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Richard Armstrong, Director
Department of Health and Welfare
Towers Building — Tenth Floor
Post Office Box 83720

Boise, Idaho 83720-0036

RE: Idaho State Plan Amendment (SPA) Transmittal Number 10-015

Dear Mr. Armstrong:

The Centers for Medicare & Medicaid Services (CMS) Seattle Regional Office has completed
its review of Idaho State Plan Amendment (SPA} Transmittal Number 10-015. This
amendment adds 1915(i) State plan Home and Community Based Services (HCBS) benefits
for children with developmental disabilities.

This SPA is approved effective July 1, 2011.

If you have any questions or comments, please contact me, or have your staff contact Daphne
Hicks at (206} 615-2400 or daphne.hicks@cms.hhs.gov.

Sincerely,

C o) Porrdy

Carol 1.C. Peverly
Acting Associate Regional Administrator
- Division of Medicaid and Children’s Health
Operations

ce:
Leslie Clement, Administrator, Idaho Department of Health and Welfare
Rachel Strutton, State Plan Coordinator, [daho Department of Health and Welfare
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Supplement 1 to Attachment 3.1-A, Program Description '
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IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Description

1915(i) STATE PLAN HOME AND COMMUNITY-BASED SERVICES

A. Children with Developmental Disabilities

1915(i) State plan Home and Community-Based Services

Administration and Operation

The State impiements the optional 1915(i) State plan Home and Community-Based Services (HCBS) benefit for
elderly and disabled individuals as set forth below.

1. Services. (Specify service title(s) for the HCBS listed in Attachment 4.19-B that the State plans to cover):

Respite

Habilitative Supports

Family Education

Community Support Services
Support Broker

Financial Management Services

2.  Statewideness. (Select onej:
rX ‘ The State implements the 1915(i) State plan HCBS benefit statewide, per §1902(a)(1) of the Act.

3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS Benefit. (Select
one}:

O | The State plan HCBS benefit is operated by the SMA. Specify the SMA division/unit that has

line authority for the operation of the program (select one)

% | The Medical Assistance Unit (name of unit): | Division of Medicaid

O | Another division/unit within the SMA that is separate from the Medical Assistance Unit
(name of division/unit) ' ‘
This includes
administrations/divisions
under the umbrella
agency that have been
identified as the Single
State Medicaid Agency.
O | The State plan HCBS benefit is operated by (name of agency)

a separate agency of the State that is not a division/unit of the Medicaid agency. In accordance
with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the
administration and supervision of the State plan HCBS benefit and issues policies, rules and
regulations related to the State plan HCBS benefit. The interagency agreement or memorandum
of understanding that sets forth the authority and arrangements for this delegation of authority is
available through the Medicaid agency to CMS upon request.

TN No. 10-015 Approval D Effective Date: 7-1-2011 2
Superseded TN No. APR



IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Deécription
Distribution of State plan HCBS Operational and Administrative Functions.

X (By checking this box the State assures that): When the Medicaid agency does not directly conduct an
administrative fonction, it supervises the performance of the function and establishes andfor approves
policies that affect the function. All functions not performed directly by the Medicaid agency must be
delegated in writing and monitored by the Medicaid Agency. When a function is performed by an
agency/entity other than the Medicaid agency, the agencyfentity performing that function does not
substitute its own judgment for that of the Medicaid agency with respect to the application of policies, rules
and regulations. Furthermore, the Medicaid Agency assures that it maintains accountability for the
performance of any operational, contractual, or local regional entities. In the following table, specify the
entity or entities that have responsibility for conducting each of the operational and administrative
functions listed (check each that applies):

(Check all agencies and/or entities that perform each furnction):

iither 3tata
' Mecical Dperatieg Controgted | Escal Nem-Stats

1 Individual State plan HCBS enrollment

2 State plan HCBS entollment managed
against approved limits, if any

* 3 Eligibility evaluation

4 Review of participant service plans

5 Prior authorization of State plan HCBS

6 Utilization management

7 Qualified provider enrollment

8 Execution of Medicaid provider agreement

" 9 Establishment of a consistent rate
methodology for each State plan HCBS

10 Rules, policies, procedures, and information
development governing the State plan HCBS
benefit

11 Quality assurance and quality improvement
activities

 (Specify, as numbered above, the agencies/entities (other than the SMA) that perform each function)
| Eligibility evajuation: Independent Assessment Provider.

TN No. 10-015 Approval Date: Effective Date: 7-1-2011 3
Superseded TN No. APR’ 2 1 201



IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Description

(By checking the following boxes the State assures that):

5. X Conflict of Interest Standards. The Statc assures the independence of persons performing
evaluations, assessments, and plans of care. Written conflict of interest standards ensure, at a minimum,
that persons performing these functions are not:

» related by blood or marriage to the individual, or any paid caregiver of the individual

= financially responsible for the individual

» empowered to make financial or health-related decisions on behaif of the individual

e  providers of State plan HCBS for the individual, or those who have interest in or are employed by a
provider of State plan HCBS; except, at the option of the State, when providers are given
responsibility to perform assessments and plans of care because such individuals are the only
willing and qualified provider in a geographic area, and the State devises conflict of interest
protections, (¥ the State chooses this option, specify the conflict of interest profections the Siate
will implement):

6. X’ Fair Hearings and Appeals, The State assures that individuals have opportunities for fair hearings
and appeals in accordance with 42 CFR 431 Subpart E.

7. X No FFP for Room and Board. The State has methodology to prevent claims for Federal financial
participation for room and board in State plan HCBS.

8. X! Non-duplication of services. State plan HCBS will not be provided to an individual at the same time
as another service that is the same in nature and scope regardless of source, including Federal, State, local,
and private entities. For habilitation services, the State includes within the record of each individual an
explanation that these services do not include special education and related services defined in the
Individnals with Disabilities Improvement Act of 2004 that otherwise are available to the individual -
through a local education agency, or vocational rehabilitation services that otherwise are available to the
individual through a program funded under §110 of the Rehabilitation Act of [973.

TN No. 10-015 | Apptoval Date: Effective Date: 7-1-2011 - 4
Superseded TN No, Am 2 1 zn"



IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Description

Number Served

1. Projected Number of Unduplicated Individuals To Be Served Annually.
(Specify for year one. Years 2-5 optional):

Annual Period | From To Projected Number of
Year | July 1, 2011 | June 30,2012} 3.195
Year 2 July 1,2012 1 June30.2013 | 3.387
Year 3 Jaly 1.2013 | June 30,2014 | 3.590
Year4 July 1,2014 | June30.2015 | 3.805
Year 5 July 1. 2015 | June 30.2016 | 4.033

2. X Annuoal Reporting. (By checking this box the State agrees to): annually report the actual number of
unduplicated individuals served and the estimated number of individuals for the following year.

3. Optional Annual Limit on Number Served.

X | The $tate does not limit the number of individuals served during the year.

TN No. 10-015 Approval Date: Effective Date: 7-1-2011 5
Superseded TN No. APR 91201



IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Description

| Financial Eligibility

1. X Income Limits. (By checking this box the State assures thar): Individuals receiving State plan HCBS
are in an eligibility group covered under the State’s Medicaid State plan, and who have income that does
not exceed 150% of the Federal Poverty Level (FPL). The State has a process in place that identifies
individuals who have income that does not exceed 150% of the FPL

2. Medically Needy. (Select one):
X | The State does not provide State plan HCBS to the medically needy.

(Q | The State provides State plan HCBS to the medically needy (select one):
Q! The State elects to disregard the requirements at section 1902¢a)(10)}C)(i)} 1) of the Social
‘ Security Act relating to community income and resource rules for the medically needy.

O The State does not elect to disregard the requirements at section 1902(a}16)(CYIID.

