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April 1, 2012


Par. 1.  Material Transmitted and Purpose -- Transmitted with this Manual Letter are revisions to Service Chapter 535-05, Medicaid State Plan - Personal Care Services. Additions to the manual letter are noted by underlines and deletions are strikethroughs.

Case Management 535-05-35

 

Case management for an individual applying for or receiving personal care services shall be the responsibility of a county social service board HCBS case manager except when the individual is also receiving a service(s) through the developmental disabilities division. Case management for personal care services for an individual receiving a service(s) through the DD division shall be the responsibility of a DD case manager. If the individual is not receiving service(s) through the DD Waiver, they have the right to choose the provider of case management services.
 

The case manager is responsible for assessing an individual’s needs for personal care services, developing a comprehensive care plan that includes identification of tasks and times required to perform tasks, assisting the individual with obtaining a personal care service provider, monitoring and reassessing needs on a periodic basis, and terminating services when appropriate.

 

The case manager must schedule an appointment for an initial assessment no later than 5 working days after receiving a request for personal care services and must complete an initial comprehensive assessment no later than 10 working days after receiving a request for personal care services. All contacts with an individual must be documented in the case file.

 

The case manager shall visit with an individual in his/her place of residence every six months and review and update the assessment and the individual’s care plan as necessary. 

 

A comprehensive assessment must be completed initially and annually thereafter for the individual or if there has been a significant change in personal care needs. The comprehensive assessment must include information on the individual’s physical health, cognitive and emotional functioning, ability to perform activities of daily living or instrumental activities of daily living, informal supports, need for 24 hour supervision, social participation, physical environment, financial resources, and any other pertinent information about the individual or his/her environment. 

 

After completing the comprehensive assessment, the case manager and individual work together to develop a plan for the individual's care based on the individual’s needs, situations, and problems identified in the assessment. The individual and case manager work together to develop a comprehensive plan of care that is recorded in the individual’s case file, authorized on the Authorization to Provide Personal Care Services SFN 663, and summarized on the Personal Care Services Plan SFN 662. The plan must include:

1. All problems identified, including those that will not be addressed through the provision of personal care services.

2. Desired outcome(s) for each problem must be documented in the comprehensive assessment for which units of personal care services have been authorized.

3. The type(s) of help needed to achieve each desired outcome.

4. Services and providers that can supply the need for help.

5. Provider(s) the individual selects.

6. The amount of personal care service to be provided and the specific time-period. 

7. Documentation of the medical necessity to monitor vital signs and identify who is to be notified of an individual’s vital signs readings.

The case manager shall identify personal care service providers available to provide the service required by the individual and provide the following information to the individual: 

1. Name, address and telephone number of available personal care service providers.

2. Identify whether a provider is an agency or individual QSP or a basic care assistance provider.

3. Any limitations applicable to the available providers.

4. If applicable, any global or individual specific endorsements for specialized cares that available providers are qualified to perform.  

The individual must select the personal care service provider(s) they want to deliver the service to meet their care needs. The case manager must then complete an Authorization to Provide Personal Care Services, SFN 663, for each provider selected and finalize the Personal Care Services Plan, SFN 662.

 

The case manager must monitor and document that the individual is receiving the personal care services authorized on SFN 663. The case manager must review the quality and quantity of services provided. A reassessment of the individual’s needs and care plan must be completed at a minimum of six-month intervals.

 

The case manager is responsible for following Department established protocols when abuse, neglect or exploitation of an individual is suspected. 

 

Targeted Case Management Eligibility Requirements:

The individual receiving TCM will meet the following criteria:

1. Medicaid recipient.

2. Be over 65 years of age, or be under 65 years of age and meet Social Security disability criteria.

3. Not currently be covered under any other case management/targeted case management system.

4. Not a recipient of HCBS (1915C Waiver) Service.

5. Lives in the community and desires to remain there; or be ready for discharge from a hospital within 7 days; or resides in a basic care facility; or reside in a nursing facility if it is anticipated that a discharge to alternative care is within six months.

6. Has “long-term care need.” Document the required “long-term care need” on the Application for Services, SFN 1047. The applicant or legal representative must provide a describable need that would delay or prevent institutionalization.

