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COMMONWEALTH of VIRGINIA
Office of the Attorney General 202 Nosth 9th Street
Richmond, Virginia 23219
804-786-2071
FAX 804-786-1991
Mark R. Herring Virginia Re;ggg;ﬁ;;g

Attorney General

TO: EMILY MCCELLAN
Regulatory Supervisor
Virginia Department of Medical Assistance Services

FROM: MICHELLE A. L'HOMMEDIE
Assistant Attorney General ¢

DATE: October 6, 2017

SUBJECT: Proposed Regulations — No Coverage of Overtime Hours for Consumer-
Directed Personal Assistance, Respite, and Companion Services (4634/7918)

I am in receipt of the attached regulations to make amend the current regulations to
prohibit overtime hours for consumer-directed personal assistance, respite, and companion
services. You have asked the Office of the Attorney General to review and determine if the
Department of Medical Assistance Services (“DMAS™) has the legal authority to promulgate these
regulations and if they comport with state and federal law.

I have reviewed these proposed regulations. These regulations enact the prohibition of
overtime hours for consumer-directed personal assistance, respite, and companion services adopted
by the General Assembly. 2017 Acts of the Assembly, Ch. 836, ltem 306, PPPP.

Based on that review, it is this Office’s view that the Director, acting on behalf of the Board
of Medical Assistance Services under Virginia Code §§ 32.1-324 and -325, has the authority to
promulgate these regulations, subject to compliance with the provisions of Article 2 of the
Administrative Process Act, and has not exceeded that authority.

These regulations will amend the State Plan and waiver programs, making approval from
the Centers for Medicare and Medicaid necessary. It is my understanding DMAS is in the process

of obtaining the necessary approvals for these amendments. If you have any questions or need
additional information about these regulations, please contact me at 786-6005.

cc: Kim F. Piner, Esq.
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Project 4749 - Proposed

DEPARTMENT OF MEDICAL ASSISTANCE SERVICES

No Coverage of Overtime Hours for CD Personal Assistance, Respite, and Companion

Services

12VAC30-50-130. Nursing facility services, EPSDT, including school health services and
family planning.
A. Nursing facility services (other than services in an institution for mental diseases) for

individuals 21 years of age or older. Service must be ordered or prescribed and directed or

performed within the scope of a license of the practitioner of the healing arts.

B. Early and periodic screening and diagnosis of individuals under 21 years of age, and

treatment of conditions found.

1. Payment of medical assistance services shall be made on behalf of individuals under
21 years of age, who are Medicaid eligible, for medically necessary stays in acute care
facilities, and the accompanying attendant physician care, in excess of 21 days per
admission when such services are rendered for the purpose of diagnosis and treatment

of health conditions identified through a physical examination.

2. Routine physicals and immunizations (except as provided through EPSDT) are not
covered except that well-child examinations in a private physician's office are covered for
foster children of the local social services departments on specific referral from those
departments.

3. Orthoptics services shall only be reimbursed if medically necessary to correct a visual
defect identified by an EPSDT examination or evaluation. The department shall place

appropriate utilization controls upon this service.
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4. Consistent with the Omnibus Budget Reconciliation Act of 1989 § 6403, early and
periodic screening, diagnostic, and treatment services means the following services:
screening services, vision services, dental services, hearing services, and such other
necessary health care, diagnostic ser\;ices, treatment, and other measures described in
Social Security Act § 1905(a) to correct or ameliorate defects and physical and mental
ilnesses and conditions discovered by the screening services and which are medically
necessary, whether or not such services are covered under the State Plan and
notwithstanding the limitations, applicable to recipients ages 21 and over, provided for by

§ 1905(a) of the Social Security Act.

5. Community mental health services. These services in order to be covered (i) shall
meet medical necessity criteria based upon diagnoses made by LMHPs who are
practicing within the scope of their licenses and (ii) are reflected in provider records and
on providers' claims for services by recognized diagnosis codes that support and are

consistent with the requested professional services.

a. Definitions. The following words and terms when used in this section shall have

the following meanings unless the context clearly indicates otherwise:

"Activities of daily living" means personal care activites and includes bathing,

dressing, transferring, toileting, feeding, and eating.

"Adolescent or child" means the individual receiving the services described in this
section. For the purpose of the use of these terms, adolescent means an individual

12-20 years of age; a child means an individual from birth up to 12 years of age.

"Behavioral health services administrator” or "BHSA" means an entity that manages

or directs a behavioral health benefits program under contract with DMAS.
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"Care coordination” means collaboration and sharing of information among health

care providers, who are involved with an individual's health care, to improve the care.

"Certified prescreener” means an employee of the local community services board or
behavioral health authority, or its designee, who is skilled in the assessment and
treatment of mental illness and has completed a certification program approved by

the Department of Behavioral Health and Developmental Services.

"Clinical experience” means providing direct behavioral health services on a full-time
basis or equivalent hours of part-time work to children and adolescents who have
diagnoses of mental iliness and includes supervised internships, supervised
practicums, and supervised field experience for the purpose of Medicaid
reimbursement of (i) intensive in-home services, (ii) day treatment for children and
adolescents, (i) community-based residential services for children and adolescents
who are younger than 21 years of age (Level A), or (iv) therapeutic behavioral
services (Level B). Experience shall not include unsupervised internships,
unsupervised practicums, and unsupervised field experience. The equivalency of
part-time hours to full-time hours for the purpose of this requirement shall be as
established by DBHDS in the document entitled Human Services and Related Fields

Approved Degrees/Experience, issued March 12, 2013, revised May 3, 2013.
"DBHDS" means the Department of Behavioral Health and Developmental Services.

"DMAS" means the Department of Medical Assistance Services and its contractor or

contractors.

"EPSDT" means early and periodic screening, diagnosis, and treatment.
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"Human services field" means the same as the term is defined by DBHDS in the
document entited Human  Services and Related Fields Approved

Degrees/Experience, issued March 12, 2013, revised May 3, 2013.

"Individual service plan" or "ISP" means the same as the term is defined in

12VAC30-50-226.

"Licensed mental health professional” or "LMHP" means a licensed physician,
licensed clinical psychologist, licensed psychiatric nurse practitioner, licensed
professional counselor, licensed clinical social worker, licensed substance abuse
treatment practitioner, licensed marriage and family therapist, or certified psychiatric

clinical nurse specialist.

"LMHP-resident” or "LMHP-R" means the same as "resident” as defined in (i)
18VAC115-20-10 for licensed professional counselors; (i) 18VAC115-50-10 for
licensed marriage and family therapists; or (iiiy 18VAC115-60-10 for licensed
substance abuse treatment practitioners. An LMHP-resident shall be in continuous
compliance with the regulatory requirements of the applicable counseling profession
for supervised practice and shall not perform the functions of the LMHP-R or be
considered a "resident”" until the supervision for specific clinical duties at a specific
site has been preapproved in writing by the Virginia Board of Counseling. For
purposes of Medicaid reimbursement to their supervisors for services provided by
such residents, they shall use the title "Resident" in connection with the applicable

profession after their signatures to indicate such status.