Needs-Based Evaluation/Reevaluation

1. Responsibility for Performing Evaluations / Reevaluations. Cligibility for the State plan HCBS benefit
must be determined through an independent evaluation of each individual. Independent
evaluations/reevaluations to determine whether applicants are eligible for the State plan HCBS benefit are
performed (select one):

O | Directly by the Medicaid agency

X | By Other (specify State agency or entity with contract with the State Medicaid agency):

Contracted Independent Assessment provider(s) will be determined according to state
purchasing requirements, '

2. Qualifications of Individuals Performing Evaluation/Reevaluation. The independent evaluation is
performed by an agent that is independent and qualified. There are qualifications (that are reasonably
related to performing evaluations) for the individual responsible for evaluation/reevaluation of needs-based
eligibility for State plan HCBS. (Specify qualifications):

l Qualified Mental 'Retardétion Professional (QMRP) in accordance with 42 CFR 483.430a. J

TN No. 10-015 Approval Date: Effective Date: 7-1-2011 6
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IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3,1-A, Program Description

3. Process for Performing Evaluation/Reevaluation, Describe the process for evaluating whether
individuals meet the needs-based State plan HCBS eligibility criteria and any instrument(s) used to make
this determination. If the reevaluation process differs from the evaluation process, describe the differences:

Participants applying for 1915(i) state plan option services will be referred to the independent
assessment provider (IAP) for initial eligibility determination. The IAP will evaluate the
participant using the Scales of Independent Behavior-Revised (SIB-R) and an inventory of
individual needs to determine if the participant meets the needs-based criteria. Reevaluations
must be completed annually for current participants. The independent assessor must reassess
the participant, or establish and document that the existing assessments reflect the
participant’s current needs.

4. X Needs-based HCBS Eligibility Criteria. (By checking this box the State assures that): Needs-based
criteria are used to evaluate and reevaluate whether an individual is eligible for State plan HCBS.

The criteria take into account the individual’s support needs, and may include other risk factors: (Specify
the needs-based criteria):

5 X Target Group(s). Under the waiver of Section 1902(a){(10)B) of the Act, the State limits 1915(i) state
plan option services to a group or subgroups of individuals:

T T B TR TR R 0 R fermined to have & developmental dis
Sections 500 through 506 under IDAPA:16.03.10 “Medicaid Enhanced Plan
n 66-402, 1ds

TN No. 10-015 Approval Date: Effective Date: 7-1-2011 | 7
Superseded TN No. APR 21 2001



IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Description

X Needs-based Institutional and Waiver Criteria. (By checking this box the State assures that): There
are needs-based criteria for receipt of institutional services and participation in certain waivers that are '
more stringent than the criteria above for receipt of State plan HCBS. 1f the State has revised institutional
level of care to reflect more stringent needs-based criteria, individuals receiving institutional services and
participating in certain waivers on the date that more stringent criteria become effective are exempt from
the new criteria until such time as they no longer require that level of care. (Complete chart below to
summarize the needs-based criteria for State Plan HCBS and corresponding more-stringent criteria for

each of the following institutions):
Needs-Based/Level of Care (LOC) Criteria

6.

State plan HCBS needs-
based eligibility criteria

NF (& NF LOC waivers)

ICF/MR (& ICF/MR
LOC waivers)

walivers)

Applicable Hospital*
LOC (& Hospital LOC

TN No. 10-015
Superseded TN No.

Approval Date:

Effective Date; 7-1-2011

APR 2 1 201



IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Description

supervision of the child
necessitates the skills of a
licensed nurse or a
licensed physical therapist
or licensed occupational

" therapist. In such cases,
- +| the specific needs or

activities must be

| documented by the . |

physician's orders, © . -
P notes, plan of .

:| {(Woodcock Johnson .
.| :Bcales of Independent _ © -
.| Behavior, or SIB-R, or. " :

based on their functional
skills, Persons with an age
equivalency composite
score of eight (8) years
and zero (0) months or
less on a full scale
functional assessment

TN No. 10-015
Superseded TN No.

Approval Date:

APR 2 1 2011

Effective Date: 7-1-2011



IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Description

to control or decrease the
behavior; or

"85, Combination

.| Functional and :
"-| Maladaptive Behaviors. -
- | Persons may qualify for . -

" - { ICF/ID level of care 1f L
. | they display a - :

'combmatmn of eritena as :

TN No. 10-015 Approval Date: Effective Date: 7-1-2011 10
Superseded TN No. Am z 1 20" .



IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Description

on their medical condition

if the medical condition

significantly affects their

functional

| level/capabilities and it

- | can be determined that

. |.they are in need of the

-+ |-level of services provided | .5 . -
“in an ICF/ID, including Ak .

active treatment servicey. | '

{(By checking the following boxes the Siate assures that).

7. X Reevaluation Schedule. Necds-based eligibility reevaluations are conducted at feast every twelve
months.

8. X Adjustment Authority. The State will notify CMS and the public at least 60 days before exercising the
option to modify needs-based eligibility criteria in accord with 1915¢){ 1 XD)(i).

9. X Residence in home or community. The State plan HCBS benefit will be furnished to individuals who
reside in their home or in the community, not in an institution. The State attests that each individnal receiving
State plan HCBS:

{i) Resides in a home or apartment not owned, leased or controlled by a provider of any health-related
treatment or support services; or

(ii) Resides in a home or apartient that is owned, leased or controlled by a provider of one or more
health-related treatment or support services, if such residence meets standards for community Tiving as defined
by the State. (}f applicable, specify any residential settings, other than an individual’s home or apartment, in
which residents will be furnished State plan HCBS. Describe the standards for comnmunity living that optimize
participant independence and community integration, promote Initiative and choice in daily living, and facilitate
Jull access to community services):

TN No. 10-015 Approval Dage: -  Effective Date: 7-1-2011 i1
Superseded TN No. ABR 2 1 201 -



IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Description

Persan-Centered Planning & Service Delivery

{By checking the following boxes the State assures that).
1. X There is an independent assessment of individuals determined to be eligible for the State plan HCBS benefit. The
assessment is based on:

"  An objective face-fo-face assessinent with a person-centered pracess by an agent that is independent and qualified;

»  Consultation with the individual dnd if applicable, the individual’s anthorized representative, and includes the
opportunity for the individual to identify other persons to be consulted, such as, ‘but not limited to, the individual’s
spouse, family, guardian, and freating and consulting health and support professionals caring for the individual;

»  An examination of the individual's relevant history, including findings from the independent evaluation of
eligibility, medical records, an objective evaluation of functional ability, and any other records or information

" neéded to develop the plan of care;

»  Anexamination of the individual’s physical and mental health care and support needs, strengths and preferences,
available service and housing options, and when unpaid caregivers will be relied upon to impleinent the plan of
care, a caregiver assessment;

= Ifthe State offers individuals the option to self-direct State plan HCBS, an cvaluation of the ability of the .
individual (with and without supports), or thie individual’s representative, to exercise budget and/or employer
authority; and

» A determination of need for {and, if applicable, determination that service-specific additional needs-based criteria
are met for), at least one State plan home and community-based service before an individual is enrolled ito the
State plan HCBS benefit,

2. X Based on the independent assessment, the individualized plan of care: _

* s developed with a person-ceatered process in consultation with the individual, and others at the option of the
individual such as the individual’s spouse, family, guardian, and tréating and consulting health care and support
professionals. The person-centered planning process must identify the individual’s physical and mental health
support needs, strengths and preferences, and desired outcomes;

»  Takes into account the extent of, and need for, any Tamily or other supports for the individual, and neither

duplicates, nor conpels, natural supports;

Prevents the provision of unnecessary or inappropriate care;

Tdentifies the State plan HCBS that the individual is assessed to need;

Includes any State. plan HCBS in which the individual has the option to self-direct the purchase or control ;

Ts guided by best practices and research on effective strategies for improved health and quality of life cutcomes;

and '

= Isreviewed at least every 12 months and as needed when there is significant change in the individual's
circuinstances,

3. Responsibility for Face-to-Face Assessment of an Individual’s Support Needs and Capabilities. There are
educational/professional qualifications (that are reasonably related to performing assessments) of the individuals who
will be responsible for conducting the independent assessment, including specific training in assessment of individuals
with physical and mental needs for HCBS. (Specify-qualifications):

At a mininium, the qualifications of the individuals conducting the independent assessment include:

1. Qualified Mental Retardation Professional (QMKP) in accordarice-with 42 CFR 483,430 which includes;

a. Hsving at least one {1} year experience working directly with persons with merita! retardation or other

developmental disabilities or;

b.  Being licensed asa doctor of medicine or osteopathy, or as amurse or:

c.  Having at least a bachelor’s degree in onc of the following professional categories: psychology, social
work, ocoupational therapy, speech pathology, professional recreation, or other related human services
professions.

