Concept Paper
A New Model for MaineCare Personal Care Services

Executive Summary:

This concept paper delineates a MaineCare Personal Care Services (PCS) model that consolidates all MaineCare State Plan covered personal care services in community-based and residential settings such as Private Non-Medical Institutions (PNMI) and Adult Family Care Homes (AFCHs).  This proposed model addresses the Centers for Medicare and Medicaid Services (CMS) concerns regarding PNMI reimbursement. In addition, this model achieves long term care services consolidation directed by the Maine Legislative. This proposed plan must be approved by CMS prior to implementation and would require several MaineCare and licensing rulemakings and claims system reconfiguration. 
The proposed PCS model establishes community-based medical eligibility at three levels with associated services limits capped at 12, 18, and 28 hour per week. The minimum level of eligibility has been reduced from current levels to expand service availability at home with the new medical eligibility requiring the  need of at least limited assistance plus a one-person physical assist with at least one of the following activities of daily living: bed mobility, transfer, locomotion, eating, toilet use, dressing and bathing; plus physical assistance with at least two Instrumental Activities of Daily Living, or cueing seven days per week for eating, toilet use, bathing, and dressing. The PCS model assumes that only residents who cannot reside at home without 24/7 support will enter residential settings such as PCS Homes (formerly PNMIs) and AFCHs, where these additional supports are available.

The proposed model sets a standard minimum level for qualified staff across all PCS, that requires a provider to be authorized to work in the United States, be enrolled in MaineCare or with its designated agent, have a criminal background check completed and be minimally certified as a Personal Support Specialist (PSS). Other staffing certifications exceeding PSS requirements might be Department approved. Members who receive PCS in the community could choose to self-direct or receive services from an agency.  Members in residential settings will have the residential provider direct services. DHHS is aware that extensive provider outreach will be necessary to implement staffing changes. 
Community-based PCS will be reimbursed through HIPAA-compliant 15 minute units, resulting in a $10.44 per hour rate for independently employed providers and $15 per hour rate for agencies that incur higher employment costs such as Worker’s Compensation, employee training and certifications and agency licensure.  Residential PCS will be reimbursed through a per diem HIPAA-compliant code that establishes a base rate using these same rates, adjusting the base rate by resource utilization groupings assigned by an independent assessor.  This model is similar to one approved by CMS and reimbursed in Washington State. Several members of a DHHS PNMI Stakeholder Group have endorsed this approach. 
The total State/Federal costs of this proposed PCS model are estimated to be $5.5 million per year. This estimate includes the consolidation of community-based and residential PCS and additional impact for reimbursement for medication administration, which if reimbursed separately could be as high as $21.9 million for all residential settings. 
Background:

MaineCare currently reimburses PCS in several programs, both community and residential based, that have evolved over many years as distinctly different programs with widely varying benefits and requirements.  This proposed model consolidates the delivery of PCS in community-based settings and in residential PNMI and AFCH settings.  This initiative will bring the MaineCare program into federal Medicaid compliance and will achieve goals of the Maine Legislative that directed the Department to consolidate long term care services.  This concept paper presents a model that parallels many features of Washington’s PCS model, which reimburses PCS in various settings while maintaining a case mixed per diem reimbursement for residential services. 

The Department has worked with the CMS for several years to address CMS' concerns regarding reimbursement of PNMI. The services delivered in these settings for the elderly and disabled populations are primarily PCS. CMS has expressed concern regarding PNMI reimbursement due to the possibility that some PNMIs might be Institutions for Mental Disease (IMD), which are not usually coverable by Medicaid. CMS expressed additional concern over bundled rates and the potential that reimbursement was utilized for unallowable room and board costs. The Department and CMS continue to work on an approvable plan for reimbursement of these residential services.  
The proposed model for funding PCS in this concept paper is intended to address CMS' concern regarding bundled rates in PNMI Case Mix Facilities (PNMI Appendix C) and some Non-Case Mix Medical and Remedial Facilities (Appendix F). Under the proposed approach, these facilities would be reimbursed with a per diem payment for the PCS their residents have been assessed as needing. Other services, such as nursing and medication administration, would be unbundled from the rates. Providers will document services delivered as assessed in independently approved service plans.   This model would no longer define these residential services as “Private Non-Medical Institutions,” thus eliminating need for federal non-risk contracts. 

