide Case Management services without Discrimination on the basis of race, religion,
political affiliation, gender, national origin, age, sexual orientation, gender expression or
disability.

The Department may grant a Case Management Agency may-be-granted-a Conflict Free Case
Management waiver (CFCMW) by-the-Bepartment-to provide direct services and Case
Management in the event that no other willing and qualified providers are available for the
capacity of Member services necessary.

a.

Applications for this waiver shall be received and evaluated in the manner in which has
been communicated by the Department.

The Department may grant a Case Management Agency may-be-granted-a Conflict-Free
Case Management Waiver (formerly known as a rural exception) by-the-Department-to
provide specific direct services within their Defined Service Area to ensure access to
these services in rural and frontier areas across Colorado.

The Case Management Agency shall:

i. Submit a formal application (found on the Department website) for a Conflict-
Free Case Management Waiver.

ii. The Department shall provide formal notification to the Case Management
Agency within 10 business days of the receipt of the application. The Department
shall notify Applicants of their approval or denial within 90 days of receipt of the
application.

iii. If the Applicant submits a response to the Case Management Agency Request
for Proposal (RFP), the Department shall notify the Agency of approval or denial
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prior to the delivery of intent to award letters to RFP Respondents or within 90
day of receipt of the application whichever cemes-occurs first.

If the Conflict-Free Case Management Waiver application is denied, the
Department will coordinate with the Case Management Agency for a transition
period, if necessary.

If a Case Management Agency requires a waiver between Case Management
Agency contract cycles, the Case Management Agency must submit the
application for the Conflict Free Case Management Waiver and maintain the
documentation for the next RFP submission.

1) If the Conflict-Free Case Management Waiver application is approved,
the Department will coordinate with the Case Management Agency for
next steps in implementation and execution, if necessary.

2) If the Conflict-Free Case Management Waiver application is denied, the
Department will coordinate with the Case Management Agency for a
transition period within their contract period, if necessary.

A Case Management Agency that is granted a Conflict-Free Case Management
Waiver shall provide an annual report to the Department subject to Department
approval that includes but will not be limited to:

1) a summary of individuals participating in direct services and Case
Management;
2) how the Case Management Agency has ensured itinformed cConsent

and/or choice, if other providers exist in the Defined Service Area; and

3) how the Case Management Agency continues to support the recruitment
of willing and qualified providers in their Defined Service Area.

4) how Fthe direct service provider functions and Case Management
Agency functions mustbeare administratively separated (including staff)
with safeguards in place to ensure a distinction between direct services
and Case Management exists as a protection against conflict of interest.

If a new service provider(s) becomes available in the area, the Case
Management Agency may continue to provide direct services until the
Department has determined that the alternate provider(s) is capable of meeting
all needs in that service area.

If other service providers are available in the area, the Case Manager must
document the offering of choice of provider and/or that no provider had capacity
to serve new Members in the Information Management System.

To ensure conflict of interest is being mitigated by the Case Management
Agency, the Department will conduct annual quality reviews that will include but
not be limited to, reviews of documentation of previderMembers’ choice of
provider and iinformed cConsent for services.

8.7201.1 Confidentiality of Information
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The Case Management Agency shall protect the confidentiality of all records of individuals
seeking and receiving services required by Section 26-1-114(3)(a)(l), C.R.S..and 45 C.F.R., Parts
160 and 165, Subparts A and C (HIPAA). Release of information forms obtained from the
individual must be signed, dated, and kept in the Member’s record. Release of information forms
shall be renewed at least annually, or with the new Provider Agency whenever there is a change
of provider. Fiscal data, budgets, financial statements and reports which do not identify
individuals by name or Medicaid ID number, and which do not otherwise include Protected Health
Information, are subject to disclosure pursuant to the Colorado Open Records Act, Title 24,
Article 72, Part 2, C.R.S.

