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Introduction

Case management is the foundational service on which all other supports and services are coordinated.
Case managers are tasked with getting to know an individual, parent(s) of minor children, or legal
representative(s), as applicable, and supporting them to navigate complex systems, connecting them to
community resources, exploring opportunities for supports through technology, assisting in building
relationships, and leveraging the personal strengths of the person and those who support them. We offer
this quality guide to assist case managers in knowing and understanding the intricacies of providing
quality case management.

Acronyms in the Quality Guide

BDDS Bureau of Developmental Disabilities Services
BMR Budget Modification Request - Short Term
BQIS Bureau of Quality Improvement Services

BRQ Budget Request Questionnaire - Long Term
BSP Behavior Support Plan

CAP Corrective Action Plan

CFR Code of Federal Regulations

CIH Community Integration and Habilitation Waiver
CMO Case Management Organization

CMS Centers for Medicare and Medicaid Services
CRR Case Record Review

CRMNF Comprehensive Rehabilitative Management Needs Facility

CtLC Charting the LifeCourse

DDB Disability Determination Bureau

DDRS Division of Disability and Rehabilitative Services

DFR Division of Family Resources

EMN Extensive Medical Needs

EPSDT Early and Periodic Screening, Diagnosis, and Treatment
ESN Extensive Support Needs

FSSA Family and Social Services Administration

FSW Family Supports Waiver

HCBS Home and Community Based Services

HIPAA Health Insurance Portability and Accountability Act of 1996
IAC Indiana Administrative Code

IC Indiana Code

ICMO Initial Case Management Only Service Plan

I/DD Intellectual/Developmental Disability
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IFUR
IHCP
IIDC
0T

IRUA
IST
MAPS
MFP
Ml

NF
OBA
OMPP
PA
PATH
PCISP
PDSA
POCOS
PRE-ETS
RFA
RHS
RID
SDM
SFC/AFC
SFL
SGL
SPD
SPH
SSA
VR

Incident and Follow-Up Reporting Tool
Indiana Health Coverage Programs

Indiana Institute on Disability and Community
Indiana Office of Technology

Incident Report

Indiana Resource Use Agreement
Individualized Support Team

McGill Action Planning System

Money Follows the Person (in conjunction with CIH waiver)
Mental lliness

Nursing Facility

Objective Based Allocation

Office of Medicaid Policy and Planning

Prior Authorization

Planning Alternative Tomorrows with Hope
Person-Centered Individualized Support Plan
Plan, Do, Study, Act

Provider Owned or Controlled Setting
Pre-Employment Transition Services
Request for Authorization

Residential Habilitation and Support
Recipient Identification Number

Supported Decision Making

Structured Family Caregiving / Adult Foster Care
Substantial Functional Limitation

Supervised Group Living

State Personnel Department

State Psychiatric Hospital

Social Security Administration

Vocational Rehabilitation
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Practices of Quality Case Management

A Word about Words

Words are singularly the most powerful force available to humanity....
Words have energy and power with the ability to help, to heal,

to hurt, to harm, to humiliate, and to humble.
~Yehuda Berg

Providing person-centered and strengths-based case management, including the use of respectful
language, is essential to supporting individuals with intellectual and developmental disabilities with dignity
and recognizing their many abilities. The words we use to talk about individuals should emphasize their
capacity for self-determination and communicate respect, dignity, empowerment, and a supportive
environment. Individuals should never be defined by their disability, but by their accomplishments and
contributions to their communities. The use of outdated or inaccurate descriptors can perpetrate negative
stereotypes and make it difficult to build trust and craft a meaningful Person-Centered Individualized
Support Plan (PCISP) that details the individual’s hopes, dreams, and desires for their best life.