7. The focus or purpose of TCM is to identify what the person needs to remain in their home or community and be linked to those services and programs. The applicant or referred individual must agree to a home visit and provide information in order for the process to be completed.

8. An assessment be completed and a care plan be developed. The TCM client’s case file must contain documentation of eligibility for TCM. This should be accomplished by the Application for Service and completion of a comprehensive assessment.

9. Targeted case management is considered a “medical need” and thus included as a health care cost.  Use of Medicaid funding for targeted case management may result in the recipient paying for/toward the cost of their case management. The client must be informed of that fact by noting Case Management Service and cost on the Personal Care Service Plan. Clients must also check and sign acknowledgment that if they are on Medicaid they may have a recipient liability. Payments from the Medicaid Program made in behalf of recipients 55 years or older are subject to estate recovery including for Targeted Case Management.

Standards for Targeted Case Management (TCM) for persons in need of Long term Care. 

· The service shall be performed by a social worker or agency who employs individuals licensed to practice social work in North Dakota and who has met all the requirements to be enrolled as either an Individual or Agency Qualified Service Provider (QSP) or an Indian Tribe/Indian Tribal Organization who has met State Plan requirements  and requirements to be enrolled as a QSP or Developmental Disabilities Program Manager (DDPM) who is a Qualified Mental Retardation Professional (QMRP) or has one year experience as a DDPM with the Department.
The following enrolled provider types are eligible to receive payment for TCM 

· Case Managers employed by a County Social Service Agency who have sufficient knowledge and experience relating to the availability of alternative long term care services for elderly and disabled individuals.

· Developmental Disabilities Program Manager (DDPM) who is a Qualified Mental Retardation Professional (QMRP) or has one year experience as a DDPM with the Department.
· An Individual Case Manager or Agency Case Manager  that has sufficient knowledge and experience relating to the availability of alternative long term care services for elderly and disabled individuals. 
· Indian Tribe or Indian Tribal Organization who has met the provider qualifications outlined in the North Dakota State Plan Amendment
The following enrolled provider types are eligible to receive payment for TCM and Authorize MSP-PC Service
· Case Managers employed by a County Social Service Agency (also eligible to approve services under SPED and EXSPED See Chapter 525-05-25).
· Developmental Disabilities Program Managers (DDPM) 
· If the client is a recipient of services funded by the SPED, Expanded SPED Programs, or MSP-PC the one case file will contain documentation of eligibility for TCM as well as for the service(s) 
The following enrolled provider types are eligible to receive payment for single event TCM.
· County HCBS Case Managers, DDPMs, enrolled Individual or Agency Case Managers and enrolled Indian Tribe or Indian Tribal Organizations.

· If the client requests a contact more than once every six months the Case Manager needs to obtain prior approval from a HCBS Program Administrator.

· Indian Tribe or Indian Tribal Organizations are limited to providing TCM Services to enrolled tribal members. 

Targeted Case Management (TCM)

The individual receiving TCM will meet the following criteria:

1. Medicaid recipient.

2. Not a recipient of HCBS (1915c Waiver) services.

3. Not currently be covered under any other case management/targeted case management system or payment does not duplicate payments made under other program’s authorities for the same purpose

4. Lives in the community and desires to remain there; or be ready for discharge from a hospital within 7 days; or resides in a basic care facility; or reside in a nursing facility if it is anticipated that a discharge to alternative care is within six months.

5. Case management services provided to individuals in Medical institutions transitioning to a community setting. Services will be made available for up to 180 consecutive days of the covered stay in the medical institution. The target group does not include individuals between the ages of 22-64 who are served in Institutions for Mental Disease or inmates of public institutions.
6. Has “long-term care need.” Document the required “long-term care need” on the Application for Services, SFN 1047. The applicant or legal representative must provide a describable need that would delay or prevent institutionalization.

7. The applicant or referred individual must agree to a home visit and provide information in order for the process to be completed.

Activities of Targeted Case Management 

1-Assessment/Reassessment
2-Care Plan Development
3-Referral and Related Activities
4-Monitoring and Follow-up Activities
· The focus or purpose of TCM is to identify what the person needs to remain in their home or community and be linked to those services and programs. 