8.7201.L. Incident Reporting

1. Case Management Agencies shall have a written policy and procedure for the timely reporting,

recording and reviewing of Incidents occurring on the Case Management Agency property or care
which shall include, but not be limited to:

a. Allegations of abuse, mistreatment, neglect, or exploitation;

b. Serious llinesses and injuries to a person receiving services that require intervention that
is above and beyond basic first aid;

C. Lost or missing persons receiving services;

d. Medical emergencies involving Members that require intervention that is above and
beyond basic first aid or that are not screened out by medical professionals;

€. Hospitalization of Members;
f. _ Death of Members;
g. _ Errors in medication administration;
Use-otemergency-control-procedures-and,
hj. __ Stolen personal property belonging to a Member.
8.7202 Functions of A Case Management Agency
8.7202.B Intake, Screening, and Referral
8. When a person needs assistance with challenging behavior, including a-persen-whese-behavior

that presents a danger to self is-dangerous-to-himself, or others, or engages-in-behavior which
results in significant property destruction, the Provider Agency in conjunction with the individual,

their Guardian or other Legally Authorized Representative, and other mMembers of Member
Identified Team, as appropriate including the Member’s appointed Case Manager shall complete
a Comprehensive Review of the Person's Life Situation including:

a. The status of friendships, the degree to which the person has access to the community,
and the person's satisfaction with his or her current job or housing situation;
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b. The status of the Family ties and involvement, the person's satisfaction with roommates
or staff and other providers, and the person's level of freedom and opportunity to make
and carry out decisions;

C. A review of the person's sense of belonging to any groups, organizations or programs for
which they may have an interest, a review of the person's sense of personal security, and
a review of the person's feeling of self-respect;

d. A review of other issues in the person's current life situation such as staff turnover, long
travel times, relationship difficulties and immediate life Crises, which may be negatively
affecting the person;

e. A review of the person's medical situation which may be contributing to the challenging
behavior; and

f. A review of the person's Individualized Plan and any Individual Service and Person-
Centered Support Plans to see if the services being provided are meeting the individual's
needs and are addressing the challenging behavior using positive approaches.

8.7202.C Nursing Facility Admission and Discharge

45. A Case Manager may determine that an individual is eligible to receive Waiver Services while the
individual resides in a nursing facility when the individual meets the eligibility criteria as
established at Sections-8:4006,and 8.7100 and the individual requests to transition out of the
nursing facility .

8.7202.G Waitlist Management
7. Enrollments are reserved to meet statewide priorities that may include:

a. An individual who is eligible for the HCBS-DD Waiver and is no longer eligible for
services in the foster care system due to an age that exceeds the foster care system
limits,

b. Individuals who reside in long-term care institutional settings who are eligible for the

HCBS DD Waiver and have requested to be placed in a community setting,

C. Members enrolled in a Home and Community-Based Services CES or CHRP waivers
who are under 18 years of age and are eligible for the HCBS-DD waiver.

d. Individuals who are in an emergency situation.

8. Enrollments shall be authorized for individuals based on the criteria set forth by the General
Assembly in appropriations when applicable.

a. An individual shall accept or decline the offer of enrollment within thirty{30) calendar
days from the date the enroliment was offered. Reasonable effort, such as a second
notice or phone call, shall be made to contact the individual, family, legal Guardian, or
other interested party.
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b. Upon a written request of the individual, family, legal Guardian, or other interested party
the Case Management Agency may grant an additional thirty(30) calendar days to
accept or decline an enroliment offer. The delineation reason shall be recorded in the
Department’s Information Management System within 10 business days.

C. If an individual does not respond to the offer of enroliment within the time set forth in
subsection 2 and/or 3 above, the offer is considered declined and the individual shall
maintain their position on the waiting list as determined by their placement date but will
be moved to safety net status until the Member is willing or able to accept an enroliment.
The Member may notify their Case Management Agency of their desire to move back to a
status of As Soon As Available (ASAA) when they would be ready to accept an
enrollment into the DD waiver.

d. The Case Management Agency shall record all waiting list communications, enroliments,
and declinations in the Department's Information Management System within 10
business days.

e. The Case Management Agency shall record an annual waiting list review within the
Department's Information Management System within 10 business days or as directed by
the Department.

