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CAP-MR/DD Update (Released as a CAP Update on 7-2B REVISED for Implementation Update)

Proposed Reduction in State Funds for Individuals Rceiving CAP-MR/DD Funding

Per proposed legislation, SB202, SECTION 10.20BP-MR/DD recipients are not eligible for any Stateded services
except for those services for which there is ncomparable service in the CAP-MR/DD waiver. Theepxed services are
limited to guardianship, room and board, and tinmailed supplemental staffing to stabilize residapiacement.”
Therefore if the proposed legislation is codifiefdy individuals who receive CAP-MR/DD funding, state funded
services will no longer be available except for thisllowing: room and board, guardianship, and timelimited
supplemental staffing during transition to a residatial placement.

Based on theggending changes, the Local Management Entities (LME) Haaen working with case managers and
provider agencies to determine services and suppedded for individuals who have been receivirth BAP-MR/DD
funds and State funded services. In these indaVickviews conducted by the LMEs some individuats/mneet medical
necessity criteria for specific CAP-MR/DD servi¢hat would meet the service/support need previopislyided by State
funded services/supports. In these cases, thentasager in concert with the individual, guardianifly and the planning
team, can complete a plan of care/person centéaadPOC/PCP) revision to request additional CAP/DIR services.

In all cases services/supports may only be requedtevhen the individual meets the medical necessityiteria for the
specific CAP-MR/DD service. The LME should not teminate or reduce the state-funded services if a résed plan



will be submitted to ValueOptions until the revisedPerson Centered Plan has had time to be processiough
ValueOptions.

This communication is to provide guidance and negquents related to submission of POC/PCP revidmalueOptions.
Case managers will complete the POC/PCP revisidrcast summary including specific language regaydie State
funded service previously provided with justificatimedical necessity for the additional CAP-MR/Dédvices and
supports. The cost summary will include the spedfate funded services previously received, idiclg the name of the
State service, frequency received, beginning adddates. This requirement is effective for all POC/PCP revigns
related to the reduction in State funds submittedd ValueOptions on or after July 27, 2009 Questions regarding this
requirement should be directed to the Local Managergntity.

Required Documents for DD Submissions to ValueOptits

An incomplete submission for a recipient age 21 aret will be returned to the case manager as énabiProcess and the
case manager must resubmit the entire requestnodmplete submission for a recipient under agavi@lbe handled
under Lack of Information procedures. In an efforprovide clarification the following are the teéged documents for

DD submissions to Value Options for review to occur

Continued Need Review (CNR): CAP
» PCP with signatures and cost summary
+ MR2
e« CTCMs — all services requested and Targeted Casaddament
 NC SNAP (four pages and Summary Report/Suppleménfaimation sheet)
» For equipment/supplies — justification/assessnmntsician order or prescription, price quote (two@s
required for Home Modifications/ Augmentative Commiuation /Vehicle Adaptation )
»  Proof of insurance for Vehicle Adaptation
e Completed Risk Identification Tool
* Non CAP Medicaid supplies billed through the LMEu@&e prescriptions

POC (Initial CAP)
» PCP with signatures and cost summary
* MR2 with prior approval date and number
e« CTCMs - all services requested and Targeted Casaltament
 NC SNAP (four pages and Summary Report/Suppleménfaimation sheet)
e Current Psychological
» For equipment/supplies — justification/assessnpntsician order or prescription, price quote (two&s
required for Home Modifications/Augmentative Comruaion/Vehicle Adaptation)
»  Proof of insurance for Vehicle Adaptation
» Completed Risk Identification Tool
* Non CAP Medicaid supplies billed through LME reguprescriptions

Revision (CAP)
» PCP update with signatures and cost summary
» CTCMs
» For equipment/supplies — justification/assessnpntsician order or prescription, price quote (two@s
required for Home Modifications/Augmentative Comnuaion/Vehicle Adaptation)
» Proof of insurance for Vehicle Adaptation

TCM Request (Concurrent Request — There Must Be a @rent PCP in ValueOption System)
* PCP update/revision page with goals reviewed/datdsupdate/revision signature page dated withide8@;
Or
Current PCP with review dates entered and correipgrupdate/revision signature page dated withid@®gs;
Or

Annual rewrite of PCP with signature pagedawithin 90 days.

« CTCM

e Initial TCM request requires NCSNAP and Comprehensive Clinical Assessment (current psychological) be
submitted with Intro or Complete PCP and CTCM

CAP Provider Change Only
* Cost summary
» CTCM to discharge previous provider



e CTCM to add new provider

Person Centered Plan Instructions: CAP-MR/DD ONLY!!