2, Have fraining and experience in completing and Interpreting assessments,

* % B =

TN No. 10-015 Approval Date: Effective Date: 7-1-2011 12
' ded TN No.
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IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Description

4. Responsibility for Plan of Care Development. There are qualifications (that are reasonably related to
developing plans of care) for persons responsible for the development of the mdmduahzed person-
centered plan of care. (Specify qualifications):

Individuals meeting Qualified Mental Retardation Professional (QMRP) qualifications in
accordance with 42 CFR 483, 43 Oa are qualxﬁed to develop the plan of care w1th dlrect i
Department oversight. =~ SR

5. Supporting the Participant in Plan of Care Development. Supporis and information are made
available to the participant (and/or the additional parties specified, as appropriate) to direct and be actively
engaged in the pian of care development process. (Specify: {a) the supports and information made
available, and (b) the participant’s authority to determine who is included in the process):

Participants who select State plan HHCBS are given an orientation to developmental
disability services by the Department or its contractor. Participants and their parent/legal
guardian may develop their own plan or designate a paid or unpaid plan developer, If the
participant and parent/legal guardian chooses to develop their own plan or use an unpaid
plan developer, the Department is available to assist in completing all required
components. Family-centered planning must include at a minimum the parent/legal
guardian, and the plan developer. With the parent/legal guardian's consent, the family-
centered planning team may also include additional family members or 1nd1v1dua]s Who
are significant to the participant.

Participants and their parent/legal guardian who choose family-direction receive an
orientation on family-direction and training from the Department. Families may select a
qualified support broker to assist with writing the Support and Spending Plan, or they may
choose to become a qualified support broker approved by the Department, As outlined in
IDAPA 16.03.13, "Consumer-Dlrected Services," the participant and parentilegal guardian
decides who will participate in the planning sessions in order to ensure the participant's
choices are honored and promoted. The family may direct the family-centered planning
meetings, or these meetings may be facilitated by a chosen support broker. In addition, the
participant and parent/legal guardian selects a circle of support, Members of the circle of
support commit to work within the group to help promote and improve the life of the
participant in accordance with the participant's choices and preferences, and meet on a
regular basis to assist the participant and parent/legal guardian to accomplish their
expressed goals.

TN No. 10-015 Approval Date: Effective Date: 7-1-2011 13
Superseded TN No. .
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IDAHO MEDICAID
STANDARD STATE PLAN
Supplement 1 to Attachment 3.1-A, Program Description

6, Informed Choice of Providers. (Describe how participants are assisted in obtaining information abomt
and selecting from among qualiﬁed providers of the 1913(i) services in the plan of care):

Once participants are determined eligible for services, they and their families are given an
opportunity to participate in orientation training about developmental disability services in Idaho.
During family orientation, pamclpants and their families are provided with a list of all approved
providers in the state of Idaho, which is organized by geographic area. This provider list inctudes
the website link for the children’s DD website at www.redesignforchildren. medicaid.idaho.gov so
that participants and families have access to the most current providers in their afea and across the
state. Both the orientation and the provider list include a statement that the family may choose any
willing arid available provider in the state. Families are also inforihed of how to navigate the
website to access the list of providers as well as how to access other helpful resources available to
them.

Families are also provided with resources on interviewing potentml providers and are encouraged
to contact multiple providers to identify the provider that can best meet their needs. In addition,
families are informed that who they select is their choice and they may change their choice of
providers if they want. The plan developer is utilized to assist families in selecting service
providers at the family's request.

7. Process for Making Plan of Care Subject to the Approval of the Medicaid Agency. (Describe the
process by which the plan of care is made subject to the approval of the Medicaid agency):

In bath the traditional and family-directed options, the plan is developed by the participant and
parent/legal guardian with their support team. The support team is typically comprised of the plan
developer or a support broker, the parent/legal guardian, at least one invelved care giver and any
friends, family or support staff that the family wants to invite. The number of peaple who can be
involved is not limited. Besides the parent/legal guardian, the plan developer is the only person
who is required to. be a member of the support team.

In the traditional model, the plan developer submits the plan of service to the Department at least
45 days prior to the expiration date of the currént plan of service. This reqmrement is stated in
TDAPA 16.03.10. The Department has 45 days to review the plan of service, discuss any issues
with the plan developer, request c,hanges as needed, and enter the authorization into the M.MlS
Partlcxpants and their parcnts or Iegai guardmns who choose to famlly-d irect their services submit
their Support and Spending Plan directly to the Department for review and authorization. The
Departient has ten {10) days to review the plan. The participant and parent/legal guardian, and
their circle of supports are in charge of bow long the plan development process takes. The process
thay take from a few days to much longer, depending on the needs and wanis of the participant,
their family and the suppotrt team.,

The [AP conducts and/or collects a variety of assessments and determines the participant’s
individualized budget at the time of initial application and on an anmual basis, for both the
traditional and the family-directed option.

The TAP conducts the following assessments at the time of the initial application for children’s DD
services:

» Scales of Independent Behavior — Revised (SIB-R) functional assessment.

» Medical, Social and Developmental Assessment Summary.

At the time of annual re-determination, the IAP conducts and/or reviews the following:

- The Medical, Social and Developmental Agsessment Summary is reviewed and updated.

» The SIB-R results are reviewed and another assessment performed if there are significant changes
in the participant’s situation or the reassessment criteria are met.

TN No. 10-015 Approval Date: Effective Date: 7-1-2011 14



IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Aftachment 3.1-A, Program Description

The following assessments are gathered on an as-needed basis or may be used as historical information at the
time of both initial and annual re-determinations:

* Psychological eva!uatlons, including evaluations regarding cognitive ablhtles mental health issues and issues
related to traumatic brain injury.

* Neuropsychological evaluations. .

» Physical, occupational and speech-language pathology evaluations.

* Developmental and specific skill assessments,

The results of a physical examination by the participant’s primary care physician are provided to the IAP on an
annual basis. The physician can provide information using the Medical Care Evaluation Form and/or by
submitting a narrative report.

The service and support desires and needs of participants measured by the Scales of Independent Behavior
Revised (SIB-R), historical record of service expenditures, when available, and the characteristics of persons
served measured by the Idabo Individual Budget Screen are used by the IAP in a stepwise regression analysis
to develop a prospective individual budget for each participant. This budget-setting is completed by the IAP in
advance of the family-centered planning process and is used in the development of a plan of service.

Part:clpants using traditional State plan HCBS, and their support team, must be assessed for health and safety
issues. Participants using the family-directed option, and their support team, must complete safety plans .
related to any identified health and safety risks and submit them to the Department. ‘

In the traditional option, the pamclpant and parent/legal guardian’s needs, goals, preferences and health status
are summarized on the plan of service, This document is a result of the family-centered planning meeting
listing a review of all assessed needs and participant and parent/legal guardian preferences. In addition, the
plan developer is responsible to collect data status reviews from all paid providers, synthesu;e all of the
information and include it on the plan of service. The participant's parent/legal guardian sign the plan of
service to indicate it is correct, complete, and represents the participant and parent/legal guardian’s needs and
wants.

Family-directed participant's needs, goals, prefercnices, health status, and safety risks are summarized on the
Support and Spending Plan and in the Family-Direction workbook. The circle of supports, using family-
centered planning, develops these documents and submits them to the Department at the time of initial/annual
plan review.