There are words and phrases our community has traditionally used in everyday language that are offensive
to the individuals we support. They want to be seen and spoken to/spoken of just like individuals without
disabilities. When we talk about them, we should use their names or use the word “individual” if speaking
generically. The term “individual” recognizes that everyone is different and has unique abilities,
preferences, goals, and needs. The individuals we support should never be referred to as “client”, i.e., my
client needs help with transportation.” Instead, we should use the individual’s name and say, “Robert
needs help with transportation.” Words like clients, consumers, or patients are used to describe specific
relationships between people. For example, if you get services from an attorney, you are typically described
as a client. When you go shopping, you are described as a consumer. And, when you go to your doctor, you
are described as her patient. Each of these terms used in context and applied based on activity and
relationship is acceptable language. The problem arises when these terms are applied to individuals
without connection to what they are doing or as a general description. Instead of a description of activity or
relationship, the terms are being used to describe who people are, and it labels them as being different
than other people. No one is a “consumer” 24 hours a day! Think before you describe someone.

Individuals are supported by case managers and providers, but they do not belong to them. Terms like “my
people” denote ownership and property, rather than valued community members.

The individuals we support have an “Individualized Support Team” not an “interdisciplinary team.” The
concept of an interdisciplinary team originated at a time when people with intellectual disabilities lived in
institutions. It was believed that individuals required many clinicians and professionals to help them.
Thinking on this has evolved over time and we now customize support to each individual's needs and
preferences. Using the term “Individualized Support Team” describes the role and recognizes that there
are a wide range of people - not just paid professionals - who provide support, including family, friends,
and community members.
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The individuals we support live in houses and apartments - homes - just like everyone else. And just like
us, people with disabilities live by themselves, with their friends, roommates, or with their families in an
apartment or a house. Using the term “supported living setting” to mean a house or apartment that is
shared with other individuals indicates it is not the individual’s home, but one specific to a funding stream
for supports.

Using person first language means applying the same social rules of language that we use with everyone
else when we are talking with and about individuals with intellectual and developmental disabilities. By
challenging ourselves to use these same traditional patterns in our everyday interactions, we will naturally
become more respectful and supportive of people with disabilities.

Identity first language emphasizes that the disability plays a role in who the person is and reinforces
disability as a positive culture identifier. It is important to note that whether a person with a disability
prefers person first or identity first language is not universal. It is important to be respectful and
individualized therefore the best thing to do when you are unsure is to ask the person what they prefer.

Core Competencies

As part of the Case Management Innovation project, BDDS has adopted core

= \ competencies to enhance the provision of quality case management throughout the
| - state of Indiana. All case management organizations will align their training and
performance measures with these core competencies to ensure person-centered,
. E.? strength-based, and consistent case management services are provided to all
& W individuals.

Why Core Competencies?

The Indiana BDDS Core Competencies for case managers were developed to:

Ensure quality case management;

Define foundational competencies to clarify the role and purpose of case managers;

Develop certification examination by competency area; and

Enhance consistency statewide in the professional development of case managers and the delivery
of case management services.

The core competencies should set the tone, expectations, and provide the foundational aspects and
values that drive case management. They are not a quality measurement tool, nor are they intended to
change the core functions of case management.

CORE COMPETENCY: FOUNDATIONAL VALUES, BELIEFS, AND SKILLS

Case managers are knowledgeable and adaptable professionals, demonstrating ethical behavior and
professionalism across all core competency areas.

Case Manager Requirements:

The single most important element of quality case management is building relationships. When strong
relationships are developed and trust exists between all people involved with the individual supported,
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the quality of supports and services improves. Yet, building relationships is not a separate and distinct
activity; it is integral to each function the case manager performs.

Sub-Categories:

Disability Values and Understands and articulates the philosophies and practices related to

Knowledge: supporting individuals with intellectual and/or developmental
disabilities, and the various systems that establish and ensure services and
supports align with these paradigms.

Self-Awareness: Recognizes and responds to any personal or professional values or
behavior that may interfere with the ability to provide supports in an ethical,
unbiased, and culturally competent manner.

Professionalism: Continually develops and utilizes personal and professional skills in a
responsible and responsive manner to meet both regular and unexpected
work tasks.

Knowledge, Skills, and Attitudes:

e Disability Values/Paradigms: Integrates the philosophical values related to supporting individuals
with intellectual and/or developmental disabilities into all core competency areas.