"L MHP-resident in psychology" or "LMHP-RP" means the same as an individual in a
residency, as that term is defined in 18VAC125-20-10, program for clinical
psychologists. An LMHP-resident in psychology shall be in continuous compliance
with the regulatory requirements for supervised experience as found in 18VAC125-
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20-65 and shall not perform the functions of the LMHP-RP or be considered a
"resident” until the supervision for specific clinical duties at a specific site has been
preapproved in writing by the Virginia Board of Psychology. For purposes of
Medicaid reimbursement by supervisors for services provided by such residents,

they shall use the title "Resident in Psychology" after their signatures to indicate such

status.

"L MHP-supervisee in social work," "LMHP-supervisee," or "LMHP-S" means the
same as "supervisee" as defined in 18VAC140-20-10 for licensed clinical social
workers. An LMHP-supervisee in social work shall be in continuous compliance with
the regulatory requirements for supervised practice as found in 18VAC140-20-50
and shall not perform the functions of the LMHP-S or be considered a "supervisee”
until the supervision for specific clinical duties at a specific site is preapproved in
writing by the Virginia Board of Social Work. For purposes of Medicaid
reimbursement to their supervisors for services provided by supervisees, these

persons shall use the title "Supervisee in Social Work" after their signatures to

indicate such status.

"Progress notes" means individual-specific documentation that contains the unique
differences particular to the individual's circumstances, treatment, and progress that
is aléo signed and contemporaneously dated by the provider's professional staff who
have prepared the notes. Individualized and member-specific progress notes are part
of the minimum documentation requirements and shall convey the individual's status,
staff interventions, and, as appropriate, the individual's progress, or lack of progress,
toward goals and objectives in the ISP. The progress notes shall also include, at a
minimum, the name of the service rendered, the date of the service rendered, the

signature and credentials of the person who rendered the service, the setting in
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which the service was rendered, and the amount of time or units/hours required to
deliver the service. The content of each progress note shall corroborate the

time/units billed. Progress notes shall be documented for each service that is billed.

"Psychoeducation” means (i) a specific form of education aimed at helping
individuals who have mental illness and their family members or caregivers to access
clear and concise information about mental illness and (ii) a way of accessing and
learning strategies to deal with mental illness and its effects in order to design

effective treatment plans and strategies.

"Psychoeducational activities" means systematic interventions based on supportive
and cognitive behavior therapy that emphasizes an individual's and his family's
needs and focuses on increasing the individual's and family's knowledge about
mental disorders, adjusting to mental iliness, communicating and facilitating problem

solving and increasing coping skills.

"Qualified mental health professional-child" or "QMHP-C" means the same as the

term is defined in 12VAC35-105-20.

"Qualified mental health professional-eligible” or "QMHP-E" means the same as the
term is defined in 12VAC35-105-20 and consistent with the requirements of

12VAC35-105-590.

"Qualified paraprofessional in mental health" or "QPPMH" means the same as the
term is defined in 12VAC35-105-20 and consistent with the requirements of

12VAC35-105-1370.

"Service-specific provider intake" means the face-to-face interaction in which the
provider obtains information from the child or adolescent, and parent or other family

member or members, as appropriate, about the child's or adolescent's mental health
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status. It includes documented history of the severity, intensity, and duration of
mental health care problems and issues and shall contain all of the following
elements: (i) the presenting issuefreason for referral, (i) mental health
history/hospitalizations, (iii) previous interventions by providers and timeframes and
response to treatment, (iv) medical profile, (v) developmental history including history
of abuse, if appropriate, (vi) educational/vocational status, (vii) current living situation
and family history and relationships, (viii) legal status, (ix) drug and alcohol profile,
(x) resources and strengths, (xi) mental status exam and profile, (xii) diagnosis, (Xiii)
professional summary and clinical formulation, (xiv) recommended care and
treatment goals, and (xv) the dated signature of the LMHP, LMHP-supervisee,

LMHP-resident, or LMHP-RP.

"Services provided under arrangement” means the same as defined in 12VAC30-

130-850.

b. Intensive in-home services (lIH) to children and adolescents under age 21 shall be
time-limited interventions provided in the individual's residence and when clinically
necessary in community settings. All interventions and the settings of the intervention
shall be defined in the Individual Service Plan. All lIH services shall be designed to
specifically improve family dynamics, provide modeling, and the clinically necessary
interventions that increase functional’and therapeutic interpersonal relations between
family members in the home. IIH services are designed to promote
psychoeducational benefits in the home setting of an individual who is at risk of being
moved into an out-of-home placement or who is being transitioned to home from an
out-of-home placement due to a documented medical need of the individual. These
services provide crisis treatment; individual and family counseling; communication

skills (e.g., counseling to assist the individual and his parents or guardians, as
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appropriate, to understand and practice appropriate problem solving, anger
management, and interpersonal interaction, etc.); care coordination with other

required services; and 24-hour emergency response.

(1) These services shall be limited annually to 26 weeks. Service authorization shall
be required for Medicaid reimbursement prior to the onset of services. Services

rendered before the date of authorization shall not be reimbursed.

(2) Service authorization shall be required for services to continue beyond the initial

26 weeks.

(3) Service-specific provider intakes shall be required at the onset of services and
ISPs shall be required during the entire duration of services. Services based upon
incomplete, missing, or outdated service-specific provider intakes or ISPs shall be
denied reimbursement. Requirements for service-specific provider intakes and ISPs

are set out in this section.

(4) These services may only be rendered by an LMHP, LMHP-supervisee, LMHP-

resident, LMHP-RP, a QMHP-C, or a QMHP-E.

c. Therapeutic day treatment (TDT) shall be provided two or more hours per day in
order to provide therapeutic interventions. Day treatment programs, limited annually
to 780 units, provide evaluation; medication education and management;
opportunities to learn and use daily living skills and to enhance social and
interpersonal  skills  (e.g., problem solving, anger management, community
responsibility, increased impulse control, and appropriate peer relations, etc.); and

individual, group and family counseling.

(1) Service authorization shall be required for Medicaid reimbursement.
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(2) Service-specific provider intakes shall be required at the onset of services and
ISPs shall be required during the entire duration of services. Services based upon
incomplete, missing, or outdated service-specific provider intakes or ISPs shall be
denied reimbursement. Requirements for service-specific provider intakes and ISPs

are set out in this section.

(3) These services may be rendered only by an LMHP, LMHP-supervisee, LMHP-

resident, LMHP-RP, a QVHP-C, or a QMHP-E.

d. Community-based services for children and adolescents under 21 years of age

(Level A) pursuant to 42 CFR 440.031(d).

(1) Such services shall be a combination of therapeutic services rendered in a
residential setting. The residential services will provide structure for daily activities,
psychoeducation, therapeutic supervision, care coordination, and psychiatric
treatment to ensure the attainment of therapeutic mental health goals as identified in
the individual service plan (plan of care). Individuals qualifying for this service must
demonstrate medical necessity for the service arising from a condition due to mental,
behavioral or emotional ililness that results in significant functional impairments in
major life activities in the home, school, at work, or in the community. The service
must reasonably be expected to improve the child's condition or prevent regression
so that the services will no longer be needed. The application of a national
standardized set of medical necessity criteria in use in the industry, such as
McKesson InterQual® Criteria or an equivalent standard authorized in advance by

DMAS, shall be required for this service.