Participants and their parent/legal guardian, along with other members of the support teamn can receive
information regarding State plan HCBS through several methods:

* The Department of Health and Welfarc web site for Children’s DD Services will have a page giving a
detailed explanation for each service provided under the 191 5(1) state plan option. This information will be

| posted on the website following federal and state approval, and is anticipated to be posted no later than the
implementation date of July 1, 2011. The URL for the web site is:
www.redesignforchildren.medicaid.idaho.gov.

+ The IAP manual includes a list of all State plan HCBS with a description of what each service entails. The
AP uses this page to explain the various options to initial applicants.

« The IAP provides each new applicant with a Consumer Tool Kit which includes a [isting of agencies in the
local area that provide developmental disabilities services for children.
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« The plan developer is charged with verbally explaining the various programs and options to the participant
and parent/legal guardian during the family-centered planning process, under the traditional option.

» The support broker is charged with assisting the participant and parent/legal guardian to assess what services
meet their needs, under the family-direction option.

Idaho requires that a family-centered planning process be utilized in plan development to ensure that
participant goals, needs and preferences are reflected on the plan of service or on the Support and Spending
Plan.

Plan developers, which can include a paid or unpaid person, are trained in family-centered planning, and
possess the education and experience needed to assist families in making decisions about their child’s course
of treatment and Medicaid services. The child’s goals, needs, and resources are identified through a
Comprehensive Review process that includes review of assessments and history of services, and family-
centered planning.

Participants and their parent/legal guardian who choose to family-direct must attend training offered by the
Department prior to submitting 2 Support and Spending Plan. Completion of this training is documented in the
family-direction quality assurance database. The training covers participant and parent/legal guardian
responsibilities in family-direction and the process of developing a Support and Spending Plan. The family-
directed option utilizes a workbook and a support broker to ensure that the participant’s individual goals, needs
and preferences are thoroughly explored and prioritized during the plan development process.

Children's State plan HCBS participants typically receive a variety of services and other supports to address
their needs and wants. The family-centered planning team works to ensure that the plan of service adequately
reflects the necessary services, The plan of service is a single plan that includes the goals, objectives and -
assessment resuls from all of a child’s services and supports in the child’s system of care. The plan of service
will demonstrate collaboration is taking place among providers and that objectives are directly related to the
goals of the family. ‘
Under the traditional option, the responsibility is placed on the plan developer, plan monitor, IAP, and
Department to complete the plan development process. -« - v s e e
- The IAP is responsible to submit the assessment and individualized budget to the plan developer.
- The plan developer and monitor is responsible to:

- Ensure that services are not duplicative, and are complimentary and appropriate

- Work with the members of the family-centered planning team and providers to ensure that the service
needs of the participant are reflected on the plan of service

- Act as the primary contact for the family and providers

- Link the family to training and education to promote the family's ability to competently choose from
existing benefits

- Complete a comprehensive review of the child’s needs, interests, and goals

- Assist the family to allocate funding from their child’s individualized budget

- Monitor the progress of the plan of service

- Ensure that changes to the plan of service are completed when needed

- Facilitate communication between the providers in a child’s system of care
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Superseded TN No. APR 2 1 2011



IDAHO MEDICAID
STANDARD STATE PLAN

Suppiement 1 to Attachment 3.1-A, Program Description

Under the family-directed option, the responsibility is placed on the participant and parent/legal
guardian to coordinate services with assistance from the Department and F/EA as required.

- The IAP is responsible to submit the assessment and individualized budget to the Department.

- The family and a support broker use the Family-Direction Workbook and the family-centered
planning process to identify the participant's needs and develop a Support and Spending Plan.

- The Department reviews the plan to ensure that all health and safety risks are covered.
- The Fiscal/Employer Agent (F/EA) ensures that duplication of payment does not occur.

Each participant using traditional services must select and use a paid or unpaid plan monitor who
will monitor the plan. The family-centered planning team must identify the frequency of
monitoring but at a minimum it must occur at least annually. In addition, the plan must be
monitored for continuing quality. Plan monitoring ensures that the plan of service continues to
address the participant’s goals, needs and preferences by requiring:

- Contact with the parent/legal guardian at least annually or as needed to identify the current status
of the program and changes if needed. Changes may be made to the plan when a service is added or
eliminated, when service objectives or goals are changed, when there is a change in provider, or
when the child's level of needs change. The plan should be changed to ensure that the services
continue to align with the child's mdmduahzed budget and that the farmly is up to date on the
services their child is receiving. -

- Contact with service providers to identify barriers to service provision.
- Discuss satisfaction regarding quality and quantity of services with the family.

- Review of provider status reports and complete a plan momtor summary after the six month
review and for annual plan development

Participants and their parent/legal guardian who family-direct their services may choose to assurme
the responsibility of plan monitoring themselves, utilize members of the circle of supports, or
require a support broker to perform these duties. This decision is made in the circle of supports
during the family-centered planning process and is reflected in the Family-Direction workbook.

Each participant is required to complete a new plan of service annually, The IAP sends written
notification 120 days prior to the expiration of the current plan. The notice requests that the family
schedule a meeting with the IAP to begin the process of eligibility re-determination and annual
budget determination. Families will work closely with the plan developer and at any time can
determine the need to add, decnease, ot change services. Both plans and addendums will be
reviewed by the Department.

Participants and their parent/legal guardian who are family-directing their services are required to
complete a new Support and Spending Plan annually. Families can request changes be made to
their Support and Spending plan at any time during the plan year by completing a plan change form
and submitting to the Department for review.
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8. Maintenance of Plan of Care Forms. Written copies or electronic facsimiles of service plans are

maintained for a minimum period of 3 years as required by 45 CFR §74.53. Service plans are maintained
by the following (check each that applies):

X

Medicaid agency

a | Operating agency —| 1 l Case manager

0

Other (specify).

TN No. 10-015
Superseded TN No,
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Services

1. State plan HCBS. (Complete the following table for each service. Copy table ai needed):

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the State plans to
cover):

Service Title: l Respite

Service Definition (Scope).

Respite is provided to the participant on an intermittent or short-term: basis because of the absence or
iieed for relief of the primary unpaid caregiver, Respite servwes are provided in a variety of settmgs
and may be provided on an hourly or daily basis.

Respite is available in msponse toa famﬂy emergency or.crisis, or may be used on a regular basm to
provide relief to the caregiver. Reipite may be provided in the participant’s home, the private home of
the tespite provider, 4 developmcntai dlsablhtics agency, of in cortnunity settmgs

Respite may. only be offered to parﬂclpants who have dn unpaid primary caregwer hvmg in the home
who requires relief. _ .

Limitations: _ : :

«Payment for respite serwces are not made for room and board. .

*Respﬁe cannot be prov1ded dunng the same time other HCBS are being pzowded toa parnclpant '
’Resplte canhot be- prowded on 8 contmuous,, long-term basxs where itis part of daﬂy s,emces thai
would enable an unpaid careglver towork. : L . N
*Respite services shall not duplicate other Medicmd rexmbursed services.

Additional needs-based criteria for receiving the service, if applicable (specify):

N/A - , S

Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

X Cateporically needy (specify limirs):

B Subject fo individualized budget maximums.

0 Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type (Specify): License Certification Other Standard
S (Specify): (Specify): . . {Specify).
Developmental . Dcveiopmental Individuals must meet the minimum
Disabilities Agency : Disabilitfes - general training requirements defined in

Agenicy (DDA) | IDAPA rule "Developmental Disabilities
cettificate as Agencies", and in addition must meet the
described in follomng qualifications to provide respife

Idaho: | ina DDA:
Administrative
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Code.