· An assessment must be completed and a Care Plan developed. The client’s case file must contain documentation of eligibility for TCM. The HCBS Comprehensive Assessment must be entered into the SAMS Web Based System or the THERAP System/MSP-PC Functional Assessment. 

· Targeted case management is considered a “medical need” and thus included as a health care cost. Use of Medicaid funding for targeted case management may result in the recipient paying for/toward the cost of their case management. The client must be informed of that fact by noting Case Management Service and cost on the Individual Care Plan. Clients must also check and sign acknowledgment that if they are on Medicaid they may have a recipient liability. Payments from the Medicaid Program made on behalf of recipients 55 years or older are subject to estate recovery including for Targeted Case Management.

· The case record must include a HCBS Comprehensive Assessment and narrative which includes:

· Name of the individual, 

· Dates of case management service,

· Name of the case management provider/staff.
· Nature, content , units of case management service received, and whether goals specified in the plan are achieved 

· Whether the individual has declined services in the care plan
· Coordination with other case managers, 

· TimeLine of obtaining services, 

· Timeline for reevaluation of the plan

Limits:

Case management does not include direct delivery of services such as counseling, companionships, provision of medical care or service, transportation, escort, personal care, homemaker services, meal preparation, shopping or assisting with completion of applications and forms (this is not an all-inclusive list). 

Case file documentation must be maintained:

1. In a secure setting

2. On each individual in separate case files

If case management is not provided under any waivered service, Targeted Case Management must be identified on the Personal Care Services Plan, SFN 662.  

 

An individual must be given a “Your Rights and Responsibilities” brochure, DN 46 (available through Office Services), and verification of receipt of the brochure must be noted on SFN 1047, Application for Services, or in the documentation of the assessment. 

 

 

Reductions, Denials, and Terminations 535-05-50

 

An individual dissatisfied with a decision made regarding personal care services may appeal that decision to the Department of Human Services under the fair hearing rules set forth in N.D.A.C. 75-01-03-03. An individual must be informed of the right to appeal any actions by the case manager or the department that result in denial, suspension, reduction, discontinuance, or termination of personal care services. Refer to Service Chapter 449-08 for more information with regard to Hearings and Appeals.

 

Denial/Termination/Reduction 

The applicant/client must be informed in writing of the reason(s) for the denial/termination/reduction. 

 

The Notice of Denial/Termination/Reduction form (SFN 1647) is dated the date of the mailing. Contact the HCBS Program Administrator to obtain the legal reference required at “as set forth . . . ." The legal reference must be based on federal law, state law and/or administrative code; and may include a policy and procedures manual reference(s).  The citation used to complete the SFN 1647 must be obtained from a HCBS Program Administrator or the Assistant Director of Medical Services.

The client must be notified in writing at least 10 days (it may be more) prior to the date of terminating/denying/reducing or denying services (UNLESS it is for one of the reasons stated in this section that does not require a 10 day notice). The date entered on the line, the effective date field, is 10 calendar days from the date of mailing the Notice (SFN 1647) or the next working day if it is a Saturday, Sunday, or legal holiday.

If the service is reduced the client must be informed in writing of the reason(s) for the reduction in service on the SFN 662, the effective date of the reduction must be no sooner then 11 days after the client signs the SFN 662 and the client must be given a copy of the appeal rights printed on back of the SFN 662.

Reduction in services may include reducing the number of units or reducing the tasks in a specific category. A written reduction notice is required (the client agreeing with the reduction is not sufficient). 

1. Termination of a service is discontinuing the service. The client must be informed in writing of the Termination by providing the client with a completed SFN 1647 or the client may provide a written statement indicating they no longer want the service.

2. Denial of a service may include denying the service to a new applicant or denying the number of units a current client requests. 

· When denying units the client has requested, the client must be informed in writing of the Denial by providing the client a completed SFN 1647.

· When a client contacts the HCBS Case Manager or DD Case Manager per phone for general information about the service, the applicant must be made aware that a formal determination of eligibility for the service cannot be made by phone. The client must be offered the option to complete an Application for Services SFN 1047. Upon receipt of the completed SFN 1047 a home visit would be scheduled to determine eligibility. 

· After the SFN 1047 is received and a formal assessment is completed  the client must be informed in writing of the Denial by providing the client with a completed SFN 1647 or the client may provide a written statement indicating they do not want the service.