The Department proposes the elimination of State payment through its claims system for room and board (R&B), and residents of PCS Homes and AFCH will assume responsibility for direct payment of R&B charges to their providers. Room and board is not a federally permissible covered service at this level of care. This approach would align Maine with the majority of states that do not cover R&B with state dollars for residents at this level of care.

The Department convened several Stakeholder groups in the spring of 2012 to address CMS reimbursement concerns for PNMI services.  Stakeholders have been working for more than two years on consolidating long term care services (LTS) as directed by the Maine State Legislature in LD 683 and 1461.  These separate stakeholder initiatives share mutual goals, which will allow a streamlined implementation phase. The LTS Stakeholder group will now benefit from PNMI Appendix C Stakeholder group research that was conducted to determine how other states fund PCS, such as the State of Washington model endorsed by several Stakeholder members. It is anticipated that this Stakeholder engagement will remain crucial as Department further refines the PCS community and residential based models and implements new requirements for service eligibility and limits, staffing qualifications and consolidation of rates.  

Discussion of the New Model:

Maine DHHS Office of MaineCare Services proposes to consolidate all covered PCS into a new state plan.  CMS approval of this state plan amendment will streamline four separate PCS MaineCare Benefits Manual services into one MaineCare PCS policy. MaineCare PCS will have standard medical eligibility, service coverage, provider qualifications and requirements, and rates.  This consolidation will include currently covered MaineCare PCS services including: MaineCare Benefits Manual Section 2, Adult Family Care Homes; MaineCare Benefits Manual Section12, Consumer Directed Attendant Services; MaineCare Benefits Manual Section 96, Private Duty Nursing and Personal Care Services; and MaineCare Benefits Manual, Section 97, Private Non-Medical Institutions, Appendix C: Case Mix Facilities and Appendix F: Medical and Remedial Facilities. 
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Federal Definition of Medicaid Personal Care Services:

PCS are an optional Medicaid benefit that most states choose to cover as part of their Medicaid state plan. Maine currently follows the federal authority shown below to cover its traditional state plan PCS benefits. While some states cover PCS through more flexible funding authorities allowed in Home and Community Based (HCBS) Waivers and in 1915(i) state plan amendments, this concept paper only addresses Maine's PCS covered under traditional state plan benefits. Federal guidelines regarding the reimbursement of personal care services are as follows:

42 CFR § 440.167   Personal care services
Unless defined differently by a State agency for purposes of a waiver granted under part 441, subpart G of this chapter—

(a) Personal care services means services furnished to an individual who is not an inpatient or resident of a hospital, nursing facility, intermediate care facility for individuals with intellectual disabilities, or institution for mental disease that are—

(1) Authorized for the individual by a physician in accordance with a plan of treatment or (at the option of the State) otherwise authorized for the individual in accordance with a service plan approved by the State;

(2) Provided by an individual who is qualified to provide such services and who is not a member of the individual's family; and

(3) Furnished in a home, and at the State's option, in another location.
(b) For purposes of this section, family member means a legally responsible relative.

Assessment of Eligibility:

Maine will continue to require independent assessment for PCS eligibility for both community-based and residential PCS (in a PNMI or AFCH).  The Medical Eligibility Determination (MED)
 tool determines this level of care.  This tool is similar to those used in other states, and is also similar to MDS tools used for nursing facility services.  However, reimbursement is currently determined by providers through the MDS-RCA tool
 for PNMI Appendix C services, and by the MDS-ALS
 for AFCH services.  Maine’s plan would require independent assessment for both eligibility and approved reimbursement. 
Current MaineCare Reimbursed Services:

The MaineCare Benefits Manual provides Time and Task guidance for PCS covered assistance with activities of daily living (ADL) and instrumental activities of daily living (IADL). The proposed model will continue to utilize these same guidelines to cover ADLs including: bed mobility, transfer and locomotion; using the toilet and maintaining continence; health maintenance activities; bathing and personal hygiene; dressing; and eating and clean-up.  MaineCare also will continue to cover IADLs such as: grocery and prepared food shopping; assistance with obtaining medications; routine housework; laundry; money management; and meal preparation and clean-up.  Assistance with all of these activities may be in the form of cueing, supervising, or providing limited or extensive physical assistance. 