¢ Disability Service Infrastructure: Understands the formal services and service structures at federal,
state, and local levels, including both internal agency and external service delivery practices and
standards.

e Best Practice: Identifies and implements evidence-based intervention approaches to promote well-
being in all life domains.

e Ethics: Behaves and practices ethically, adhering to all relevant laws and regulations and respecting
the rights of the individual supported.

e Cultural Competence: Respects the cultural needs and preferences of each individual, to include the
use of verbal and written communication that is understandable to all.

e Self-Awareness: Recognizes personal biases and prevents them from interfering with work tasks or
relationships.

e Professional Judgement and Critical Thinking: Utilizes personal strengths and decision-making sKills
to prioritize work tasks, seeking feedback and assistance from appropriate others when needed.

e Professional Development: Maintains qualifications and develops additional capacities through
accessing opportunities for personal and professional growth.

e Personal Professionalism: Demonstrates the qualities of a responsive and responsible employee in
personal appearance, work behavior, task completion, and team collaboration.

CORE COMPETENCY: ENGAGEMENT

The case manager develops and maintains a relationship with the individual and their IST that facilitates
effective communication and collaboration to promote well-being.

Case Manager Requirements:

Case management services include comprehensive assessment and periodic reassessment of
individual needs to determine the need for any medical, educational, social, or other services. These
assessment activities include the following;:

e Taking the individual’s history;

e |dentifying the needs of the individual, and completing required documentation; and
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o Gathering information from other sources, such as family members, medical providers, social
workers, and educators (if necessary) to form a complete assessment of the individual.

Sub-Categories:

Relationship-Building: Establishes collaborative, professional relationships that are built on
mutual respect and trust with the individual and others on the IST.

Communication: Uses positive and respectful verbal, non-verbal, and written communication

in a way that can be understood and facilitates coordination between all
members of the team.

Holistic Perspective of the Identifies and addresses the physical, social, emotional, behavioral, and
Individual: spiritual well-being of the individual across all life stages and quality of life
areas.

Knowledge, Skills, and Attitudes:

e Understands and effectively communicates with the individual and IST the roles and responsibilities
of the team.

e Shows genuine concern for the individual’'s welfare and future.
e Continuously demonstrates personal integrity, honesty, and sincerity.
e Demonstrates respect for individual’s perceptions, learning style, personal being, and culture.

e Possesses confidence in working with strong emotions and the ability to self-manage to facilitate a
collaborative team and mediate potential disagreements.

e Accurately interprets and utilizes tone of voice and body language.
e Uses language appropriate and respectful to the individual and team (non-technical, non-jargon).

o Demonstrates effective communication skills, including active listening (summarizing, paraphrasing,
reiterating, etc.) and conveying accurate information in a manner that can be understood.

¢ Demonstrates basic professionalism and courtesy - such as timeliness, responsiveness, and follow
through.

o Utilizes basic team facilitation skills, including problem solving, action planning, and leading a
meeting.

e Utilizes technology to accommodate individual needs and ensure efficiency.

e Facilitates meaningful conversation through awareness and utilization of a variety of tools and
strategies and relevant language supports (accessible language, adaptive communication, use of
interpreter, etc.).

e Understands and uses person first language in all interactions.

CORE COMPETENCY: EMPOWERMENT

The case manager enhances the individual’s capacity for self-direction through ensuring awareness of
rights and responsibilities and facilitating access to resources.

Case Manager Requirements:

The case manager develops and periodically reviews/revises the PCISP based on the information

collected through the assessment, which includes the following;:

e Specifies the goals and actions to address the medical, social, educational, and other services
needed by the individual.

Page | 11



e Includes activities such as ensuring the active participation of the eligible individual and working with
the individual and the individual's authorized health care decision maker, if applicable, and others to
develop those goals.

e |dentifies a course of action to respond to the assessed needs of the individual.

Sub-Categories:

Advocacy: Supports the individual to continually increase self-direction by equipping
him/her to speak for himself/herself with providers, family members,
community, and others and by promoting systems change that removes
barriers to self-determination.

Education: Educates the individual and all IST members regarding individual rights and
responsibilities and resources and options, including their related benefits
and risks.