Providers must meet the qualifications
prescribed for the type of services to
be rendered or must be an individual
selected by the participant and
parentflegal guardian; have received
care giving instructions in the needs _

.| of the participant who will be 7 i
prov1ded the s servlce, demonstrate the.:

B background check.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as needed):

TN No.10-015 | Approval Date:
Superseded TN No. APR 2 1 200

Effective Date: 7-1-2011
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Provider Type Entity Responsible for Verification Frequency of Verification
{(Specify): (Specify): (Specify):
Developmental - Department of Health and .Welfare - | - At initial provider o
Disabilities . : Lo : .. | agreement approval or . -

renewal - e
e At lcast every t three years
and as needed based on };'
service mqmtonng concerns..
initial provider. "

Agencies . i

Servnce Delivery Method. (Check each that apphe.s) _
Participant-directed ._‘i:_‘:ffl Provider managed

Service Specifications (Specify a service title for the HCBS Iisted in Attachment 4.19-B that the State

plans to cover): _

Service Title: | ‘Habilitative Supports

Service Definition (Scope):

TN No. 10-015 Approval Date: Effective Date: 7-1-2011 21
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Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):
Developmental ...~ | Department of Health and Welfare . - - At initial provider

Disabilities Agencies | . UL e T T | agreementapproval o -

Service Delivery Method. (Check each that applies); .
oo | Participant-directed ; Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the State plans to
cover).
Service Title: I ‘Hal ilitative
Service Definition {Scope)-

TN No. 10-013 Approval Date: Effective Date: 7-1-2011 22
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Limitations:
- Habilitative Supports must be necessary to ensure the participant’s safety if he or she cannot be left

unsupervised due to health and safety concerns or cannot be cared for in the community ina
normalized child care center due to the severity of their diagnosis.

- Habilitative Supports cannot be prov1ded durmg the same time other HCBS are bemg prowded to a' _‘

not Timited to: Resplte, Psychosomal Rehabilitation and Partial Care
Additional needs-based criteria for receiving the service, if applicable (specw;).

Medlcally neady (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type License Certification Other Standard

reguirements.
Verification of Provider Qualifications (For each provider type listed above. Copy rows as needed):

TN No. TN 10-015 Approval Date: Effective Date: 7-1-2011 23
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Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):
Developmental | Department of Health and Welfare . . . [ - Atinitial provider
Disabilities - L . A R agreement approval or .-
Agencies .. . ' L i | remewal it
e - At I least every three
years, ‘and as needed
ased
-monitoring concerns

Service Delrvery Metlwd (Check each that apphes)

o Participant-directed —l X | Provider managed
Service Specifications (Specify a service title for the HCBS Iisted in Attachment 4.19-B that the
State pions to cover):

Service Title: | Fanuly:":Educanon
‘Se_‘_rvicq Deﬁmt__;on (Scope):

“participants:far
Addmonal needs—based criteria for receiving the service, if applicable (specify):

S “ec1fy limits (if any) on the amount, duration, or scope of this service for (chose each that applies).
X | Categorically needy (specify limits):

‘Subject to individuaiized budgef maximur
Medically needy (specify limits):
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Provider Qualifications (For each type of provider. Copy rows gs needed):

‘supervised practicum

Provider Type License Certification Other Standard

(Specify}: (Specify): {Specify): (Specify):
Developmental e Developmental ( Individuals must meet the minimum
Disabilities - | Disabilities general training requirements deﬁned
Age g N Agency (DDA) in IDAPA rule "Developmental - ..

Disabilities Agencles" ;and in addltl(}ﬁ:

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): i)

(Specify):

‘monitorimg concern

Service Delivery Method, (Check each that applzes)

[af | Participant-directed

X | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

Service Title: 1 Commumty Support Services

Service Definition (Scope):

‘TN No.10-015

Superseded TN No.

Approval Date:
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Community Support Services provide goods and supports that are medically necessary and/or
minimize the pammpant s need for mstltutmnahzatlon and address the partlc;.pant s

preferences for: .
- Personal support to help the partlclpant malntam hcalth safety, and bas1c quahty of life.

- Relationship support to he]p the partmlpant estabhsh and maintain positive relahonshlps -
with 1mmed1ate faxmiy m friend th d build

‘Nufsing. :
Addmonal needs-based criteria for receiving the service, if achab!e (specify):
N/z
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies).
Categorically needy (spectfy liniits):

Medically needy (specify limits);
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Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Community ** | If required to ~ | If required to | Must have completed

Support Agency - | identify goods .| identify goods . | employment/vendor agreement

Ippo specifying goods or supports to be - .
provided, qualifications to provide.-

identified s d stateme
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Verification of Provider Qualifications (For each provider type listed above. Copy Fows as

needed):
Provider Type Entity Responsible for Verification . Frequency of Verification
~ (Specify): (Specify): {Specify):
Commupity . -~ ) Pa:t:cmpant and paxenb’lcgal guardlan

. | Initially and annually,
'fdpphcable) ' R

1 Servxce Delivery Method. (Check each that appltes)
X Participant-directed I 0 I Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4,19-B that the
State plans to cover):

Service Title: I
o Definiti
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F. Payments for goods and services. Processing and paying invoices for goods and services, as
authorized by the part:lclpant and parentflegal guardmn accordmg to thc partlc1pant’s support and

spending plan;

G. Spending information. Providing each partxclpant and parent/legal guardmn with rcportmg .
information and data that wdl as51st the parnapant and parent/iegal guardlan vm:h managmg the '_ B

mdlvxdual budget v

Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

Categorically needy (specify limizs).

-the: partwlpant and.paren

Medically needy (specify /i

Provider Qualifications (For each type of provider. Cop

rows as needed):

Provider Type License

(Specify: (Specify):

Certification
(Specify):

Other Standard

Verification of Provider Qualifications (For each provider type listed above Copy rows as needea)

TN No.10-015
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Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):
Fiscal Department of Health and Welfare | Atthetimeof
Employer/Agent o ' S i+ .| application, as 1nd1cated
T : : S . by a readiness review to -

s ‘be conducted by the .
De artment for all FEA :

Servlce Dellvery Method (Check each that apphes) i
X Participant-directed

Service Title: } upport Broker
Service Definition {Scope):

Provider managed
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- Develop a written support and spending plan with the participant and family that includes
the supports the participant needs and wants, related risks identified with the participant's
wants and preferences, and a comprehensive risk plan for each potentxal nsk that mcludes at
least three backup plans should a sapport fall out. .

- A351st the parnclpant and family to monitor and review ﬂ]f:ll‘ budget through data and o "_
d b .

ssat!sfactlon

Specify limits (if any) on the amount, duration, or scope of this service for (choose each that applies):
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X | Categorically needy (specify linsits):

Only participants who select the Family-Directed Option may access this service.
Support brokers may not act as a fiscal employer agent, instead support brokers work
together with the participant and parent/legal guardian to review participant financial.
information that is produced and maintained by the fiscal employer agent. "

00 | Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed).

Provider Type
(Specify):

License Certification
(Specify): (Specify):

{ther Standard
(Specify):

pport b

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify). (Specifyi:. _

.. (Specify):

Service DellVery Method (C'heck each rhat appi;es)

X Participant-directed

[ s | Provider managed

TN No. 10-015
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2. X Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible
Individuals, and Legal Guardians: There are policies pertaining to payment the State makes to qualified
persons furnishing State plan HCBS, who are relatives of the individual. There are additional policies and
controls if the State makes payment to qualified legally responsible individuals or legal guardians who
provide State Plan HCBS. (Specify (a) who may be paid to provide State plan HCBS ; (b) how the State
ensures that the provision of services by such persons is in the best interest of the individual; (c) the State s
strategies for ongoing monitoring of services provided by such persons; {d) ihe controls to ensure that
payments are made only for services rendered; and (e} if legally responsible individuals may provide
personal care or similar services, the policies to determine and ensure that the services are extraordinary
{over and above that which would ordinarily be provided by a legally responsible individual):

Respite is the only State plan HCBS that may be provided by relatives of a participant, A

parent/legal guardian cannot furnish State plan HCBS, but other relatives may be paid to provide

respite services whenever the relative is qualified to provide respite as defined in this application.