8.7202.J Person-Centered Support Coordination

1.

12.

Service and support coordination shall be the responsibility of the Case Management Agencies.
Service and support coordination shall be provided in partnership with the Member receiving
services, the Parents of a minor, and legal Guardians.

a. The Mmember shall designate a Member Identified Team which may include but not be
limited to: a LTSS Representative, family members, or individuals from public and private
agencies to the extent such partnership is requested by the Mmember.

Case Managers shall follow all documented policy and operational guidance from the Department
for Case Management services including but not limited to:

a. Home modification

b. Vehicle modification

C. Organized Health Care Delivery System

d. Consumer--Directed Attendant Supports -and-Services
e. In--Home Support s-and-Services

f. Nursing Facilities

g. Transition Services

h. Long Term Home Health

i. Private Duty Nursing
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8.7202.Q Human Rights Committees

10. RESEARCH

a. Any experimental research performed by or under the supervision of the Case

Management Agency, the Community Centered Board, service agency or Regional

Center shall be governed by policies/procedures which shall:

Require adherence to ethical and design standards in the conduct of research;

Require review by the Human Rights Committee;

Address the adequacy of the research design;

iv. Address the qualifications of the individuals responsible for coordinating the
project;

V. Address the benefits of the research in general;

Vi. Address the benefits and risks to the participants;

Vii. Address the benefits to the agency;

Viii. Address the possible disruptive effects of the project on agency operations;

iX. Require obtaining informed consent from participants, their guardians or the
parents of a minor. Such consent may be given only after consultation with:
a. The member selected team; and,
b. A developmental disabilities professional not affiliated with the service

agency from which the person receives services; and

X. Require procedures for dealing with any potentially harmful effects that may

occur in the course of the research activities.
b. No person shall be subjected to experimental research or hazardous treatment

procedures if the person implicitly or expressly objects to such procedures or such procedures

are prohibited.

8.7202.R Denials/Discontinuations/Adverse Actions

4. The Case Management Agency shall provide the Long-Term Care Waiver Program Notice of
Action form to Applicants and individuals within eleven+{11)} business days regarding their appeal
rights in accordance with Section 8.057 et seq. when

a. The individual or Applicant is determined to not have a Developmental Disability,

b. The individual or Applicant is found eligible-er-ineligible for Long-Term Services and
Supports.
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The individual or Applicant is determined eligible or ineligible for placement on a waiting
list for Long-Term Services and Supports,

An adverse action occurs that affects the individual's or Applicant’s waiver enroliment
status,

The individual or Applicant voluntarily withdraws.

Communication

The Case Management Agency’s Case Manager shall be responsible for ensuring materials,
documents, and information used to conduct Case Management Activities are adapted to the
cultural background, language, ethnic origin and preferred means of communication of the
individual.

In addition to any communication requirements specified elsewhere in these rules, the Case
Manager shall be responsible for the following communications:

a.

hq.

The Case Manager shall inform the eligibility enroliment specialist of any and all changes
affecting the participation of a Member in Case Management Agency-served programs,
including changes in income, within one (1) working day after the Case Manager learns
of the change. The Case Manager shall provide the eligibility enroliment specialist with
copies of the certification page of the approved Level of Care Screen form.

If the individual has an open adult protective services (APS) or child protective services
(CPS) case at the county department of social services, the Case Manager shall keep the
individual’s APS or CPS worker informed of the individual’s status and shall participate in
mutual staffing of the individual’s case.

The Case Manager shall report to the Colorado Department of Public Health and
Environment (CDPHE) any Congregate Facility which is not licensed.

The Case Manager shall inform all Alternative Care Facility individuals of their obligation
to pay the full and current State-prescribed room and board amount, from their own
income, to the Alternative Care Facility provider.

Within five {5) working days of receipt of the approved Prior Authorization Request (PAR)
form, from the fiscal agent, the Case Manager shall provide copies to all the HCBS
providers in the Person-Centered Support Plan.