Capacity Building: Increases the individual’s autonomy, resiliency, and skill sets by identifying

and providing the appropriate level of support in each circumstance.
Knowledge, Skills, and Attitudes:
¢ Identifies and builds upon the strengths and resources of the individual and support team.
e Possesses a basic understanding of various systems, and applicable policies and procedures.

e Understands developmental stages and the life cycle and applies knowledge to normalize
experiences and educate regarding life possibilities.

e Bridges and connects to resources across all life stages and quality of life areas.
e Advocates on behalf of the individual with the IST or other stakeholders when necessary.
e Facilitates self-exploration and self-advocacy to enhance skills of self-determination.

e Assesses the specific information needed and provides education that is culturally and
developmentally appropriate and sensitive to learning style.

¢ Understands and clearly articulates individual rights and acts when rights are infringed upon.

¢ Understands and clearly articulates resources a person has when rights are violated, or a person is
dissatisfied with the quality of services (i.e., complaints and appeals).

e Provides impartial information about the array of options and ensures informed choice.

¢ |dentifies social, political, economic, and cultural factors that affect the individual, and assists the
individual to identify external barriers that may affect their ability to live a self-directed, self-
determined life and/or access needed resources.

e Promotes the individual’s self-advocacy skills and links to opportunities for enhancement.

e Develops alliances with groups working for change.

CORE COMPETENCY: EXPLORATION AND PLANNING

The case manager engages the individual and their IST in a person-centered planning process that

results in an integrated and comprehensive plan that is reflective of and responsive to the strengths,
interests, needs, and desired outcomes of the individual in all areas of their life.
Case Manager Requirements:

The case manager develops and periodically reviews/revises the PCISP based on the information
collected through the assessment, which includes the following:
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Specifies the goals and actions to address the medical, social, educational, and other services
needed by the individual.

Includes activities such as ensuring the active participation of the eligible individual and working with
the individual and the individual's authorized health care decision maker, if applicable, and others to
develop those goals.

Identifies a course of action to respond to the assessed needs of the individual.

Sub-Categories:

Exploration and Facilitate identification and articulation of personal goals, as well as
Assessment: supports and services that will assist the individual to achieve those goals.
Plan Development: Collaboratively develop a person-centered plan that is a comprehensive

reflection of the individual with a related plan for services and supports.

Implementation: Assist the individual to set goals, and to identify and make informed choices

regarding strategies to achieve their goals.

Knowledge, Skills, and Attitudes:

Facilitates collaboration and discussion.
Identifies trends in observations and conversation.

Utilizes informal assessment techniques, such as asking open-ended questions, reviewing case
notes, etc. to gather meaningful information.

Utilizes formal assessment tools to gather information.
Identifies strengths, interests, needs, and areas for learning and growth.

Consolidates collected information and collaboratively establishes a plan that addresses major
concerns and major areas for learning and development.

Facilitates the planning process so that an integrated plan that encompasses the family context,
relevant history, current situation, future goals, etc. results.

Facilitates planning for both the long-term and the short-term.
Designs plans that meet regulatory requirements but remain relevant and sensitive to the individual.

Utilizes and reflects the individual’s voice when articulating meaningful, attainable, measurable, and
specific goals and outcomes.

Identifies integrated resources, supports, and/or services and facilitates the development of goal to
help the individual to achieve identified resources.

Monitors for progress, reassessing, and responding as necessary.

Understands awareness of circumstances necessitating revisions to the plan, such as changes in
the individual’s condition, lack of response to the plan, preference changes, transitions across
settings, etc.

Presents anticipatory guidance by facilitating a proactive conversation related to the potential
experiences and related expectations, needs, and desired outcomes at each stage of life.
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CORE COMPETENCY: CONNECTING TO INTEGRATED SUPPORTS AND SERVICES

The case manager assists the IST to cultivate an array of resources, including paid and non-paid

supports that provide the individual opportunities for integrated supports that address both what is
important to and important for the individual.

Case Manager Requirements:

The case manager completes referral and related activities to help the individual obtain needed
services, including activities that help link the individual with medical, social, and educational providers
or other programs and services that are capable of providing needed services to address identified
needs and achieve goals specified in the PCISP.