There are numerous safeguards in place to ensure that payments are only made for services

rendered including oversight by provider agencies, family-centered planning teams, circles of

supports, fiscal/employer agent, and by the Department through review and approval of plan of
_services and retrospective quality assurance reviews.

All providers are precluded from being in a position to both influence a participant and parent/legal
guardian’s decision making and benefit financially from these decisions. Payments for family-
directed services rendered are made only after review and approval by the participant and
parent/legal guardian and review by the Fiscal Employer Agent. Additionally, the participant’s
Support Broker and Circle of Supports are available to address any conflicts of interest,

Individual Budget Amount: There is a limit on the maximum dollar amount of HCBS State Plan
services authorized for each specific participant.

(a) All HCBS services are included in the budget.

(b) The service and support desires and needs of participants measured by the Scales of
Independent Behavior Revised (SIB-R), historical record of service expenditures, when available,
and the characteristics of persons served measured by the Idaho Individual Budget Screen are used
in a stepwise regression analysis to develop a prospective individual budget for each waiver
participant. The budget-setting methodology will correlate a participant’s characteristics with the
participant’s individual budget amount, so participants with higher needs will be assigned a higher
individual budget amount. Maximum dollar amounts will be based on individual assessed needs.
This budget-setting is completed by the Independent Assessment Providers (IAP) in advance of the
family-centered planning process and is used in the development of an Action Plan.

(¢) The individual budget is based on the perspective that funding should be tied principally to
individual need. The model seeks out the factors that contribute the most to explaining observed
variance in costs and discards those that do not appear to influence cost. A review

TN No. 10-015 Approval Me: Effective Date: 7-1-2011 33
Superseded TN No. 21201



IDAHO MEDICAID
STANDARD STATE PLAN

Supplement 1 to Attachment 3.1-A, Program Description

will be done on an annual basis to evaluate the current variables to determine if they continue
to contribute to the cost of individuals. In the end, the model identifies the mix and weight of
variables that best fits the array of observed costs across the individuals receiving services.
Ongoing monitoring of the statistical model, complaints, appeals, and participant outcomes
will be conducted by the Department to ensure that assigned budgets are sufficient to assure
health and safety of participants in the community. When the Department determines that a
change needs to be made to the individual budget methodology, participants will be sent
notification of the change prior to implementation.

(d) Participants who believe that their assigned budget does not accurately reflect their needs
may appeal the decision and request a fair hearing.

(¢) The Department has processes in place for participants to be re~evaluated and have a new
budget assigned when the participant has a change in condition that requires additional
services or higher cost services. Participants may request a re-evaluation by submitting
documentation of changes to individualized needs to the TCM. If the documentation
supports the need for additional budget funds, the TCM forwards the request to the IAP for a
new individual budget evaluation. If the documentation does not support the need for
additional budget funds, the TCM provides written notification to the participant of the
decision and the right to appeal.

{f) Participants are notified of their eligibility for HCBS services and given an annual
individual budget at the time of their initial determination or annual re-determination. Each
participant receives written notification of the set budget amount. The notification includes
how the participant may appeal the set budget amount decision. Individual budgets are re-
evaluated annually by the [AP and written notification of the set budget amount are sent
annually.

A summary of the individual budget methodology is included in IDAPA rules. Any time a
change is made the rules are published and open for public comment. In addition, whenever
changes are made to the methodology Idaho will notify all families and providers of the
change prior to implementation.
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Participant-Direction of Services

Definition: Participat-direction means self-direction.of services per §1915(i)(1)(G)(iii).

1.

Election of Participant-Direction, (Select one):

O | The State does not offer opportunity for participant-direction of State plan HCBS.

‘X | Every participant in State plan HCBS (or the participant’s representative) is afforded the
opportunity to elect to direct services. Alternate service delivery methods are available for
participants who decide not to direct their services.

O | Participants in State plan HCBS (or the participant’s representative) are afforded the opportunity
to direct some or all of their services, subject to criteria specified by the State. (Specify criteria):

Deseription of Participant-Direction. (Provide an oveyview of the opportunities for participani-direction
under the State plan HCBS, including: (@) the nature of the cpportumities afforded; () how participants
may take advantage of these opportunities; (c) the entities that sipport individuals who divect their services
and the supporls that they provide; and, (d) other relevant informiation about the approach to participant-
direction):

Idaho's family-direction option provides a more flexible system, enabling participants and their
parent/legal guardian fo exercise more choice and control over the services they receive which
helps thiem live more productive and participatory lives within their home communities. This
option is provided within the existing system so that it is sustainable and reflects the value of this
option for all participants and their parents/legal guardians who choose to direct their own
services and supports. The process suppoits participant and parent/legal guardian preferences and
honots their desire to family-direct their own services; how and when supports and services are
provided; and who will assist them in developing atd monitoring a realistic support and spending

| plan that accurately rcﬂects their individual wants and needs.

Once participants are determined eligible for State plan HCBS, an individualized budget is
developed for each participant. The budget model provides partlctpants with an individual budget
and a maximum level of funding that varies according to individual needs, and altows for
spending flexibility within the set budgeted dollars. The support need is determined from an
evaluation completed using a uniform assessment tool. Upon completion of the assessment, the
individualized budget is reviewed with the participant and parent/legal guardian by the

1 Department or jts contractor.

Participants then have the option to choose Family-Directed Services (FDIS). The FDS option
allows eligible participants and their parent/legal guardian to choose the type and frequeney of
supports they want, to negotiate the rate of payment, and to hire the person or agency they prefer
to provide those supports. Participants and the parent/legal guardian must use a support broker to
assist them with the family-directed process. This can be accomplished in one of
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two ways: The family may choose to hire an approved support broker to perform specific duties as
needed, or the parent/legal guardian may choose to act as an unpaid support broker with the ability to
perform the full range of support broker duties. If a parent/legal guardian wishes to act as an unpaid
support broker for the participant, they must complete the support broker training and be approved by
the Department. Paid support broker services are included as part of the community support services
that participants and their parent/legal guardian may purchase out of their allotted budget dollars,

Suppoxt broker duties include planning, accessing, negotiating, and monitoring the family's chosen
services to their satisfaction. They can assist families to make informed choices, participate in a
family-centered planning process, and become skilled at managing their own supports. The support
broker possesses skills and knowledge that go beyond typical service coordination. The support
broker assists participants and parents/legal guardians to convene a circle of supports team and
engages in a family-centered planning process. The circle of supports team assists participants and
parents/legal guardians in planning for and accessing needed services and supports based on their
wants and needs within their established budget.

The FDS option gives participants and their parent/legal guardian the freedom to make choices and
plan their own lives, authority to control the resources allocated to them to acquire needed supports,
the opportunity to choose their own supports and the responsibility to make choices and take
responsibility for those choices. Families and support brokers are responsible for the following:

- Accepting and honoring the guiding principles of family-direction to the best of their ability.

- Directing the family-centered planming process in order to identify and document support and
service needs, wants, and preferences.

- Negotiating payment rates for all paid community supports they want to purchase.

- Developing and implementing employment/service agreements. . .
Families, with the help of their support broker, must develop a comprehenswe support and spendlng
plan based on the information gathered during the family-centered planning. The support and
spending plan is reviewed and authorized by the Department and includes participant’s preferences
and interests by identifying all the supports and services, both paid and non-paid, and the
participant’s wants and needs to live successfully in their community.

Participants and their parent/legal gnardian choose support services, categorized as “family-directed
community supports,” that will provide greater flexibility to meet the participant’s needs in the
foliowing arcas:

My Personal Needs - focuses on identifying supports and services needed to assure the person’s
health, safety, and basic quality of life.

My Relationship Needs — identifies strategies in assisting an individual to estabhsh and maintain
relationships with immediate family members, friends, spouse, of other persons and build their
natural support network.
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3. Limited Implementation of Participant-Direction. (Participant direction is a mode of service delivery,

My Emotional Needs — addresses strategies in assisting an individual to learn and
increasingly practice behaviors consistent with the person’s identified goals and wishes while
minimizing interfering behaviors. ,

My Learning Needs - identifies activities that support an individual in acquiring new skills or
improving established skills that relate to a goal that the person has identified.