The Case Manager shall coordinate with the Regional Accountable Entity and Behavioral
Health Administration along with other community partners involved with the Members’
services and supports.

The Case Manager shall notify the Utilization Review Contractor (URC), on a form
prescribed by the Department, within thirby{30} calendar days, of the outcome when a
Member is not Diverted;-as-defined-at-Section-8.485-50.
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Case Managers shall maintain communication with Members, Family Members, providers
and other necessary parties within minimum standards for returned communication as
described in contract.

Post Eligibility of Treatment of Income (PETI)

1. Post Eligibility Treatment of Income Application

a.

When a Member has been determined eligible for Home and Community Based Services

(HCBS) according to the 300% income standard (300% eligible Members), according to
Section 8.100, the Department may reduce the Medicaid payment for Alternative Care
Facility -and Facility and Supported Living Programs services according to the
procedures set forth in this section.

Post Eligibility Treatment of Income Application is required for Medicaid Members

enrolled in the HCBS Elderly, Blind, and Disabled (EBD), HCBS-Community Mental
Health Supports (CMHS), and HCBS Brain Injury (Bl) waivers who reside in Alternative
Care Facilities (ACF) and Supported Living Programs (SLP).

2. Case Management Responsibilities

a.

For 300% eligible Members who reside in an Alternative Care Facility or Supported Living

Program, the Case Manager shall complete the State-prescribed form, which calculates
the Member payment according to the following procedures:

i The Member’s Total Gross Monthly Income is determined by adding the Gross
Monthly Income to the Gross Monthly Long-Term Care (LTC) Insurance amount
if the Long-Term Care Insurance amount is applicable.

ii. The Member's Room and Board amount shall be deducted from the gross
income and paid to the Provider Agency.

iii. The Member’s Personal Needs Allowance amount is based upon a Member’s
gross income, up to the maximum amount set by the Department.

iv. For a Member with financial responsibility for only a spouse, the amount
protected under Spousal Protection as defined in Section 8.100.7 .K and shall be
deducted from the Member’s gross income.

V. If the Member is financially responsible for a spouse plus other dependents, or
with financial responsibility for other dependents only, an amount equal to the
appropriate Temporary Assistance to Needy Families (TANF) grant level, less
any income of the spouse and/or dependents, excluding part-time employment
earnings of dependent children (with dependent child as defined at Section
8.100.1) shall be deducted from the Members gross income.

Vi. Amounts for incurred expenses for medical or remedial care for the Member that
are not covered by Medicare, Medicaid, or other third party, shall be deducted
from the member's gross income as follows:
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1) Health insurance premiums, deductibles, or co-insurance charges if
health insurance coverage is documented; and

2) Necessary dental care not to exceed amounts equal to actual expenses
incurred; and

3) Vision and auditory care expenses not to exceed amounts equal to actual
expenses incurred; and

4) Medications except for the following:

a) Medications which may be purchased through reqular Medicaid
prior authorization procedures shall not be deducted from the
Member’s gross income.

b) The full cost of brand-name medications shall not be deducted
from the member's gross income if a generic form is available at
a lower price, unless the prescriber has specifically prescribed a
name brand medication over the generic formula.

Other necessary medical or remedial care or items shall be deducted from the

Member's gross income, with the following limitations:

Viii.

1) The need for such care must be documented in writing by the attending
physician. The documentation shall list the service, supply, or equipment;
state why it is medically necessary; be signed by the physician; and shall
be renewed whenever there is a change in the member’s care needs, or
if the member’s needs do not change, annually.

2) Any service, supply, or equipment that is available under the Medicaid
State Plan, with or without prior authorization, shall not be allowed as a
deduction..

Deductions for medical and remedial care may be allowed up to the end of the

iX.

next full month while the physician's prescription is being obtained. If the
physician's prescription cannot be obtained by the end of the next full month, the
deduction shall be discontinued.

1) The Member must provide documentation, such as a receipt, for all Non-
covered medical items to the Case Manager to be attached to the State-
prescribed form.