Sub-Categories:

Navigate: Supports the individual to identify and access needed resources, supports,
and/or services relevant to the current and upcoming life stage and the
cultural context of the individual.

Inform: Explains services and service terms to the individual being supported and
the IST.

Network: Develops and leverages personal and professional knowledge and
relationships that will facilitate opportunities for the individual to make
connections and access integrated supports.

Negotiate: Assists the individual to overcome barriers to receive needed services.

Knowledge, Skills, and Attitudes:

e Demonstrates an awareness of a variety of resources available, including eligibility, relevant policies,
and procedures, the “right” contacts, etc.

e Provides multiple options for resources whenever possible to ensure individual choice.

e Models strategies for and supports the individual/family to make informed choices.

o Assesses the level of support needed and enhances the capacity of the individual (or family) to avoid
creating dependence.

e Demonstrates the ability to look forward and prepare for life stage transitions by anticipating and
identifying expectations, needs, and desired outcomes during each stage of life and during
transitions.

e Researches, locates, and refers to resources.

¢ Connects the individual and stakeholders to other organizations and groups.

o Develops a system for remaining aware of changing resources.

e Encourages and assists the individual in connecting with others in a valued social role.

e Supports the individual to identify, connect to, and access recreational, social, and learning
opportunities valued in his/her culture.

e Supports the individual to connect to friends and live included in the community of their choice.

e Acts as mediator or liaison when necessary.

e Demonstrates an ability to problem solve and resolve conflict.

¢ Demonstrates an awareness of technological supports.

o Demonstrates networking skills and builds relationships in the community that can be leveraged to
enhance the resources available to (or experiences of) individuals and families.

e Facilitates access to an array of identified resources and supports to meet the individual’s needs
and personal outcomes, prioritizing the use of resources available to any individual in the community
prior to state and federal disability specific funding.
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CORE COMPETENCY: FACILITATATION OF LONG-TERM SERVICES AND SUPPORTS

The case manager facilitates the exploration and acquisition of paid supports from a variety of funding

sources and monitors for quality services that maximizes the use of support dollars to meet identified
goals and minimize risks.

Case Manager Requirements:

Case managers monitor and perform follow-up activities, including activities and contacts that are
necessary to ensure that the PCISP is effectively implemented and adequately addresses the needs of
the eligible individual, and which may be, with the individual, family members, service providers, or other
entities or individuals and conducted as frequently as necessary, and including at least one annual
monitoring, to help determine whether the following conditions are met:

Services are being furnished in accordance with the individual's PCISP.

Services in the PCISP are adequate.

There are changes in the needs or status of the eligible individual.

Monitoring and follow-up activities include making necessary adjustments in the PCISP and service
arrangements with providers.

Sub-Categories:

Gather and Assess Formally and informally gathers, reviews, and analyzes information from a
Information: variety of sources, utilizing the results to track progress and collaboratively
guide support work.

Monitor and Manage Risk: Objectively identifies potential for positive and negative outcomes, working
to maximize individual progress and satisfaction and minimize/prevent
abuse, neglect, exploitation, or other negative outcomes.

Resource Management Facilitates the utilization of available support dollars from a variety of
and Stewardship: funding sources to allow for timeliness of service delivery in accordance
with an individual’s justified needs and identified goals.

Knowledge, Skills, and Attitudes:

e Understands and explains disability specific funding mechanisms and eligibility for federal, state,
and local resources and how to integrate with other community supports.

¢ Understands and explains types of long-term service and supports, and the role of providers in
supporting an individual throughout the lifespan.

e Explains roles, expectations, rights/regulations, and responsibilities governing the relationship
between the disability service providers and the individuals receiving supports and ensures
understanding between parties.

e Interprets information from formal and informal assessments to justify services and supports
needed to reach identified outcomes.

e Demonstrates objectivity and discernment that facilitates unbiased provider relationships to
facilitate informed choice regarding services and supports received and from whom.

e Monitors progress toward personal outcomes and quality of life in all domains, quality of service, and
environments/settings through regular observation, conversation, documentation review, and formal
monitoring.

e Identifies, communicates, documents, and responds appropriately to issues found during monitoring
and/or reported by the individual or team members.

e Recognizes the signs of abuse, neglect, and exploitation, reports incidents according to applicable
regulations and procedures, and completes appropriate actions to ensure immediate health and
safety.

e |dentifies serious events and completes appropriate follow-up action.
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e Accurately and thoroughly completes all documentation that includes, but is not limited to, eligibility,
monitoring, and resolution of identified issues, etc.

e Facilitates authorization of paid services according to specified time frames.
e Ensures availability of service provision through completion of authorization processes according to
specified time frames.