(2) In addition to the residential services, the child must receive, at least weekly,
individual psychotherapy that is provided by an LMHP, LMHP-supervisee, LMHP-
resident, or LMHP-RP.
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(3) Individuals shall be discharged from this service when other less intensive

services may achieve stabilization.

(4) Authorization shall be required for Medicaid reimbursement. Services that were

rendered before the date of service authorization shall not be reimbursed.

(5) Room and board costs shall not be reimbursed. DMAS shall reimburse only for

services provided in facilities or programs with no more than 16 beds.

(6) These residential providers must be licensed by the Department of Social
Services, Department of Juvenile Justice, or Department of Behavioral Health and
Developmental Services under the Standards for Licensed Children's Residential
Facilities (22VAC40-151), Regulation Governing Juvenile Group Homes and Halfway
Houses (6VAC35-41), or Regulations for Children's Residential Facilities (12VAC35-

46).

(7) Daily progress notes shall document a minimum of seven psychoeducational
activities per week. Psychoeducational programming must include, but is not limited
to, developme‘nt or maintenance of daily living skills, anger management, social
skills, family living skills, communication skills, stress management, and any care

coordination activities.

(8) The facility/group home must coordinate services with other providers. Such care
coordination shall be documented in the individual's medical record. The
documentation shall include who was contacted, when the contact occurred, and

what information was transmitted.

(9) Service-specific provider intakes shall be required at the onset of services and
ISPs shall be required during the entire duration of services. Services based upon

incomplete, missing, or outdated service-specific provider intakes or ISPs shall be
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denied reimbursement. Requirements for intakes and I1SPs are set out in 12VAC30-

60-61.

(10) These services may only be rendered by an LMHP, LMHP-supervisee, LMHP-

resident, LMHP-RP, a QMHP-C, a QMHP-E, or a QPPMH.
e. Therapeutic behavioral services (Level B) pursuant to 42 CFR 440.130(d).

(1) Such services must be therapeutic services rendered in a residential setting that
provide structure for daily activities, psychoeducation, therapeutic supervision, care
coordination, and psychiatric treatment to ensure the attainment of therapeutic
mental health goals as identified in the individual service plan (plan of care).
Individuals qualifying for this service must demonstrate medical necessity for the
service arising from a condition due to mental, behavioral or emotional iliness that
results in significant functional impairments in major life activities in the home,
school, at work, or in the community. The service must reasonably be expected to
improve the child’s condition or prevent regression so that the services will no longer
be needed. The application of a national standardized set of medical necessity
criteria in use in the industry, such as McKesson InterQual® Criteria, or an equivalent

standard authorized in advance by DMAS shall be required for this service.

(2) Authorization is required for Medicaid reimbursement. Services that are rendered

before the date of service authorization shall not be reimbursed.

(3) Room and board costs shall not be reimbursed. Facilities that only provide
independent living services are not reimbursed. DMAS shall reimburse only for

services provided in facilities or programs with no more than 16 beds.
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(4) These residential providers must be licensed by the Department of Behavioral
Health and Developmental Services (DBHDS) under the Regulations for Children’s

Residential Facilities (12VAC35-46).

(5) Daily progress notes shall document that a minimum of seven psychoeducational
activities per week occurs. Psychoeducational programming must include, but is not
limited to, development or maintenance of daily living skills, anger management,
social skills, family living skills, communication skills, and stress management. This

service may be provided in a program setting or a community-based group home.

(6) The individual must receive, at least weekly, individual psychotherapy and, at

least weekly, group psychotherapy that is provided as part of the program.

(7) Individuals shall be discharged from this service when other less intensive

services may achieve stabilization.

(8) Service-specific provider intakes shall be required at the onset of services and
ISPs shall be required during the entire duration of services. Services that are based
upon incomplete, missing, or outdated service-specific provider intakes or ISPs shall

be denied reimbursement. Requirements for intakes and ISPs are set out in

12VAC30-60-61.

(9) These services may only be rendered by an LMHP, LMHP-supervisee, LMHP-

resident, LMHP-RP, a QUHP-C, a QMHP-E, or a QPPMH.

(10) The facility/group home shall coordinate necessary services with other
providers. Documentation of this care coordination shall be maintained by the
facility/group home in the individual's record. The documentation shall include who

was contacted, when the contact occurred, and what information was transmitted.
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6. Inpatient psychiatric services shall be covered for individuals younger than age 21 for
medically necessary stays in inpatient psychiatric faciliies described in 42 CFR
440.160(b)(1) and (b)(2) for the purpose of diagnosis and treatment of mental heaith and
behavioral disorders identified under EPSDT when such services are rendered by (i) a
psychiatric hospital or an inpatient psychiatric program in a hospital accredited by the
Joint Commission on Accreditation of Healthcare Organizations or (i) a psychiatric
facility that is accredited by the Joint Commission on Accreditation of Healthcare
Organizations or the Commission on Accreditation of Rehabilitation Facilities. Inpatient
psychiatric hospital admissions at general acute care hospitals and freestanding
psychiatric hospitals shall also be subject to the requirements of 12VAC30-50-100,
12VAC30-50-105, and 12VAC30-60-25. Inpatient psychiatric admissions to residential
treatment facilities shall also be subject to the requirements of Part XIV (12VAC30-130-

850 et seq.) of 12VAC30-130.

a. The inpatient psychiatric services benefit for individuals younger than 21 years of
age shall include services defined at 42 CFR 440.160 that are provided under the
direction of a physician pursuant to a certification of medical necessity and plan of
care developed by an interdisciplinary team of professionals and shall involve active
treatment designed to achieve the child's discharge from inpatient status at the
earliest possible time. The inpatient psychiatric services benefit shall include services
provided under arrangement furnished by Medicaid enrolled providers other than the
inpatient psychiatric facility, as long as the inpatient psychiatric facility (i) arranges for
and oversees the provision of all services, (i) maintains all medical records of care
furnished to the individual, and (i) ensures that the services are furnished under the
direction of a physician. Services provided under arrangement shall be documented

by a written referral from the inpatient psychiatric facility. For purposes of pharmacy
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services, a prescription ordered by an employee or contractor of the facility who is

licensed to prescribe drugs shall be considered the referral.

b. Eligible services provided under arrangement with the inpatient psychiatric facility
shall vary by provider type as described in this subsection. For purposes of this

section, emergency services means the same as is set out in 12VAC30-50-310 B.

(1) State freestanding psychiatric hospitals shall arrange for, maintain records of, and
ensure that physicians order these services: (i) pharmacy services and (ii)

emergency Services.

(2) Private freestanding psychiatric hospitals shall arrange for, maintain records of,
and ensure that physicians order these services: (i) medical and psychological
services including those furnished by physicians, licensed mental health
professionals, and other licensed or certified health professionals (i.e., nutritionists,
podiatrists, respiratory therapists, and substance abuse treatment practitioners); (ii)
outpatient hospital services; (iii) physical therapy, occupational therapy, and therapy
for individuals with speech, hearing, or language disorders; (iv) laboratory and
radiology services; (v) vision services; (vi) dental, oral surgery, and orthodontic

services; (vii) transportation services; and (viii) emergency services.