If the Case Manager cannot immediately determine whether a particular medical

or remedial service, supply, equipment, or medication is a benefit of Medicaid,
the deduction may be allowed up to the end of the next full month while the Case
Manager determines whether such deduction is a benefit of the Medicaid
program. If it is determined that the service, supply, equipment, or medication is
a benefit of Medicaid, the deduction shall be discontinued.

Verifiable Federal and State tax liabilities shall be an allowable deduction up to

$300 per month from the Member's gross income.
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Xi. Any remaining income shall be applied to the per-diem cost of the Alternative
Care Facility, as defined at Section 8.7506 or Support Living Program as defined
at Section 8.7550 shall be paid by the Member directly to the Provider Agency.

Xii. If income remains after the entire cost of Alternative Care Facility or Supported
Living Program services is paid from the Member's income, the remaining
income shall be retained by the Member and may be used at the Member’s
discretion.

b. Case Managers shall inform HCBS Alternative Care Facility and Supported Living

Program Members of their payment obligations in a manner prescribed by the Department at the
beqginning of each support plan year and whenever this is a significant change to their payment

obligation._

i Significant change is defined as fifty dollars ($50) or more.

C. The Case Management Agency shall maintain signed copies of Member payment forms
in their files. The Case Management Agency shall provide a copy of the form to the
Department upon request.

8.7202.CC PRIOR AUTHORIZATION REQUESTS (PAR)

1.

All Home and Community-based Services must be prior authorized by the Department or its

agent.

a. The Case Manager shall complete and submit the Department’s approved PAR form
within one calendar month of determination of eligibility for a waiver.

All units of service requested shall be listed on the Person Centered Support Plan.

The first date for which services may be authorized is the latest date of the following:

a. The financial eligibility start date, as determined by the financial eligibility site.

b. The assigned start date on the certification page of the Department approved
assessment tool.

C. The date, on which the Member’s parent(s) and/or legal guardian signs the Person
Centered Support Plan or Intake form, as prescribed by the Department, agreeing to
receive services.

The PAR shall not cover a period of time longer than the certification period assigned on the

certification page of the Department approved assessment tool.

The Case Manager shall submit a revised PAR if a change in the Person Centered Support Plan

results in a change in services.

The revised Person Centered Support Plan shall list the service being changed and state the

reason for the change. The services being revised, as indicated in the revised Person Centered
Support Plan, plus all services not revised, as shown on the Plan prior to revision, shall be
entered on the revised PAR.
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7. Revisions to the Person Centered Support Plan requested by providers after the end date on a
PAR shall be disapproved.

8. If the revisions to the Person Centered Support Plan result in a decrease in services without the
Member’s parent’s(s) and/or legal quardian’s agreement, the Case Manager shall notify the
Member’s parent(s) and/or legal guardian of the adverse action and appeal rights using the
appropriate forms, timelines and process as described in 8.7202.R.

9. REIMBURSEMENT
a. Providers shall be reimbursed at the lower of:

i Submitted charges; or

ii. The fee schedule amount as determined by the Department.

b. Claims for services are not reimbursable if:

i Services are not consistent with the Member’'s documented medical condition
and functional capacity;

ii. Services are not medically necessary or are not reasonable in amount, scope,
frequency, and duration;

iii. Services are duplicative of other services included in the Member’s Support Plan;

iv. The Member is receiving non-Medicaid funds to purchase services; or

V. Services total more than 24 hours per day of care.

10. Revisions to the PAR that are requested six months or more after the end date shall be
disapproved.

11. Payment for HCBS waiver services is also conditional upon:

a. The Member’s eligibility for HCBS waiver services;
b. The provider’s certification status, if appropriate; and
C. The submission of claims in accordance with proper billing procedures.

12. Prior authorization of services is not a guarantee of payment. All services must be provided in
accordance with requlations and medically necessary.

13. Services requested on the PAR shall be supported by information on the Person Centered
Support Plan and written documentation of the Member’s current monthly income from the
income maintenance technician.