The model proposes that MaineCare members who reside in the community could receive up to 28 hours per week of assistance, based on assessed need. Three levels of eligibility would be utilized to determine the number of hours available to each member.  Members receiving PCS at home could choose to self-direct PCS or receive them from a PCS Agency that directs provision of these services on their behalf. 

PCS in a home setting will be assessed and reimbursed as follows:
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Supervision and Reimbursement of Personal Care Services in Residential Facilities:
The proposed model achieves the Department's mission to provide its most vulnerable constituents with economic and high quality services in the least restrictive setting.  The model also recognizes the value of Maine’s current PNMIs that provide high quality services to frail elders.  This model expands provision of PCS at home in an effort to reduce any institutional bias.  In this model, MaineCare will continue to reimburse PCS in residential settings such as PCS Homes (formerly PNMI) or AFCH only when service needs exceed the ability to remain at home. 

The  model estimates that average PCS Home residents will require more than the four hours per day or 28 hours per week of services available, due to their need for a supported environment with 24/7 staffing. The model assumes a need for approximately 5 hours per day of PCS.  All nursing services and additional medication administration have been removed from the formerly bundled PNMI rates.  This model assumes maintenance of the current medical eligibility threshold that requires cueing seven days per week for eating, toilet use, bathing, and dressing; or limited assistance and a one-person physical assist with at least two of the seven ADLs including bed mobility, transfer, locomotion, eating, toilet use, bathing, or dressing; or requires preparation and administration of regularly scheduled prescribed medications two or more times per day. 

Staffing
Maine currently allows a variety of qualified staff to deliver services among the four separately defined PCS models.  For some of these services, a background check is required, whereas for others, it is not. The Department proposes a common minimum threshold to consolidate these staff qualifications. The new model will require the following minimal requirements for all providers of PCS. Agencies or licensed residential settings may have additional requirements, particularly when medication administration is provided in a residential setting. 

· PCS Providers must at minimum:
· Be authorized to work in the United States
· Be contracted with the Medicaid Agency (MaineCare) or its Designated Agent, 
· Have a Medicaid Agency criminal background check; and 
· Be minimally Department certified as a:  Personal Support Specialist (PSS). 
· The following PCS provider qualifications, which exceed PSS qualifications, may also be approved:  
· Certified Nursing Assistant (CNA), 
· Certified Residential Medication Aide (CRMA); or
· Home Health Aide (HHA); or 
· Other DHHS approved certified or licensed staff exceeding this requirement. 
Rates

Rates currently vary across the four MaineCare reimbursed areas, depending on whether the services are delivered by independent staff, consumer directed attendants, agencies, or residential services providers. This model proposes to standardize rates. The model proposes a base rate of $10.44 per hour, which is the current rate of reimbursement for independent workers, and a base rate of $15 per hour for agencies.  Staff credentialed at a higher than minimum level might receive a higher rate of pay, which is still being analyzed.  The Department would also reimburse a higher rate for agencies that employ PCS staff, in recognition that they incur employment and agency licensure costs including Workers Compensation, training, background checks and other employee benefits.  When delivered in the community, PCS would be billed in 15 minute HIPAA-compliant codes using these base rates. A per diem HIPAA-compliant rate would be used for PCS delivered in a residential setting such as an AFCH or a PCS Home, adjusting the base rate by a case mixed resource grouping. 
Reimbursement in a Residential Facility: 

PNMI Stakeholders have recommended that Maine develop a reimbursement model similar to that of the Washington State model.  The Maine tool that determines a case mixed per diem payment for Maine Case Mix Facilities sets 15 resource utilization groupings, whereas the Washington model uses 17 resource groupings. Maine has numerous quality assurance indicators on the current assessment tool, and has developed automated reports that are generated regularly and are used to manage quality of care in these facilities.  Department staff and providers are familiar with the use of Maine’s MDS-RCA tool, and many have automated the tool or have purchased automated versions from vendors. For these reasons it is important to maintain the functions of the MDS-RCA tool to preserve both quality assurance and reimbursement calculation efficiencies.  