Ethical Case Management

Legal and ethical principles, although often similar, can at times conflict. Legal duties
are the minimal acceptable standards. Ethical standards exceed legal duties and
represent a professional standard. In this section case managers will learn the
ethical practices to be followed in the provision of BDDS HCBS waiver case
management.

What are the Ethical Practices of Case Managers?

Beneficence

Always do good. Treat individuals, parents of minor children, legal representatives, providers, and all
others with dignity, respect, and cultural sensitivity without regard to race or ethnicity, gender identity,
religion (or no religion), or socioeconomic status. Case managers are to support individuals and their
Individualized Support Team to identify, select, obtain, coordinate, and utilize paid services, and natural
and integrated supports in a manner that enhances their independence and integration into community
life in @ manner consistent with their lifestyle preferences and needs.

Non-malfeasance

Do not purposefully do harm. Avoid any conflict of interest that would result in putting the individual’s
needs and desires after others’. Do not give or receive gifts of any kind from the individual, parent(s) of
minor children, legal representatives, or a provider; express religious, social, or political beliefs. Case
managers should never act unethically out of fear of being “fired” by an individual, parent of a minor child,
or legal representative, as applicable.

Autonomy
Promote the rights of the individual in their efforts to identify and clarify their good life and related

outcomes regardless of their disability or support needs. When there is disagreement between the
individual and parent(s) of minor children or legal representative, as applicable, the case manager must be
able to balance the needs of both. Additional guidance is available under Balancing Competing Priorities.

Justice

Assist individuals to obtain what they deserve, in a good way. Case managers are responsible for learning
and maintaining knowledge of BDDS HCBS waiver services and community resources as well as facilitating
informed choice, consent, and decision making.

Fidelity/Veracity

Do not make promises you cannot keep and always tell the truth. Case managers shall not falsify
documentation or violate Federal regulations, Indiana Code, Indiana Administrative Code,
FSSA/DDRS/BDDS/BQIS service standards, guidelines, policies and/or manuals, including written
agreements and the HCBS Provider Reference Module.
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Solicitation

Providers, including providers of case management services, shall not engage in uninvited solicitation of
potential clients, who are vulnerable to undue influence, manipulation, or coercion. When a case manager
decides to separate from their current employer, he or she may share that information with the individuals
they support. If asked (uninvited) by an individual, parent(s) of a minor child, or legal representative(s), as
applicable, where they are going to work, the case manager may share the name of their new employer
without it being viewed as solicitation in violation of 460 IAC 6-36-2(15). Case managers are encouraged
to follow up with their employers regarding any company policies on this issue.

Separating case managers may not take any individuals’ files, protected health information, or personal
identifying information with them when they leave, whether or not the individual, parent(s) of a minor child,
or legal representative, as applicable, has indicated an interest in transferring to the case manager’s new
case management organization.

Employment by Other Waiver Provider Agencies

Case managers are discouraged from working as a case manager and for a provider of other BDDS HCBS
waiver services. In doing so, the case manager may be influenced, intentionally or otherwise, to make
referrals to the provider agency based on his or her employment.

Professionalism

Professional case managers prepare themselves to meet their
professional standards and obligations, and actively develop and enhance
their professional expertise. They prepare and obtain supervisor support
to ensure competence as they build their own skills. Professional case
managers ensure they understand their duties, how to carry out those
duties, and provide their services in an effective and efficient manner.

Interactions with Individuals, Parents of Minor Children, and Legal Representatives

Case managers demonstrate professionalism in working with individuals, parents of minor children, and
legal representatives through:

Commitment to Individuals: Case managers have a responsibility first and foremost to the interests and
well-being of the individuals they support.