(3) Residential treatment facilities, as defined at 42 CFR 483.352, shall arrange for,
maintain records of, and ensure that physicians order these services: (i) medical and
psychological services, including those furnished by physicians, licensed mental
health professionals, and other licensed or certified health professionals (i.e.,
nutritionists, podiatrists, respiratory therapists, and substance abuse treatment
practitioners); (i) pharmacy services; (iii) outpatient hospital services; (iv) physical
therapy, occupational therapy, and therapy for individuals with speech, hearing, or
language disorders; (V) laboratory and radiology services; (vi) durable medical
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equipment; (vii) vision services; (vii) dental, oral surgery, and orthodontic services;

(ix) transportation services; and (x) emergency services.

c. Inpatient psychiatric services are reimbursable only when the treatment program is
fully in compliance with (i) 42 CFR Part 441 Subpart D, specifically 42 CFR
441.151(a) and (b) and 441.152 through 441.156, and (ii) the conditions of
participation in 42 CFR Part 483 Subpart G. Each admission must be preauthorized

and the treatment must meet DMAS requirements for clinical necessity.

d. Service limits may be exceeded based on medical necessity for individuals eligible

for EPSDT.

7. Hearing aids shall be reimbursed for individuals younger than 21 years of age
according to medical necessity when provided by practitioners licensed to engage in the

practice of fitting or dealing in hearing aids under the Code of Virginia.

8. Addiction and recovery treatment services shall be covered under EPSDT consistent

with 12VAC30-130-5000 et seq.

9. Consumer-directed service hours that would be reimbursed as overtime under either

federal or state law shall not be worked and shall not be reimbursed by DMAS.

C. School health services.
1. School health assistant services are repealed effective July 1, 2006.

2. School divisions may provide routine well-child screening services under the State
Plan. Diagnostic and treatment services that are otherwise covered under early and
periodic screening, diagnosis and treatment services, shall not be covered for school

divisions. School divisions to receive reimbursement for the screenings shall be enrolled

with DMAS as clinic providers.
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a. Children enrolled in managed care organizations shall receive screenings from
those organizations. School divisions shall not receive reimbursement for screenings

from DMAS for these children.

b. School-based services are listed in a recipient's individualized education program
(IEP) and covered under one or more of the service categories described in §
1905(a) of the Social Security Act. These services are necessary to correct or

ameliorate defects of physical or mental illnesses or conditions.

3. Service providers shall be licensed under the applicable state practice act or
comparable licensing criteria by the Virginia Department of Education and shall meet
applicable qualifications under 42 CFR Part 440. Identification of defects, illnesses or
conditions and services necessary to correct or ameliorate them shall be performed by
practitioners qualified to make those determinations within their licensed scope of

practice, either as a member of the IEP team or by a qualified practitioner outside the

IEP team.

a. Service providers shall be employed by the school division or under contract to the

school division.

b. Supervision of services by providers recognized in subdivision 4 of this subsection
shall occur as allowed under federal regulations and consistent with Virginia law,

regulations, and DMAS provider manuals.

c. The services described in subdivision 4 of this subsection shall be delivered by

school providers, but may also be available in the community from other providers.

d. Services in this subsection are subject to utilization control as provided under 42

CFR Parts 455 and 456.
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e. The IEP shall determine whether or not the services described in subdivision 4 of
this subsection are medically necessary and that the treatment prescribed is in
accordance with standards of medical practice. Medical necessity is defined as
services ordered by IEP providers. The |EP providers are qualified Medicaid
providers to make the medical necessity determination in accordance with their

scope of practice. The services must be described as to the amount, duration and

scope.
4. Covered services include:

a. Physical therapy, occupational therapy and services for individuals with speech,
hearing, and language disorders, performed by, or under the direction of, providers
who meet the qualifications set forth at 42 CFR 440.110. This coverage includes

audiology services.

b. Skilled nursing services are covered under 42 CFR 440.60. These services are to
be rendered in accordance to the licensing standards and criteria of the Virginia
Board of Nursing. Nursing services are to be provided by licensed registered nurses
or licensed practical nurses but may be delegated by licensed registered nurses in
accordance with the regulations of the Virginia Board of Nursing, especially the
section ondelegation of nursing tasks and procedures. The licensed practical nurse

is under the supervision of a registered nurse.

(1) The coverage of skilled nursing services shall be of a level of complexity and
sophistication (based on assessment, planning, implementation and evaluation) that
is consistent with skilled nursing services when performed by a licensed registered
nurse or a licensed practical nurse. These skilled nursing services shall include, but
not necessarily be limited to dressing changes, maintaining patent airways,
medication administration/monitoring and urinary catheterizations.
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(2) Skilled nursing services shall be directly and specifically related to an active,
written plan of care developed by a registered nurse that is based on a written order
from a physician, physician assistant or nurse practitioner for skilled nursing

services. This order shall be recertified on an annuai basis.

c. Psychiatric and psychological services performed by licensed practitioners within
the scope of practice are defined under state Iaw‘or regulations and covered as
physicians' services under 42 CFR 440.50 or medical or other remedial care under
42 CFR 440.60. These outpatient services include individual medical psychotherapy,
group medical psychotherapy coverage, and family medical psychotherapy.
Psychological and neuropsychological testing are allowed when done for purposes
other than educational diagnosis, school admission, evaluation of an individual with
intellectual disability prior to admission to a nursing facility, or any placement issue.
These services are covered in the nonschool settings also. School providers who
may render these services when licensed by the state include psychiatrists, licensed
clinical psychologists, school psychologists, licensed clinical social workers,
professional counselors, psychiatric clinical nurse specialists, marriage and family

therapists, and school social workers.

d. Personal care services are covered under 42 CFR 440.167 and performed by
persons qualified under this subsection. The personal care assistant is supervised by
a DMAS recognized school-based health professional who is acting within the scope
of licensure. This practitioner develops a written plan for meeting the needs of the
child, which is implemented by the assistant. The assistant must have qualifications
comparable to those for other personal care aides recognized by the Virginia
Department of Medical Assistance Services. The assistant performs services such

as assisting with toileting, ambulation, and eating. The assistant may serve as an
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aide on a specially adapted school vehicle that enables transportation to or from the
school or school contracted provider on days when the student is receiving a
Medicaid-covered service under the IEP. Children requiring an aide during

transportation on a specially adapted vehicle shall have this stated in the IEP.

e. Medical evaluation services are covered as physicians' services under 42 CFR
440.50 or as medical or other remedial care under 42 CFR 440.60. Persons
performing these services shall be licensed physicians, physician assistants, or
nurse practitioners. These practitioners shall identify the nature or extent of a child's

medical or other health related condition.

f. Transportation is covered as allowed under 42 CFR 431.53 and described at State
Plan Attachment 3.1-D (12VAC30-50-530). Transportation shall be rendered only by
school division personnel or contractors. Transportation is covered for a child who
requires transportation on a specially adapted school vehicle that enables
transportation to or from the school or school contracted provider on days when the
student is receiving a Medicaid-covered service under the IEP. Transportation shall
be listed in the child's |EP. Children requiring an aide during transportation on a

specially adapted vehicle shall have this stated in the IEP.

g. Assessments are covered as necessary to assess Or reassess the need for
medical services in a child's IEP and shall be performed by any of the above
licensed practitioners within the scope of practice. Assessments and reassessments

not tied to medical needs of the child shall not be covered.