In thePCP Instruction Manuathere is an item that needs revision and clatifica On page 35ection IIt Legally
Responsible Persadncludes the CAP Choice statement. All individuaho receive CAP funding or their legally
responsible person (LRP) must sign to confirm thanlerstanding of their choice to participate ima @AP-MR/DD
waiver. Therefore, this section Ill must be sigbgceither the guardian (LRP) tite individual, in the event they are
their own guardian andcheck all three of the boxes since the CAP chd&temment is not included in Section Il on the
signature page.

ValueOptions will return CAP PCPs as Unable to Bssdf all three boxes are not checked includiegGAP choice
statement and section Il is not signed by the l0REhe individual who is their own guardian.

Proposed Revisions to Clinical Coverage Policy 8AeBvice Definitions
Proposed revisions to seven service definitionstiachment E of Clinical Coverage Policy 8A, Enhedidiental Health
and Substance Abuse Services, have been posteel Bivision of Medical Assistance (DMA) web site at
http://www.ncdhhs.gov/dma/mpproposed/index.ht@omments from stakeholders and the public arigeich and will be
accepted for 45 days (through August 30, 2009) rBlvised service definitions include:

* Assertive Community Treatment Team (ACTT)

e Community Support Team (CST)

e Intensive In-Home (l1H)

* Mobile Crisis Management (MCM)

e Multi-Systemic Therapy (MST)

e Substance Abuse Comprehensive Outpatient Progra@@S)

e Substance Abuse Intensive Outpatient Program (SPIOP

Role of the Licensed Professional in a Community $yport Provider Agency

The following serves as further clarification ofglamentation Update #55 and #56 regarding theaflke licensed
professional in a Community Support provider agengyg outlined in Implementation Update #56, annagethat provides
Community Support services must have at a minimaufa|l-time licensed professional on staff as ofulry 1, 2009 per
Section 6.1, General Information of DMA Clinical @wrage Policy 8Ahttp://www.ncdhhs.gov/dma/mp

Effective August 1, 2009, the licensed professi(®)akill provide clinical expertise and oversigbt the provision of
medically necessary services. The licensed prioiesigs) will provide or make provisions for thdléaving:
« Assure clinically appropriate assessment, persateoed planning and therapeutic interventions afiwvered
within the specific service definition.
» Assure clinically appropriate services are delidaieeligible recipients within the service defioit (right person,
right treatment, right intensity, frequency andation).
» Assure that staff operate within their appropridepe of practice for services delivered.
» Coordinate with quality assurance and quality impraent functions of the agency.
» Assure that clinical supervision is provided tdfstqualified professionals, associate professisnpéra-
professionals and Certified Peer Specialist) daligethe specific service.
»  Monitor professional/ethical conduct of direct seevstaff (includes, but not limited to, confidetity, client’s
rights, appropriate boundaries, etc.).

Some agencies provide services that require adezkprofessional as part of the staffing requirdrt@g. SAIOP, ACTT).
This licensed professional cannot serve as thecgigelicensed professional for Community Suppdrhe agency must
employ at a minimum a full-time licensed professil{s) to carry out the above listed functions.

The provider agency assumes responsibility to eyniile number of licensed professionals necessasgry out the
above clinical oversight functions at each enrofletvice site.

Policies, procedures and protocols will be in plaxcdescribe the agency’s method for implementatiothe required
licensed professional functions and be able to destnate documented evidence of compliance.

Documentation which provides evidence of the lieehgrofessional’s participation and compliance whiils policy is
required. Documentation may include:

* NC license (as stated in Section 6.2.1.1 of Clintaverage Policy 8A)

» Evidence of implementation of best practice stadislar



» Ongoing and periodic reviews of service recordfuiing assessments, person centered plans, seotes and
outcomes to ensure the use of appropriate theliapptérventions.

» Review of staff supervision plans and supervisiotes

* Quality Assurance (QA) and Quality Improvement (@d}ivities to include:
0 Licensed professional signature on QA and QI ptartsreports

Results of personnel record and staff credentiaéves

Training records

Consumer surveys

Peer review results
o Staff meeting minutes

e Other documentation to support compliance

O o0Oo0oo

Establishment of DMH/DD/SAS Stakeholder Case Manament Workgroup

In conjunction with DMA's Case Management Steefdagnmittee, the Division of Mental Health/Developrtan
Disabilities, and Substance Abuse Services (DMH®AB) has formed an internal Case Management Waoukgrd his
workgroup includes representatives from DMH/DD/SABIES, providers, advisory and advocacy councitgl enost
importantly, consumers and family members. Theigmill meet every other week during the case marmamt project
and will be responsible for the DMH/DD/SAS vettiofall materials and documents generated by trexiatpcommittee.
DMH/DD/SAS is grateful to those who have agreegbio in this task important to consumers of behealibiealthcare
services. The effort will be chaired by Foster idan (CEO, Southeastern Center LME) and Dave Rictiatdcutive
Director, ARC of NC).