Participants and their parent/legal guardian choosing the Family-Directed Services option in
Idaho are required to choose a qualified financial management services provider to provide
Financial Management Services (FMS). The FMS provider is utilized to process and make
payments to community support workers for the community support services contained in
their support and spending plan. FMS providers have primary responsibility for monitoring
the dollars spent in accordance with the itemized spending plan and for ensuring payment
itemization and accuracy. Financial management service providers also manage payroll
expenses including required tax withholding, unemployment/workers compensation ,
insurance; ensuring completion of criminal history checks and providing monthly reports to
the participant, parent/legal guardian and support broker if applicable. Financial Management
service providers offer services on behalf of the participant in accordance with Section 3504
of the IRS code and the IRS Revenue Procedure 70-6, which outlines requirements of
financial management service providers who are fiscal employer agents.

not a Medicaid service, and so is not subject fo statewideness requirements. Select onej.

Participant direction is available in all geographic areas in which State plan HCBS are
available,

Participant-direction is available only to individuals who reside in the following geographic
areas or political subdivisions of the State. Individuals who reside in these areas may elect
self-directed service delivery options offered by the State, or may choose instead to receive
comparable services through the benefit’s standard service delivery methods that are in effect
in all geographic areas in which State plan HCBS are available. (Specify the areas of the State
affected by this option):

4. Participant-Directed Serxvices. (Indicate the State plan HCBS that may be participant-direcred and the
authority offered for each. Add lines as required):
. . . . Employer Budget
Participant-Directed Service Authority Authority
Community Support Services X X
Support Broker Services X X
| Financial Management Services X X
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5. Financial Management. (Select one):

O | Financial Management is not furnished. Standard Medicaid payment mechanisms are used.

O | Financial Management is furnished as a Medicaid administrative activity necessary for

administration of the Medicaid State plan,

X | Financial Services are furnished through a third party entity.

Specify whether governmental and/or private entitles furnish these services.
O Governmental entities
X Private entities

6.

X Participant-Directed Plan of Care. (By checking this box the State assures that): Based on the

independent assessment, a person-centered process produces an individualized plan of care for participant-
directed services that: ‘

Be developed through a person-centered process that is directed by the individual participant, builds
upon the individual’s ability (with and without support) to engage in activities that promote community
life, respects individual preferences, choices, strengths, and involves families, friends, and professionals
as desired or required by the individual;

Specifies the services to be participant-directed, and the role of family members or others whose
participation is sought by the individual participant;

For employer authority, specifies the methods to be used to select, manage, and dismiss providers;

For budget authority, specifics the method for determining and adjusting the budget amount, and a
procedure to evaluate expenditures; and

Includes approptiate risk management techniques, including contingency plans, that recognize the roles
and sharing of responsibilities in obtaining services in a self-directed manner and assure the
appropriateness of this plan based upon the resources and support needs of the individual.
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6. Voluntary and Involuntary Termination of Participant-Direction. (Describe how the State facilitates an
individual s transition from participant-direction, and specify any circumstances when transition is involuntary):

The Department assists participants and the parcnt/legal guardian with this fransition and
assures that authorization for services under family-direction do not expire until new services
are in place. The Department provides technical assistance and guidance as requested by
participants and their parent/legal guardian, support brokers, and circles of support.
Transition from family-direction to traditional services will not take more than 120 days and
in most cases will be accomplished in 60 to 90 days. This transition time is spent re-
determining the LOC needs, development of 2 new plan, and review and authorization of the
new plan. The participant remains in family-direction until this process is completed so that
there is no interruption in services. If at any time there are health and safety issues, the
Department works closely with the participant and parent/legal guardian to ensure that the
participant's health and safety is protected, This may include utilizing the Crisis Network
Team to address any immediate crises and/or authorizing an emergency 120-day transition
plan to assure a smooth transition from famify-directed services to traditional services.

Only demonstrated danger to the participant’s health and safety would result in the
involuntary termination of the participant’s use of family-direction. In these cases, the
Departnent will work closely with the parent/legal guardian and support broker to identify
necessary changes to the plan of service, authorize emergency services if necessary, and
facilitate any other activities necessary to assure continuity of services during this transition.

7. Opportunities for Participant-Direction

Participant-Employer Authority (individual can hire and supervise staff). (Select one):

a.

.| The State does not offer opportunity for participant-employer authority.

| Participants may elect participant-employer Authority (Check each that applies):

‘Participant/Co-Employer. The participant (or the participant’s representative) functions
as the co-employer (managing employer) of workers who provide State plan HCBS. An
agency is the common law employer of participant-selected/recruited staff and performs
necessary payroll and human resources functions. Supports are available to assist the
participant in conducting employer-related functions,

Participant/Common Law Employer. The participant (or the participant’s
representative) is the common law employer of workers who provide State plan HCBS.
An TRS-approved Fiscal/Employer Agent functions as the participant’s agent in
performing payroll and other employer responsibilities that are required by federal and
state law. Supports are available to assist the participant in conducting employer-related
functions.
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b. Participant-Budget Authority {individual directs a budget). (Select one):

O

The State does not offer opportunity for participants to direct a budget.

X .

Participants may elect Participant-Budget Authority.

Participant-Directed Budget. (Describe in detail the method(s) that are used to establish the

: | amount of the budget over which the participant has authority, including how the method makes
| use of reliable cost estimating information, is applied consistently to each participant, and is
adjusted to reflect changes in individual assessments and service plans. Information about these

method(s) must be made publicly available and included in the plan of care):

b ihe Scales ¢

Expenditure Safeguards. (Describe the safeguards that have been established for the timely
prevention of the premature depletion of the participant-directed budget or to address potential
service delivery problems that may be associated with budget underutilization and the entity (or

| entities) responsible for implementing these safeguards).
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The participant and parent/legal guardian’s selected Fiscal Employer Agent will have the
individual budget and the approved supports and services from the support and spending
plan. They will send monthly statements to participants and their parent/legal guardian .
on a monthly basis to inform them on the status of expenditures, The support broker B
- | will assist the family to review these statements to assure spendmg is on track, -
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(Describe the State's quality improvement strategy in the tables belaw).

Quality improvement Strategy

Discovery Activities Remedintion
Requirement Discovery Discovery Maonitoring Remediation
Evidence Activity (Source | Responsibilities | Frequency | Responsibilities | Frequency
{Performance of Data & {agency or entity (Who carrects, of Analysis
Measures) Sample size) that condcts analyzes,and and
discovery aggregates Aggregation
activities) remediation
aciivities;
required
timefrapies for
remediation)
Service plans | 1. Patticipanss. Departmesit'of Arnmially Department of - Annually
address report Healthand | = - Health and Wcifare ‘ :
satisfaction with Waltare: .
assessed needs | their ST
s articipation in” B
of 1?1,5{1) smvaucs within
participants, thieir LT
are updated D;’gmmmf:, 3 MRS Am S NS UL SR . s
annually, and | % erviceplans Depactmentof . ¢ Anpually | Deparmmentof. | Annually
¥ are revicwied and Healthand - |- Hedlth gnd Welfare | ©
document - approved priot to Welfare - aa e
choice of :g: piiration of AR ' '
. participant’s
SéI‘Vl,OBS and jwrrentplmof . SRR e :
providers. setvies, : L _
“3. Participants Dapartmenmf © | Anmialy | Departmem of ‘ I
report thcir .| Health: and - Health and- W"clfam
comments, ] . ;We]fam s :
qm:stxons and i L5
idchs wore. [ :
.spliclt:dcar{d — e e .
enconraged . :
during the. ~ A
‘person-centered ’
‘planning. o
4, Participants, -CQmPﬁance ishased Departmentof = | Apnwally | Department of Annually
report they make | on weighicdmessuee | Health and o Health and Welfire Lo
chofces about - | of serles of PES Welare ‘ — -
thefreveryddy . | quéstions, Anmoal e
Tifé., © | PESwillbe -
sompleied :
. mpmsenmuwsaumle
with g€ 5%, -
coniidence lnte.rvaL
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5. Participants | Parlicipant Departmentof . | Annually Department of Annually
reportthey - | Experlence Survey | Heplthand . - Sl Health: and Welfare C
received support .| (PES)willbe =° | welfare . S

to learn | completed annually

someihing new on & representafive
inthe past year, . | sample witha+/-5% | .