5. DMAS will ensure through quality management review that duplication of services will

be monitored. School divisions have a responsibility to ensure that if a child is receiving

additional therapy outside of the school, that there will be coordination of services to

avoid duplication of service.
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D. Family planning services and supplies for individuals of child-bearing age.

1. Service must be ordered or prescribed and directed or performed within the scope of

the license of a practitioner of the healing arts.

2. Family planning services shall be defined as those services that delay or prevent
pregnancy. Coverage of such services shall not include services to treat infertility or
services to promote fertility. Family planning services shall not cover payment for
abortion services and no funds shall be used to perform, assist, encourage, or make

direct referrals for abortions.

3. Family planning services as established by § 1905(a)(4)(C) of the Social Security Act
include annual family planning exams; cervical cancer screening for women; sexually
transmitted infection (STI) testing; lab services for family planning and STI testing; family
planning education, counseling, and preconception health; sterilization procedures;
nonemergency transportation to a family planning service; and U.S. Food and Drug
Administration approved prescription and over-the-counter contraceptives, subject to

limits in 12VAC30-50-210.
12VAC30-120-924. Covered services; limits on covered services.

A. Covered services in the EDCD Waiver shall include: adult day health care, personal care
(both consumer-directed and agency-directed), respite services (both consumer-directed and
agency-directed), PERS, PERS medication monitoring, limited assistive technology, limited

environmental modifications, transition coordination, and transition services.

1 The services covered in this waiver shall be appropriate and medically necessary to
maintain the individual in the community in order to prevent institutionalization and shall

be cost effective in the aggregate as compared to the alternative NF placement.
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2 EDCD services shall not be authorized if another entity is required to provide the

services (e.g., schools, insurance). Waiver services shall not duplicate services available

through other programs or funding streams.

3. Assistive technology and environmental modification services shall be available only
to those EDCD Waiver individuals who are also participants in the Money Follows the

Person (MFP) demonstration program pursuant to Part XX (12VAC30-120-2000 et seq.).

4. An individual receiving EDCD Waiver services who is also getting hospice care may
receive Medicaid-covered personal care (agency-directed and consumer-directed),
respite care (agency-directed and consumer-directed), adult day health care, transition
services, transition coordination, and PERS services, regardless of whether the hospice
provider receives reimbursement from Medicare or Medicaid for the services covered
under the hospice benefit. Such dual waiver/hospice individuals shall only be able to
receive assistive technology and environmental modifications if they are also participants

in the MFP demonstration program.

B. Voluntary/involuntary disenroliment from consumer-directed services. In either voluntary
or involuntary disenrollment situations, the waiver individual shall be permitted to select an

agency from which to receive his agency-directed personal care and respite services.

1. A waiver individual may be found to be ineligible for CD services by either the
Preadmission Screening Team, DMAS-enrolled hospital provider, DMAS, its designated
agent, or the CD services facilitator. An individual may not begin or continue to receive
CD services if there are circumstances where the waiver individual's health, safety, or

welfare cannot be assured, including but not limited to:

a. It is determined that the waiver individual cannot be the EOR and no one else is

able to assume this role;
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b. The waiver individual cannot ensure his own health, safety, or welfare or develop

an emergency backup plan that will ensure his health, safety, or welfare; or

c. The waiver individual has medication or skilled nursing needs or medical or

behavioral conditions that cannot be met through CD services or other services.

2 The waiver individual may be involuntarily disenrolled from consumer direction if he or
the EOR, as appropriate, is consistently unable to retain or manage the attendant as
may be demonstrated by, but not necessarily limited to, a pattern of serious

discrepancies with the attendant's timesheets.

3. In situations where either (i) the waiver individual's health, safety, or welfare cannot be
assured or (ii) attendant timesheet discrepancies are known, the services facilitator shall

assist as requested with the waiver individual's transfer to agency-directed services as

follows:

a. Verify that essential training has been provided to the waiver individual or EOR;

b. Document, in the waiver individual's case record, the conditions creating the

necessity for the involuntary disenrollment and actions taken by the services
facilitator;

c. Discuss with the waiver individual or the EOR, as appropriate, the agency-directed
option that is available and the actions needed to arrange for such services and offer
choice of potential providers, and

d. Provide written notice to the waiver individual of the right to appeal such
involuntary termination of consumer direction. Such notice shall be given at least
10 calendar days prior to the effective date of this change. In cases when the
individual's or the provider personnel's safety may be jeopardy, the 10 calendar days

notice shall not apply.
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C. Adult day health care (ADHC) services. ADHC services shall only be offered to waiver
individuals who meet preadmission screening criteria as established in 12VAC30-60-303 and
12VAC30-60-307 and for whom ADHC services shall be an appropriate and medically
necessary alternative to institutional care. ADHC services may be offered to individuals in a
VDSS-licensed adult day care center (ADCC) congregate setting. ADHC may be offered either
as the sole home and community-based care service or in conjunction with personal care (either
agency-directed or consumer-directed), respite care (either agency-directed or consumer-
directed), or PERS. A multi-disciplinary approach to developing, implementing, and evaluating

each waiver individual's POC shall be essential to quality ADHC services.

1. ADHC services shall be designed to prevent institutionalization by providing waiver
individuals with health care services, maintenance of their physical and mental
conditions, and coordination of rehabilitation services in a congregate daytime setting
and shall be tailored to their unique needs. The minimum range of services that shall be
made available to every waiver individual shall be: assistance with ADLs, nursing
services, coordination of rehabilitation services, nutrition, social services, recreation, and

socialization services.

a. Assistance with ADLs shall include supervision of the waiver individual and

assistance with management of the individual's POC.

b. Nursing services shall include the periodic evaluation, at least every 90 days, of
the waiver individual's nursing needs; provision of indicated nursing care and
treatment: responsibility for monitoring, recording, and administering prescribed
medications; supervision of the waiver individual in self-administered medication;
support of families in their home care efforts for the waiver individuals through
education and counseling; and helping families identify and appropriately utilize

health care resources. Periodic evaluations may occur more frequently than every 90
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days if indicated by the individual's changing condition. Nursing services shall also
include the general supervision of provider staff, who are certified through the Board

of Nursing, in medication management and administering medications.

¢c. Coordination and implementation of rehabilitation services to ensure the waiver
individual receives all rehabilitative services deemed necessary to improve or
maintain independent functioning, to include physical therapy, occupational therapy,

and speech therapy.

d. Nutrition services shall be provided to include, but not necessarily be limited to,
one meal per day that meets the daily nutritional requirements pursuant to 22VAC40-
60-800. Special diets and nutrition counseling shall be provided as required by the

waiver individuals.

e. Recreation and social activities shall be provided that are suited to the needs of
the waiver individuals and shall be designed to encourage physical exercise, prevent

physical and mental deterioration, and stimulate social interaction.

f. ADHC coordination shall involve implementing the waiver individuals' POCs,
updating such plans, recording 30-day progress notes, and reviewing the waiver

individuals' daily logs each week.
2. Limits on covered ADHC services.
a. A day of ADHC services shall be defined as a minimum of six hours.

b. ADCCs that do not employ professional nursing staff on site shall not be permitted
to admit waiver individuals who require skilled nursing care to their centers.
Examples of skilled nursing care may include: (i) tube feedings; (ii) Foley catheter

irrigations; (iii) sterile dressing changing; or (iv) any other procedures that require
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sterile technique. The ADCC shall not permit its aide employees to perform skilled

nursing procedures.

c. At any time that the center is no longer able to provide reliable, continuous care to
any of the center's waiver individuals for the number of hours per day or days per
week as contained in the individuals' POCs, then the center shall contact the waiver
individuals or family/caregivers, as appropriate, to initiate other care arrangements
for these individuals. The center may either subcontract with another ADCC or may
transfer the waiver individual to another ADCC. The center may discharge waiver
individuals from the center's services but not from the waiver. Written notice of
discharge shall be provided, with the specific reason or reasons for discharge, at
least 10 calendar days prior to the effective date of the discharge. In cases when the
individual's or the center personnel's safety may be jeopardy, the 10 calendar days

notice shall not apply.

d. ADHC services shall not be provided, for the purpose of Medicaid reimbursement,
to individuals who reside in NFs, ICFs/IID, hospitals, assisted living facilities that are

licensed by VDSS, or group homes that are licensed by DBHDS.