Community Support Steering Committee

Due to draft legislation that proposes the elimorabf the Medicaid service Community Support bped30, 2010,
DMH/DD/SAS and DMA are in the process of developtnGommunity Support Steering Committee to stratdlyi
evaluate, plan and facilitate the transition oflesdand children/adolescents utilizing this servitke Committee will
begin its work within August and will be compriselCommunity Support service recipients/familiespders, LME's,
DMA and DMH/DD/SAS representatives and other kexksholders. Meetings are tentatively scheduled weekly basis
through the end of September. All informationaneting the transitional planning for this servicd tne posted on the
DMH/DD/SAS and DMA website.

Residential Level Ill and 1V

The proposed FY 2010 budget reduces funding Ideel€hild Residential Level Il and IV services fboth Medicaid and
state funded consumers. The leadership of therepat of Health and Human Services believes ttosipion, currently
under review by a joint conference committee ofN@& General Assembly, will be included in the fiaplproved FY 2010
budget. While the timeline has yet to be confirpgddance has been given to the LMESs, the locaheigs overseeing
the proposed reduction, to begin a triage proctall ohildren/youth in these services.

LME staff, operating under System of Care practaes principles, are gathering current clinicabinfiation in order to
prioritize a review of each child/youth in level @nd IV. The Child and Family Team process ismeised to plan for
transition to alternate levels of care based onicaédecessity. LME staff will work closely withtteer local child and
family serving agencies through local communitylambratives to plan for and provide a local syst#roare to effectively
serve all youth in their home community.

For more information about this transition incluglispecific guidance to LMESs, providers and ageranyners as well for
contact information for your local System of Camo@linator, please go to the following link:
http://www.ncdhhs.gov/mhddsas/childandfamily/indesw.htm

Communication

We know that accurat@formation is a key component in ensuring thatthistem runs smoothly so that consumers have
timely access to appropriate services and proviaierseimbursed properly for services deliveredadership of provider
agencies and Local Management Entities (LMESs) roasiware of the questions being raised by thdir atal community

in order to adequately address those issues. tstd@den the Department of Health and Human Sesv{8HHS) must be
able to track the questions and concerns thatrargght to the state level to determine the areading the most
clarification and/or concentrated statewide tragnin

Currently, staff of provider agencies and LMEsewagry level of their respective organizations,@stacting many staff in
the Department on a wide variety of issues. This linfortunately, occasionally resulted in theelsination of
inaccurate information when the DHHS staff persontacted was not the best-informed person to respmthe inquiry.

It has also resulted in different answers beingito the same question when multiple DHHS staffcantacted. Finally,



it has meant that provider agency, LME and DHHSéeship cannot systematically address the conadriieir staff,
community, and the system as a whole.

To address these issues, we have agreed to impiéinesiollowing communication pattern, effectivenradiately:

LME staff should direct their questions, throughithmanagement channels, to the LME Director orghes. If
the LME Director or designee wants information larification from DHHS, that individual should camt the
assigned DMH/DD/SAS LME liaison. The liaison wik responsible for referring the question to thatmo
appropriate DHHS responder. The LME liaisons ®ilo be responsible for compiling the requests for
clarification and information that they receive feview by DHHS leadership to identify trends anstiuctions,
processes, policies and/or procedures that aréncpilie most concern in the system.

o This guidance does not apply to specific reporiracedures for which the communication protocol has
already been established — such as incident regoriferral of providers to DHSR, Program Intggat the
DMH/DD/SAS Accountability Team, etc.

o LME Finance staff may contact the DMH/DD/SAS Budgetl Finance Team directly with questions
regarding state funds and payments.

Provider staff should direct their questions, tllotheir management channels, to the provider godinector or

designee. If the provider agency director orgiesg has questions or seeks clarification, theyldhzontact the

appropriate individual in the Local Management Briti whose catchment area they deliver servidEthe
provider agency director does not receive a timegponse, believes the information they have redeis not
accurate, or receives different interpretationsnfdifferent LMES, they should first contact the LMIgector. If
that contact does not address the concerns taythvecy director’s satisfaction, the director or gase may

contact Dick Oliver, LME System Performance LiaisS@am Leaderick.Oliver@dhhs.nc.ga919) 715-

1294), or one of the LME liaisons for assistance.

This communication protocol is not meant to inhdpiestions or communication in any way. Rathas, ihtended to
ensure that questions are addressed promptly apr@priate level in the system and that answergigen in a timely
and accurate fashion by ensuring that the bestrivdd individual on any given topic is responsildethe response.

Unless noted otherwise, please email any questeated to this Implementation UpdateGontactbMH@ncmail.net

CC:

Secretary Lanier M. Cansler Christdaater

Allen Feezor Sharnese Ransome
Dan Stewart Wayne Williams
DMH/DD/SAS Executive Leadership Team Shawn Bark

DMA Deputy and Assistant Directors Melanie Bush