Caoh | contidence Inferval, | CE0 o LT I B
iy Department of . 21 . : Department of . T

Health and Welfare

“of theif receipt.
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when sclecting -
sepvice .o, -

sonfidence Intervel. -

1L, Numberand | Participant Department of Annually Depariment of Annually
percent of Experience Survey Health and - Health and Welfare
participantis {PES) will be Welfare . . AR
report they were , | comploied angually S L o i
given a choice Qn B represtntative ;
sample with 8 +/- 5%

Participant ...

LDepartment of -

Providers meet
required
qualifications.
‘provider
Téqiirements
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The SMA
retains
authority and
respongsibility
for program
operations and
oversight.

3, Number and
percent of
deficiencies

contractor s -
identified by the

Department

System Data is used
to verify that 100%
of all contractunl
obligations are

corrected by the . e

cotitract mofitor -

IAP Cantractor

Department of
Health and Welfare

Ongoing and
Quarterly

Quarterly

The SMA
maintains
financial
accountability
through
payment of
claims for
services that
are authorized
and furnished
to 1915(7)
participants by
qualified
providers.

: Syst::m Datais used .-

verify that 100%

“Department of
“Health and

The State
identifies,
addresses and
seeks to
prevent
incidents of
abuse, neglect,
and
exploitation,
including the
use of
restraints.
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3. Numberand | Participant Depariment of Annually Department of Annually
percent of Experience Survey Health and Health and Welfare
participants who | (PES) will be Welfure o
reporied that they | compleied annually

are free from
abuse, neglect
and exploitation.

on & repmsentative
sample with a +- 5%
confidence Interval,

4. Number of
participants
reviewed that.

Department,of ;
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System Improvement:

{Describe process for systems improvement as a resuit of aggregated discovery and remediation activities.)

Methods for Analyzing | Roles Responsibilities Frequency Method for
Data and Prioritizing Evaluating
Need for System Effectiveness of
Improvement System
Changes

0 Regional complaints sud -
incident reports are
tigated

-0 PES results are gathered;

Guality

Management Staff -

“This is a group of staff across seven
Tegions of Idaho, with knowledge of -

.Ongoing - .;

*: Datais gathicred
.. and submitted to
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Methods and Standards for Establishing Payment Rates

1. Services Provided Under Section 1915(j) of the Social Security Aet. For each optional service, describe
fhe methods and standards used to set the. associated payment rate. (Check each that applies, and describe
methods and standards to set rates).

O HCBS Case Management
O HCBS Homemaker
(] HCBS Home Health Aide
u| HCBS Personal Care
O | HCBS Adult Day Health
X | HCBS Habilitation_
© 7o Refer to attachment 4.19:B -
X | HCBS Respite Care
o Refer to attachment 4. 19—]3 o N
For Individuals with Chronic Mentai Iliness the following services:
o HCBS Day Treatment or Other Partial Hospitalization Services
|| HCBS Psychosomal Kehamlltanon
O " HCBS Clinic Services (whether or not fumished in a facility for CMI)
Other Services:
" s Famﬂy Educatlon
Refer to aitachment 4,
Financial Management Services
‘Refer to attachiment 4.19-B.-
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31, 1915(i) State Plan HCBS — Children with Developmental Disabilities

Methods and Standards for Establishing Payment Rates

1. Services Provided Under Section 1915(i) of the Social Security Act, For each optional service, deseribe
the methods and standards used to set the associated payment rate. (Check each that applies, and describe
methods and standards to set rates):

O

HCBS Case Management

[

HCBS Homemaker

HCBS Home Health Aide

HCRBS Personal Care

HCBS Adult Day Health

HCBS Habilitation

Individual and Group - The reimbursement methodology adds many cost components
together to arrive at a 15 min unit rate for the Habilitative Supports Individual and
Group, we use the (BLS) mean wage (Idaho) for all others (BLS code 31-1011) which
uses reasonable payroll rate studies. Then, this hourly wage is inflated by using (GI)
index. In SFY 2010 (2 months) it was .5% and SFY 2011 it is .8%. Using the Survey
results we use direct care staff multipliers for employer related, program related, and
general & administrative percentages. These multipliers are decreased to accommodate
the average payroll rate currently paid for these services along with the BLS cost for
employer related payroll expenses. Lastly, we add costs for paid leave time for direct
care staff based on BLS (MWD) report. '

The dollar figure arriving from the calculations is divided by the ratio provided. The
hourly rate then is brought into a quarterly unit rate, or the target rate. The final unit

rate is 85.5% of the target rate. We are using the most current DD/MH rates dictated
by Idaho code 56-118 and used to calculate the 85.5% adjusted target rate.

HCBS Respite Care

Individual and Group - The reimbursément methodology adds many cost components
together to arrive at a 15 min unit rate for the Respite Individual and Group, we use the
Bureau of Labor statistics (BLS) mean wage (Idaho) for all others (BLS code 39-9099)
which uses reasonable payroll rate studies. Then, this hourly wage is inflated by using
Global Insights Mountain States Market Basket (GI) inflation index. In SFY 2010 (2
months) it was .5% and SFY 2011 it is .8%. Using the Survey results we use direct
care staff multipliers for employer related, program related, and general &
administrative percentages. These multipliers are decreased to accommodate the
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average payroll rate currently paid for these services along with the BLS cost for employer
related payroll expenses. Lastly, we add costs for paid leave time for direct care staff based
on BLS Mountain West Division’s (MWD) report.

The dollar figure arriving from the calculations is divided by the ratio provided. The hourly
rate then is brought into a quarterly unit rate, or the target rate. The final unit rate for Respite
Individual is 77% of the target rate. The final unit rate for Respite group is 100% of the
target rate, We are using the most current DD/MH rates dictated by Idaho code 56-118 and
used to calculate the 77% and the 100% respectfully for the adjusted target rate.

For Individuals with Chronic Mental Hiness, the following services:

a

HCBS Day Treatment or Other Partial Hospitalization Services

W

HCBS Psychosocial Rehabilitation

O

HCBS Clinic Services (whether or not furnished in a facility for CMI)

Other Services:

X

Family Education

The reimbursement methodology adds many cost components together to arrive ata 15
min unit rate for Family Education Individual and Group, we use the (BLS) mean wage
(Idaho) for all others (BLS code 29-1129) which uses reasonable payroll rate studies.
Then, this hourly wage is inflated by using ((i1) index. In SFY 2010 (2 months) it was
.5% and SFY 2011 it is .8%, Using the Survey results we use direct care staff
multipliers for employer related, program related, and general & administrative
percentages, These multipliers are decreased to accommodate the average payroll rate
currently paid for these services along with the BLS cost for employer related payroll
expenses. Lastly, we add costs for paid leave time for direct care staff based on BLS

. (MWD) report,

The dollar figure amvmg from the calculations is divided by the ratio provided. The
hour],y rate then is brought into a quarterly unit rate, or the target rate. The final unit
rate is 76.6% of the target rate. We are using the most current DD/MH rates dictated by
Idaho code 56-118 and used to calculate the 76.6% adjusted target rate.

Supports for Participant Direction:

X

Commumty Support Services

The partlcrpant and parent/legal guardian negotiates the rate with community support
staff, ensuring the rates negotiated do not exceed the prevailing market rate.
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Support Broker

inancial Management Services
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