D. Agency-directed personal care services. Agency-directed personal care services shall
only be offered to persons who meet the preadmission screening criteria at 12VAC30-60-303
and 12VAC30-60-307 and for whom it shall be an appropriate alternative to institutional care.
Agency-directed personal care services shall be comprised of hands-on care of either a
supportive or health-related nature and shall include, but shall not necessarily be limited to,
assistance with ADLs, access to the community, assistance with medications in accordance
with VDH licensing requirements or other medical needs, supervision, and the monitoring of
health status and physical condition. Where the individual requires assistance with ADLs, and

when specified in the POC, such supportive services may include assistance with IADLs. This
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service shall not include skilled nursing services with the exception of skilled nursing tasks (e.g.,
catheterization) that may be delegated pursuant to Part VIlII (18VAC90-20-420 through
18VAC90-20-460) of 18VAC90-20. Agency-directed personal care services may be provided in
a home or community setting to enable an individual to maintain the health status and functional
skills necessary to live in the community or participate in community activities. Personal care
may be offered either as the sole home and community-based care service or in conjunction
with adult day health care, respite care (agency-directed or consumer-directed), or PERS. The

provider shall document, in the individual's medical record, the waiver individual's choice of the
agency-directed model.
1. Criteria. In order to qualify for this service, the waiver individual shall have met the NF
LOC criteria as set out in 12VAC30-60-303 and 12VAC30-60-307 as documented on the
UAI assessment form, and for whom it shall be an appropriate alternative to institutional
care.
a. A waiver individual may receive both CD and agency-directed personal care
services if the individual meets the criteria. Hours received by the individual who is
receiving both CD and agency-directed services shall not exceed the total number of
hours that would be needed if the waiver individual were receiving personal care

services through a single delivery model.

b. CD and agency-directed services shall not be simultaneously provided but may be

provided sequentially or alternately from each other.

c. The individual or family/caregiver shall have a backup plan for the provision of

services in the event the agency is unable to provide an aide.

2. Limits on covered agency-directed personal care services.
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a. DMAS shall not duplicate services that are required as a reasonable
accommodation as a part of the Americans with Disabilities Act (42 USC §§ 12131

through 12165) or the Rehabilitation Act of 1973 (29 USC § 794).

b. DMAS shall reimburse for services delivered, consistent with the approved POC,
for personal care that the personal care aide provides to the waiver individual to

assist him while he is at work or postsecondary school.

(1) DMAS or the designated Srv Auth contractor shall review the waiver individual's
needs and the complexity of the disability, as applicable, when determining the

services that are provided to him in the workplace or postsecondary school or both.

(2) DMAS shall not pay for the personal care aide to assist the enrolled waiver
individual with any functions or tasks related to the individual completing his job or
postsecondary school functions or for supervision time during either work or

postsecondary school or both.

c. Supervision services shall only be authorized to ensure the health, safety, or
welfare of the waiver individual who cannot be left alone at any time or is unable to
call for help in case of an emergency, and when there is no one else in the home
competent and able to call for help in case of an emergency.

d. There shall be a maximum limit of eight hours per 24-hour day for supervision
services. Supervision services shall be documented in the POC as needed by the
individual.

e. Agency-directed personal care services shall be limited to 56 hours of services per
week for 52 weeks per year. Individual exceptions may be granted based on criteria

established by DMAS.
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E. Agency-directed respite services. Agency-directed respite care services shall only be
offered to waiver individuals who meet the preadmission screening criteria at 12VAC30-60-303
and 12VAC30-60-307 and for whom it shall be an appropriate alternative to institutional care.
Agency-directed respite care services may be either skilled nursing or unskilled care and shall
be comprised of hands-on care of either a supportive or health-related nature and may include,
but shall not be limited to, assistance with ADLs, access to the community, assistance with
medications in accordance with VDH licensing requirements or other medical needs,

supervision, and monitoring health status and physical condition.

1. Respite care shall only be offered to individuals who have an unpaid primary caregiver
who requires temporary relief to avoid institutionalization of the Waiver individual. Respite

care services may be provided in the individual's home or other community settings.

2 When the individual requires assistance with ADLs, and where such assistance is
specified in the waiver individual's POC, such supportive services may also include

assistance with 1ADLs.

3. The unskilled care portion of this service shall not include skilled nursing services with
the exception of skilled nursing tasks (e.g., catheterization) that may be delegated

pursuant to Part VIl (18VACQ0-20-420 through 18VAC90-20-460) of 18VAC90-20.

4. Limits on service.

a. The unit of service shall be one hour. Respite services shall be limited to 480
hours per individual per state fiscal year, to be service authorized. If an individual
changes waiver programs, this same maximum number of respite hours shall apply.
No additional respite hours beyond the 480 maximum limit shall be approved for

payment for individuals who change waiver programs. Additionally, individuals who
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are receiving respite services in this waiver through both the agency-directed and CD

models shall not exceed 480 hours per state fiscal year combined.

b. If agency-directed respite service is the only service received by the waiver
individual, it must be received at least as often as every 30 days. If this service is not
required at this minimal level of frequency, then the provider agency shall notify the

local department of social services for its redetermination of eligibility for the waiver

individual.

c. The individual or family/caregiver shall have a backup plan for the provision of

services in the event the agency is unable to provide an aide.

F. Services facilitation for consumer-directed services. Consumer-directed personal care
and respite care services shall only be offered to persons who meet the preadmission screening
criteria at 12VAC30-60-303 and 12VAC30-60-307 and for whom there shall be appropriate

alternatives to institutional care.

1. Individuals who choose CD services shall receive support from a DMAS-enrolled CD
services fadcilitator as required in conjunction with CD services. The services facilitator
shall document the waiver individual's choice of the CD model and whether there is a
need for another person to serve as the EOR on behalf of the individual. The CD
services facilitator shall be responsible for assessing the waiver individual's particular
needs for a requested CD service, assisting in the development of the POC, providing
training to the EOR on his responsibilities as an employer, and for providing ongoing

support of the CD services.

2 Individuals who are eligible for CD services shall have, or have an EOR who has, the
capability to hire and train the personal care attendant or attendants and supervise the

attendant's performance, including approving the attendant's timesheets.
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a. If a waiver individual is unwilling or unable to direct his own care or is younger
than 18 years of age, a family/caregiver/designated person shall serve as the EOR
on behalf of the waiver individual in order to perform these supervisory and approval

functions.

b. Specific employer duties shall include checking references of personal care

attendants and determining that personal care attendants meet qualifications.