Empowerment for Individuals: Case managers have a responsibility to help empower individuals to explore
options that promote movement toward their self-identified good life.

Cultural Competence and Social Diversity: Case managers will respect, support, consider, and be sensitive
to, cultural differences at all times. Case managers will strive to become knowledgeable about each
individual’s culture and respect the strengths in all cultures.

Respect: Case managers have a responsibility to assure that all verbal or written communication with or
about an individual is strengths-based and guided by the understanding that all people have the right to be
treated with dignity and respect.

Person-Centered Practices: Case managers must protect an individual’s right to participate in decision
making and that information is presented in the individual’s primary language or communication method.
This includes participation in IST meetings and face-to-face visits. When a conflict exists between the
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individual and parent(s) of a minor child or legal representative, as applicable, the case manager will work
to resolve the conflict in a manner that balances the individual’s rights and interests with the desires of
the parent or legal representative.

Informed Choice: Case managers must provide comprehensive, accurate information that provides the
individual, parent(s) of minor children, or legal representative(s), as applicable, with the knowledge to
make decisions for themselves and be supported in that decision.

Privacy and Confidentiality: Case managers must protect the individual’s right to privacy at all times.
Release of information and documentation to potential providers requires written authorization of the
individual, parent(s) of a minor child, or legal representative(s), as applicable, dated within one year.
Requests for the production of documentation must be forwarded to FSSA BDDS Documentation

Requests.

Interactions with Individualized Support Teams (ISTs)
Case managers demonstrate professionalism in working with ISTs through:

Cooperation: Case managers shall treat other service providers and members of individuals’ ISTs with
respect and fairness. They should interact with the IST effectively and actively participate with the IST,
using their knowledge and expertise to contribute to the development of services and supports that are
meaningful to the individual and move them toward their vision of a good life.

Conflicts or Disputes: In the event a case manager has a conflict or dispute with another IST member, the
case manager must ensure the individual is not brought into the dispute, is not put to any disadvantage,
and is not used to advance either position in the conflict.

Case Noting: When case noting interactions with IST members, case managers must demonstrate fairness
and respect. Case notes should never include the case manager’s negative personal opinion, or
derogatory comments, when describing an IST member or interactions with them. Remember - just the
facts.

Interactions with BDDS

When questions arise, case managers will work within the structure of their case management
organization to obtain the needed information. If the question cannot be addressed through use of the
Quality Guide or it's addenda, supervisors may contact the BDDS Case Management Organization Liaison
with case management questions, email BQIS.Help@fssa.in.gov with general policy questions or submit a
Jira ticket for technology systems questions. Case management organizations will have the opportunity to
address global issues during their meetings and touchpoints with BDDS. Case managers and case
management supervisors are strongly advised against answer shopping with the same questions to
various sources when an answer has been given.

Standards for all Professions

In addition to the standards listed above, there are basic standards of professionalism for all employee
types. Adherence to these standards can help create better relationships between case managers and the
individuals they support and their ISTs.

Rules and Expectations: Understand what is expected of you, follow the rules, and complete all tasks
timely.

Personal Responsibility: Take credit for successful activities, admit your mistakes, and follow-through on
promises made and tasks assigned.
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Ethics: Follow DDRS/BDDS/BQIS policies, your case management organization’s policies, and ask for help
when needed. For more information on the practice of Ethical Case Management, see the section on Case
Manager Activities.

Appearance: Clothing and personal hygiene should be work appropriate. Remember, you represent BDDS
as well as your case management organization.

Language: Avoid swearing or the use of trendy words that may be misunderstood. Keep topics work
appropriate.

Knowledge Development

Case management is the foundation which all other supports and services are built
upon. Case managers are tasked with getting to know an individual and the
parents of a minor child or legal representatives, as applicable, and provide an
array of services that assist individuals in gaining access to needed waiver and
other Medicaid State plan services, as well as medical, social, educational, and
other services, regardless of the funding source for the services or community
supports to which access is gained. Case managers advocate alongside the individual to ensure their
access and opportunities for participation in all paid and unpaid services, programs, and settings which
allow for building social capital, skill development, and personal fulfillment. By establishing a good
relationship with the individual, and having the knowledge and tools necessary, the case manager can
effectively help build a strength-based, person-centered, Person-Centered Individualized Support Plan
(PCISP) inclusive of integrated supports that will support the individual in achieving their good life.