For both PCS Homes and AFCH, the calculations shown below assume that a case mix index of “1” averages need of 5 hours of PCS daily. Clinical staff determined this level, reviewing Time Task guidelines. Only PCS are included in per diem rate calculations for the model; if residents require skilled nursing or medication administration they will receive it from qualified providers billing separate fee-for-service HIPAA-compliant codes. Such services would be subject to a resident’s choice of provider.  Most members receiving PCS in residential settings require medication administration, an average of three times per day.  The following information details proposed rates for PCS covered in AFCH and PCS Home settings:
Reimbursement for Adult Family Care Homes:

The Department proposes to continue a per diem fee-for-service reimbursement for PCS in AFCH.  The proposed model assumes that a resource utilization grouping of “1” requires 5 hours of PCS per day, and sets a base rate of $10.44 per hour for the five hours. The MDS-ALS tool then determines which of 8 groupings a resident is assigned to, based on medical and functional need. The $52.20 per diem base rate is then adjusted by case mix resource utilization grouping. The following charts illustrate the case mix groupings and rates for AFCHs. 
	Adult Family Care Homes Resource Utilization Groupings

	Group
	Case Mix
	Current Reimbursement Rate
	Proposed Reimbursement Rate

	1
	1.657
	$71.68
	$86.50

	2
	1.21
	$52.34
	$63.17

	3
	1.36
	$58.83
	$71.00

	4
	1.027
	$44.43
	$53.61

	5
	0.924
	$39.97
	$48.24

	6
	0.804
	$34.78
	$41.97

	7
	0.551
	$23.84
	$28.77

	8
	0.551
	$23.84
	$28.77


Methodology for Appendix C Rate Setting Analysis:
To compare fiscal impact of the proposed model to the current model, a rate review was completed of 139 PNMI facilities for which the Department's Rate Setting Division had audited data. The Department computed the total State Fiscal Year 2010 census days of facilities by multiplying 365 days times the number of audited bed days for each individual PNMI. This calculation resulted in 1,189,250 facility days for which facility case mix specific rates were computed. To calculate new reimbursement, State Fiscal Year (SFY) 2013 case mix data groupings were utilized and multiplied by the SFY 2010 PNMI facility specific days. 

Current case mix groupings for residents were applied to a base rate assuming a typical resident with a case mix of “1” requires five hours of PCS per day. The PCS Agency rate of $15 was applied, resulting in a base rate of $75 per day for a case mix of 1. 

The following chart shows proposed reimbursement for PCS Homes, formerly reimbursed as PNMI, Appendix C facilities:

	Case Mixed Personal Care Services Home Reimbursement

	Resident Group
	Order
	Description and ADL Score
	Weight
	Rate

	IC1
	1
	Impaired 15-28
	2.25
	$168.75

	IB1
	2
	Impaired 12-14
	1.568
	$117.60

	IA1
	3
	Impaired 0-11
	1.144
	$85.80

	CD1
	4
	Complex 12+
	1.944
	$145.80

	CC1
	5
	Complex 7-11
	1.593
	$119.48

	CB1
	6
	Complex 2-6
	1.205
	$90.38

	CA1
	7
	Complex 0-1
	0.938
	$70.35

	MC1
	8
	Beh Health 16+
	1.916
	$143.70

	MB1
	9
	Beh Health 5-15
	1.377
	$103.28

	MA1
	10
	Beh Health 0-4
	0.98
	$73.50

	PD1
	11
	Physical 11+
	1.418
	$106.35

	PC1
	12
	Physical 8-10
	1.019
	$76.43

	PB1
	13
	Physical 4-7
	1.004
	$75.30

	PA1
	14
	Physical 0-3
	0.731
	$54.83

	BC1
	15
	Not Classified
	0.731
	$54.83


Additional Considerations of the Proposed Model:  