3. The individual or family/caregiver shall have a backup plan for the provision of

services in case the attendant does not show up for work as scheduled or terminates

employment without prior notice.

4. The CD services facilitator shall not be the waiver individual, a CD attendant, a
provider of other Medicaid-covered services, spouse of the individual, parent of the

individual who is a minor child, or the EOR who is employing the CD attendant.

5. DMAS shall either provide for fiscal employer/agent services or contract for the
services of a fiscal employer/agent for CD services. The fiscal employer/agent shall be
reimbursed by DMAS or DMAS contractor (if the fiscallemployer agent service is
contracted) to perform certain tasks as an agent for the EOR. The fiscal employer/agent
shall handle responsibilities for the waiver individual including, but not limited to,
employment taxes and background checks for attendants. The fiscal employer/agent
shall seek and obtain all necessary authorizations and approvals of the Internal Revenue

Service in order to fulfill all of these duties.

G. Consumer-directed personal care services. CD personal care services shall be
comprised of hands-on care of either a supportive or health-related nature and shall include
assistance with ADLs and may include, but shall not be limited to, access to the community,

monitoring of self-administered medications or other medical needs, supervision, and monitoring
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health status and physical condition. Where the waiver individual requires assistance with ADLs
and when specified in the POC, such supportive services may include assistance with IADLs.
This service shall not include skilled nursing services with the exception of skilled nursing tasks
(e.g. catheterization) that may be delegated pursuant to Part VIII (18VAC90-20-420 through -
18VAC90-20-460) of 18VAC 90-20 and as permitted by Chapter 30 (§ 54.1-3000 et seq.) of
Title 54.1 of the Code of Virginia. CD personal care services may be provided in a home or
community setting to enable an individual to maintain the health status and functional skills
necessary to live in the community or participate in community activities. Personal care may be
offered either as the sole home and community-based service or in conjunction with adult day

health care, respite care (agency-directed or consumer-directed), or PERS.

1. In order to qualify for this service, the waiver individual shall have met the NF LOC
criteria as set out in 12VAC30-60-303 and 12VAC30-60-307 as documented on the UAI
assessment instrument, and for whom it shall be an appropriate alternative to
institutional care.
a. A waiver individual may receive both CD and agency-directed personal care
services if the individual meets the criteria. Hours received by the waiver individual
who is receiving both CD and agency-directed services shall not exceed the total
number of hours that would be otherwise authorized had the individual chosen to

receive personal care services through a single delivery model.

b. CD and agency-directed services shall not be simultaneously provided but may be

provided sequentially or alternately from each other.

2. Limits on covered CD personal care services.
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a. DMAS shall not duplicate services that are required as a reasonable
accommodation as a part of the Americans with Disabilities Act (42 USC §§ 12131

through 12165) or the Rehabilitation Act of 1973 (29 USC § 794).

b. There shall be a limit of eight hours per 24-hour day for supervision services
included in the POC. Supervision services shall be authorized to ensure the health,
safety, or welfare of the waiver individual who cannot be left alone at any time or is
unable to call for help in case of an emergency, and when there is no one else in the

home who is competent and able to call for help in case of an emergency.

c. Consumer-directed personal care services shall be limited to 56 hours of services
per week for 52 weeks per year. Individual exceptions may be granted based on

criteria established by DMAS.

d. Consumer-directed personal care, respite, or companion services hours that

would be reimbursed as overtime under either federal or state law shall not be

worked and shall not be reimbursed by DMAS.

3. CD personal care services at work or school shall be limited as follows:

a. DMAS shall reimburse for services delivered, consistent with the approved POC,
for CD personal care that the attendant provides to the waiver individual to assist him

while he is at work or postsecondary school or both.

b. DMAS or the designated Srv Auth contractor shall review the waiver individual's
needs and the complexity of the disability, as applicable, when determining the

services that will be provided to him in the workplace or postsecondary school or

both.

c. DMAS shall not pay for the personal care attendant to assist the waiver individual

with any functions or tasks related to the individual completing his job or
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postsecondary school functions or for supervision time during work or postsecondary

school or both.

H. Consumer-directed respite services. CD respite care services are unskilled care and shall
be comprised of hands-on care of either a supportive or health-related nature and may include,
but shall not be limited to, assistance with ADLs, access to the community, monitoring of self-
administration of medications or other medical needs, supervision, monitoring health status and

physical condition, and personal care services in a work environment.

1. In order to qualify for this service, the waiver individual shall have met the NF LOC
criteria as set out in 12VAC30-60-303 and 12VAC30-60-307 as documented on the UAI
assessment instrument, and for whom it shall be an appropriate alternative to
institutional care.

2. CD respite services shall only be offered to individuals who have an unpaid primary

caregiver who requires temporary relief to avoid institutionalization of the waiver

individual. This service shall be provided in the waiver individual's home or other
community settings.

3. When the waiver individual requires assistance with ADLs, and where such
assistance is specified in the individual's POC, such supportive services may also

include assistance with IADLs.
4. Limits on covered CD respite care services.

a. The unit of service shall be one hour. Respite services shall be limited to 480
hours per waiver individual per state fiscal year. If a waiver individual changes waiver
programs, this same maximum number of respite hours shall apply. No additional

respite hours beyond the 480 maximum limit shall be approved for payment.
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Individuals who are receiving respite services in this waiver through both the agency-

directed and CD models shall not exceed 480 hours per state fiscal year combined.

b. CD respite care services shall not include skilled nursing services with the
exception of skilled nursing tasks (e.g., catheterization) that may be delegated
pursuant to Part VIl (18VAC90-20-420 through 18VAC90-20-460) of 18VAC90-20
and as permitted by Chapter 30 (§ 54.1-3000 et seq.) of Title 54.1 of the Code of
Virginia).

c. If consumer-directed respite service is the only service received by the waiver
individual, it shall be received at least as often as every 30 days. If this service is not
required at this minimal level of frequency, then the services facilitator shall refer the
waiver individual to the local department of social services for its redetermination of

eligibility for the waiver individual.

d. Consumer-directed personal care, respite. or companion services hours that

would be reimbursed as overtime under either federal or state law_shall not be

worked and shall not be reimbursed by DMAS.

I. Personal emergency response system (PERS).

1. Service description. PERS is a service that monitors waiver individual safety in the
home and provides access to emergency assistance for medical or environmental
emergencies through the provision of a two-way voice communication system that dials
a 24-hour response or monitoring center upon activation and via the individual's home

telephone line or system. PERS may also include medication monitoring devices.

a. PERS may be authorized only when there is no one else in the home with the
waiver individual who is competent or continuously available to call for help in an

emergency or when the individual is in imminent danger.
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b. The use of PERS equipment shall not relieve the backup caregiver of his

responsibilities.
c. Service units and service limitations.

(1) PERS shall be limited to waiver individuals who are ages 14 years and older who
also either live alone or are alone for significant parts of the day and who have no
regular caregiver for extended periods of time. PERS shall only be provided in
conjunction with receipt of personal care services (either agency-directed or
consumer-directed), respite services (either agency-directed or consumer-directed),
or adult day health care. A waiver individual shall not receive PERS if he has a

cognitive impairment as defined in 12VAC30-120-900.