14. The PAR start date shall not precede the start date of HCBS waiver eligibility.

15. The PAR end date shall not exceed the end date of the HCBS eligibility certification period.
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8.7202.DD SERVICE PLAN AUTHORIZATION LIMITS (SPAL)

1.

The Service Plan Authorization Limit (SPAL) sets an upper payment limit of total funds available

to purchase services to meet a Member’'s ongoing service needs within one service plan year.

The following services are not subject to the service plan authorization limit: non-medical

transportation, dental services, vision services, assistive technology, home accessibility
adaptations, vehicle modifications, health maintenance activities available under the Consumer
Directed Attendant Support Services (CDASS), home delivered meals, life skills training, peer
mentorship, transition setup, individual job coaching, individual job development, job placement,
workplace assistance, and benefits planning.

The total of all HCBS-SLS services in one service plan shall not exceed the overall authorization

limitation as set forth in the federally approved HCBS-SLS waiver.

Each SPAL is assigned a specific dollar amount determined through an analysis of historical

utilization of authorized waiver services, total reimbursement for services, and the spending
authority for the HCBS-SLS waiver. Adjustments to the SPAL amount may be determined by the
Department and Operating Agency as necessary to manage waiver costs.

Each SPAL is associated with one of the six support levels determined by an algorithm which

analyzes the level of support needed by a Member as determined by the SIS assessment, and
additional factors, including whether a Member meets the definition of Public Safety Risk-
Convicted, Public Safety Risk-Non Convicted, and Extreme Safety Risk to Self.

The SPAL determination shall be implemented in a uniform manner statewide and the SPAL

amount is not subject to appeal.

a. If an Adverse Action occurs regarding a Member’'s HCBS waiver eligibility and/or
services, the Case Manager shall send the Member their appeal rights as required at
Sections 8.7202.R and 8.057.2.A.

The Department and/or Utilization Review Contractor (URC) shall implement an Exception

Review to allow a Member’'s SPAL and/ or HCBS unit limitations to be exceeded in certain
situations.

a. To be eligible for the Exception Review Process, the following shall be demonstrated:

i. The Member must be at risk for seeking an emergency Developmental Disability
(DD) waiver enrollment because one or more of the following criteria such as
listed below are not currently being met through other Long-Term Services and
Supports (LTSS) and or State Plan services:

1) Medically fragile with skilled care needs;

2) Behavioral and/or Mental Health needs;

3) Criminal convictions and/or law enforcement involvement;

4) Homelessness;

5) Mistreatment, Abuse, Neglect, Exploitation (MANE) reports with potential

need to remove from home;
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6) Extreme danger to self/others;
7) Caregiver capacity or;
8) 1:1 supervision needed.

ii. The Member must demonstrate that less than 10% of current SPAL remains; or

iii. The Member must demonstrate that the current rate of utilization of Home and
Community-Based Services (HCBS) will exhaust the number of approved units
prior to the Member’s regularly scheduled monitoring.

When a client is eligible for the Exception Review Process, the Case Manager (CM) shall

send the following documentation to the URC for review:

i “Request for Exception Review Process” form;

ii. Service Plan;

iii. PAR; and,

iv. Any documentation from current providers that demonstrate need to exceed
service limitation caps for additional planned services.

The URC shall review and approve or deny the Exception Review Process requests

made.

i Upon completion of the review, the URC shall notify the CM of the outcome.

1) The outcome letter shall include the reason for approval or denial, and/
or any information on partial approvals or negotiated outcomes.

ii. The URC shall complete the review in accordance with the timelines as identified
in their contract.

The Exception Review Process shall not be used in place of a Support Level Review or

request for a Support Intensity Scale (SIS) reassessment. Provider rates shall not be
changed based on the outcome of the Exception Review Process.

The Exception Review Process shall be implemented in a uniform manner applied to

Members statewide, but outcomes shall be based on individual needs and
circumstances. The Exception Review Process outcome is not an adverse action subject

to appeal.
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