This model represents significant change from the way PCS services are currently provided and reimbursed.  A transition plan will need close attention to assure that medically necessary services remain eligible for those vulnerable members who require them.  The Department will need to work closely with providers to assure that they can employ sufficient staff to deliver these services.  Significant outreach will be necessary to train providers on requirements for eligibility, staffing, assessment, documentation of services, and billing. The Department recognizes the impact of these changes on the provider community, but also acknowledges that continued funding for such crucial services requires compliance with federal guidelines. 

There are considerable benefits to this proposed approach: 

· Comparability- PCS will be determined by need (independent assessment) not setting, allowing an expanded community based model to develop over time. This model will increase the availability of PCS in the home, allowing members to remain in their home for as long as possible while minimizing institutional bias.  
· Elimination of Bundled Rate- The rates discussed here have been unbundled to include only PCS, which creates a transparent reimbursement.  Providers will document services provided in this fee-for-service per diem rate and will use separate coding and billing for medication administration or skilled nursing services.   
· The model moves away from “PNMI” terminology, eliminating federal non-risk contract requirements. 
· Elimination of Auditing- The Department would no longer audit facility costs, since R&B would be handled between providers and residents.  
· Simplification of the Department's administrative costs- Providers would no longer have to submit completed assessments for calculation and reimbursement of case mix index, since this would be completed by the Independent assessor.  
Other Considerations:

· One significant change proposed here has no impact on federal Medicaid match, but impacts new admission for adults who are not financially eligible for MaineCare. This model would discontinue state funding for new admissions to residential settings for adults in this category, requiring them to use other funding such as private funds or the State funded Home Based Care Program until they meet financial eligibility. This category of adults is referred to as RAC-53, a recipient aid category that indicates that these adults are not yet financially eligible for MaineCare benefits but, due to their medical needs, are in a spend down status.  Currently, if an individual in a residential setting has income over the Medicaid Categorical income limit, the resident must meet a deductible.  Until the member meets the deductible, the State pays all service costs with all State dollars, not just residential care costs.  
As many as half of PNMI current residents and 35% of AFCH residents are in this non eligible category at some time during their residential stay. The current cost for funding services for these residents is $44.4 million per State fiscal year.  The model proposes grandfathering current residents and eliminating this coverage for new admissions. A transition plan would be necessary to address these residents’ needs. 
Overall Fiscal Impact:

The fiscal impact of these changes is complex to analyze due to numerous simultaneous changes.  This approach expands PCS services in the community by lowering the medical eligibility threshold. It makes significant changes to residential program reimbursement. This approach also increases rates for AFCH providers to bring the rate up to the $10.44 independent provider rate.  The model unbundles medication administration and skilled private duty nursing rates to assure transparency. All of these changes will require careful monitoring to assure utilization does not expand beyond budgeted appropriations. 

The total State/Federal costs of this proposed PCS model are estimated to be $5.5 million per year, which breaks down to an increased cost of $1.9 million State and $3.6 million Federal.  Medication administration is included in that impact, and adds an additional total State/Federal cost of  $21.9 million, which assumes medication administration 3 times per day, 7 days per week at $6.32 per administration for all members receiving PCS in residential settings.  
� Maine Medical Eligibility Determination (MED) Tool at: � HYPERLINK "http://www.maine.gov/dhhs/oads/aging/medxx/medxx.htm" �http://www.maine.gov/dhhs/oads/aging/medxx/medxx.htm�


� MDS-RCA Tool at: � HYPERLINK "http://www.maine.gov/dhhs/oms/provider/case_mix_manuals.html" �http://www.maine.gov/dhhs/oms/provider/case_mix_manuals.html�


� MDS-ALS Assessment Tool at: � HYPERLINK "http://www.maine.gov/dhhs/oms/provider/case_mix_manuals.html" �http://www.maine.gov/dhhs/oms/provider/case_mix_manuals.html�
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