(2) A unit of service shall include administrative costs, time, labor, and supplies
associated with the installation, maintenance, monitoring, and adjustments of the
PERS. A unit of service shall be the one-month rental price set by DMAS in its fee
schedule. The one-time installation of the unit shall include installation, account
activation, individual and family/caregiver instruction, and subsequent removal of

PERS equipment when it is no longer needed.

(3) PERS services shall be capable of being activated by a remote wireless device
and shall be connected to the waiver individual's telephone line or system. The
PERS console unit must provide hands-free voice-to-voice communication with the
response center. The activating device must be (i) waterproof, (i) able to
automatically transmit to the response center an activator low battery alert signal
prior to the battery losing power, (iii) able to be worn by the waiver individual, and (iv)
automatically reset by the response center after each activation, thereby ensuring
that subsequent signals can be transmitted without requiring manual resetting by the
waiver individual.
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(4) All PERS equipment shall be approved by the Federal Communications

Commission and meet the Underwriters' Laboratories, Inc. (UL) safety standard.

(5) Medication monitoring units shall be physician ordered. In order to be approved to
receive the medication monitoring service, a waiver individual shall also receive
PERS services. Physician orders shall be maintained in the waiver individual's
record. In cases where the medical monitoring unit must be filled by the provider, the
person who is filling the unit shall be either an RN or an LPN. The units may be filled
as frequently as a minimum of every 14 days. There must be documentation of this

action in the waiver individual's record.

J. Transition coordination and transition services. Transition coordination and transition
services, as defined at 12VAC30-120-2000 and 12VAC30-120-2010, provide for applicants to
move from institutional placements or licensed or certified provider-operated living
arrangements to private homes or other qualified settings. The applicant's transition from an
institution to the community shall be coordinated by the facility's discharge planning team. The
discharge planner shall coordinate with the transition coordinator to ensure that EDCD Waiver

eligibility criteria shall be met.

1. Transition coordination and transition services shall be authorized by DMAS or its

designated agent in order for reimbursement to occur.

2. For the purposes of transition services, an institution must meet the requirements as
specified by CMS in the Money Follows the Person demonstration program at

http://www.ssa.gov/OP _Home/comp2/F109-171.htmI#t262.

3. Transition coordination shall be authorized for a maximum of 12 consecutive months
upon discharge from an institutional placement and shall be initiated within 30 days of

discharge from the institution.
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4. Transition coordination and transition services shall be provided in conjunction with
personal care (agency-directed or consumer-directed), respite (agency-directed or

consumer-directed), or adult day health care services.

K. Assistive technology (AT).

1. Service description. Assistive technology (AT), as defined in 12VAC30-120-900, shall
only be available to waiver individuals who are participating in the MFP program

pursuant to Part XX (12VAC30-120-2000 et seq.).

2. In order to qualify for these services, the individual shall have a demonstrated need
for equipment for remedial or direct medical benefit primarily in an individual's primary
home, primary vehicle used by the individual, community activity setting, or day program
to specifically serve to improve the individual's personal functioning. This shall
encompass those items not otherwise covered under the State Plan for Medical

Assistance. AT shall be covered in the least expensive, most cost-effective manner.

3. Service units and service limitations.

a. All requests for AT shall be made by the transition coordinator to DMAS or the Srv

Auth contractor.

b. The maximum funded expenditure per individual for all AT covered procedure
codes (combined total of AT items and labor related to these items) shall be $5,000
per year for individuals regardless of waiver, or regardless of whether the individual
changes waiver programs, for which AT is approyed. The service unit shall always

be one, for the total cost of all AT being requested for a specific timeframe.
¢. AT may be provided in the individual's home or community setting.

d. AT shall not be approved for purposes of convenience of the caregiver/provider or
restraint of the individual.
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e. An independent, professional consultation shall be obtained from a qualified
professional who is knowledgeable of that item for each AT request prior to approval
by the Srv Auth contractor and may include training on such AT by the qualified

professional. The consultation shall not be performed by the provider of AT to the

individual.
f. All AT shall be prior authorized by the Srv Auth contractor prior to billing.

g. Excluded shall be items that are reasonable accommodation requirements, for
example, of the Americans with Disabilities Act, the Virginians with Disabilities Act
(§ 51.5-1 et seq. of the Code of Virginia), or the Rehabilitation Act (20 USC § 794) or

that are required to be provided through other funding sources.

h. AT services or equipment shall not be rented but shall be purchased.

L. Environmental modifications (EM).

1. Service description. Environmental modifications (EM), as defined herein, shall only
be available to waiver individuals who are participating in the MFP program pursuant to
Part XX (12VAC30-120-2000 et seq.). Adaptations shall be documented in the waiver
individual's POC and may include, but shall not necessarily be limited to, the installation
of ramps and grab-bars, widening of doorways, modification of bathroom facilities, or
installation of specialized electrical - and plumbing systems that are necessary to
accommodate the medical equipment and supplies that are necessary for the welfare of
the waiver individual. Excluded are those adaptations or improvements to the home that
are of general utility and are not of direct medical or remedial benefit to the individual,
such as carpeting, flooring, roof repairs, central air conditioning, or decks. Adaptations
that add to the total square footage of the home shall be excluded from this benefit,

except when necessary to complete an authorized adaptation, as determined by DMAS
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or its designated agent. All services shall be provided in the individual's primary home in
accordance with applicable state or local building codes. All modifications must be prior
authorized by the Srv Auth contractor. Modifications may only be made to a vehicle if it is
the primary vehicle being used by the waiver individual. This service does not include

the purchase or lease of vehicles.

2. In order to qualify for these services, the waiver individual shall have a demonstrated
need for modifications of a remedial or medical benefit offered in his primary home or
primary vehicle used by the waiver individual to ensure his health, welfare, or safety or
specifically to improve the individual's personal functioning. This service shall
encompass those items not otherwise covered in the State Plan for Medical Assistance

or through another program. EM shall be covered in the least expensive, most cost-

effective manner.
3. Service units and service limitations.

a. All requests for EM shall be made by the MFP transition coordinator to DMAS or

the Srv Auth contractor.

b. The maximum funded expenditure per individual for all EM covered procedure
codes (combined total of EM items and labor related to these items) shall be $5,000
per year for individuals regardless of waiver, or regardless of whether the individual
changes waiver programs, for which EM is approved. The service unit shall always

be one, for the total cost of all EM being requested for a specific timeframe.
c. All EM shall be authorized by the Srv Auth contractor prior to billing.

d. Modifications shall not be used to bring a substandard dwelling up to minimum
habitation standards. Also excluded shall be modifications that are reasonable

accommodation requirements of the Americans with Disabilities Act, the Virginians
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with Disabilities Act (§ 51.5-1 et seq. of the Code of Virginia), and the Rehabilitation

Act (20 USC§ § 794).

e. Transition coordinators shall, upon completion of each modification, meet face-to-
face with the waiver individual and his family/caregiver, as appropriate, to ensure that

the modification is completed satisfactorily and is able to be used by the individual.

f. EM shall not be approved for purposes of convenience of the caregiver/provider or

restraint of the waiver individual.
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