· When a home visit is completed to assess or inform an applicant about services, an application for service is implied by the client and a completed SFN 1647 must be provided informing the client of the Denial or the client can provide a written statement indicating they do not want the service.

· When a client contacts the HCBS Case Manager or DD Case Manager per phone for general information about the service, the applicant must be made aware that a formal determination of eligibility for the service cannot be made by phone. The client must be offered the option to complete an Application for Services SFN 1047. Upon receipt of the completed SFN 1047 a home visit would be scheduled to determine eligibility. 

1. After the SFN 1047 is received and a formal assessment is completed  the client must be informed in writing of the Denial by providing the client with a completed SFN 1647 or the client may provide a written statement indicating they do not want the service.

3. Reduction in services may include reducing the number of units or reducing the tasks in a specific category. A written reduction notice is required (the client agreeing with the reduction is not sufficient). 

If the service is reduced the client must be informed in writing of the reason(s) for the reduction in service on the SFN 662, the effective date of the reduction must be no sooner than 11 days after the client signs the SFN 662 and the client must be given a copy of the appeal rights printed on back of the SFN 662.
 

Any of the reasons below do not require a 10-day notice:

1. The client enters a nursing home.

2. The county or Human Service Center has received in writing the client’s decision to terminate services.

3. Client’s whereabouts are unknown and attempt to contact the client are supported by documentation in the client's file.

4. State or federal government initiates a mass change which uniformly and similarly affects all similarly situated applicants, recipients, and households.

5. Case Management has factual information confirming the death of the client.

Termination of a Personal Care Service Plan (A Termination notice, SFN 1647) is required or the client can provide a written statement indicating they no longer want the service.)

Personal Care Service has not been used in 60 days:  

The authorization for personal care service may be terminated if the service is not used within 60 days, or if services lapse for at least 60 days, after the issuance of the authorization to provide personal care services.

 

Health Welfare and Safety:

The department may deny or terminate personal care services when service to the client presents an immediate threat to the health or safety of the client, the provider of the service, or others, or when the services that are available are not adequate to prevent a threat to the health or safety of the client, the provider of services, or others.

 

The client is no longer eligible for Medicaid:

The Case Manager must send a letter informing the client that eligibility for MSP-PC is dependent on eligibility for Medicaid (the right to appeal the closure of the Medicaid benefit is sent to the client by Economic Assistance).

 

Notes and Narratives 535-05-65

 

Include all information relevant to the client obtained during the assessment process that was not entered in a comment or note field for ADLs or IADLs. A signed and dated hard copy of the assessment including the narrative must be kept in the client file.

 

All contacts relating to a client must be noted in the narrative section of the comprehensive assessment. Notes maintained in any other format are not considered valid. When applicable, notes/narrative should include the following: 

· Date

· Reason for contact (i.e. initial, annual, six month, collateral, returned call, received call)

· Location of visit (i.e. home visit, care conference, hospital visit, office visit, telephone contact, letter sent)

· A description of the exchange between the case manager and the client or the collateral contact

· A listing of identified needs

· Service delivery options

· Summary of care plan

· Client satisfaction and follow-up plan

· Initial’s of Case Manager completing the note or narrative

 

HCBS Case Managers Record Management System

· The HCBS Comprehensive Assessment is a web-based product of Synergy Technologies. The HCBS Comprehensive Assessment enables the HCBS case manager to record the applicant's/client's functional impairment level and correlate that to the need for in-home and community-based services.

 

DD Case Managers Record Management System

· The DD Case Managers comprehensive assessment consists of three components;

1. Case Plan in ASSIST THERAP that identifies the desires outcomes and all services the individual is receiving.

2. Progress Assessment Review (PAR) in ASSIST THERAP that includes information regarding diagnoses, medications, behavioral issues, psychiatric, legal and support needs. The PAR and Case Action Form also serve as the ICF/MR level of care screening.

3. Personal Care Eligibility and Needs Assessment for DD that determines whether the specific eligibility for Personal Care Services are met.

 


Carol K. Olson, Executive Director
Manual Letter #3326

North Dakota Department of Human Services
Page 9 of 12 Pages