Why is Knowledge Development Important?

The case manager is the ongoing, primary contact for the individuals they support. When questions arise
or the individual’s situation changes, the case manager facilitates the team’s involvement as needed.
Individuals, parents of minor children, and legal representatives will also have differing heeds based on
the life stage of the individual and the natural and integrated supports they have in place. Case managers
should have a broad knowledge base of both paid and non-paid supports. Knowledgeable and effective
case managers can facilitate discussion, problem solve, and support an exploration of integrated supports.
Case managers should also have knowledge of guidance and reference materials that can be utilized in
discussions with the team and be able to explain it to the individual, parent(s) of minor children, and/or
legal representative(s), as applicable. Additionally, a knowledgeable case manager will keep up with
updates to policy or and waiver services so that the individual and team have the most accurate program
information when making decisions.

Knowledge Changes Lives

A PCISP that is centered on the individual’s strengths, preferences, and needs will guide the team in
support of the individual to ensure what is important to and for the individual is in place. When focusing on
the individual’s goals, dreams, and aspirations, the plan must not be “cookie cutter” in nature and the
team will avoid making assumptions about what the individual wants or needs.

When working with minor children, case managers are to ensure the parent(s) is aware of the full array of
services available to then. If music therapy, recreational therapy, and respite are the only services offered,
they may miss out on a meaningful service for the child. Services and supports should be based on the
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individual’s needs and desires and that will enhance the journey toward their preferred life through a
combination of waiver services and integrated supports.

Knowledge of resources available based on the life stage of the individual is also important as it may allow
the individual to access other paid and non-paid supports. Understanding that the individual’s Medicaid
waiver funding should always be the payer of last resort, case managers should be able to lead teams in
consideration of all of the options available. The individual’s life stage should be primary for the team.
Based on life stage, there may be other programs, whether paid or non-paid, that could be accessed.

What Knowledge Must a Case Manager Have?
Case manager knowledge should include, but is not limited to, the following:

e BDDS’ Core Competencies

e Building relationships with individuals, parents of minor children, and/or legal representatives, as
applicable. See the training “Building relationships through face-to-face meetings” in the Case
Management Training Series.

e Balancing the competing priorities of individuals, parents of minor children, and legal representatives.

e Person-centered planning practices inclusive of person-centered and strength-based practices, and
that enable them to offer opportunities to include integrated supports. See the PCISP Guide and
trainings available in the Case Management Training Series: “What does it mean to be person-
centered?”, “What does it mean to be strength-based?”, and “What are integrated supports?”.

e Development of natural supports that align with the individuals needs and desires. See the training
“Developing Natural Supports” in the Case Management Training Series.

e Knowledge of community resources.

e (Cultural and linguistic competence. See the training “Cultural and linguistic competence in
developmental disabilities” in the Case Management Training Series.

e Risk as it relates to person-centered planning. Also see the Risk Assessment and Planning resources
available on the BOIS website and the appendix on risk in the PCISP Guide.

e Life stages and life domains as utilized in the PCISP. See the PCISP Guide.

e BDDS Home and Community Based Waivers and waiver services.

e DDRS/BDDS/BQIS policies, processes, and guidance.

e (Case Management Waiver Service Definition.

e The role of the case manager in preventing, detecting, and remediating abuse, neglect, and
exploitation. See training available in the Case Management Training Series: “Abuse, Neglect and
Exploitation”.

e The role of the case manager in protecting rights, what rights restrictions are, and rights restrictions vs
lifelong support needs. See training available in the Case Management Training Series in Canvas:
“Human Rights”.

e Medicaid Prior Authorization (PA) services. Go to the IHCP Prior Authorization module available for
more information.

e BDDS Portal functionality and related business processes and rules. See training resources available
in the course BDDS Portal 2.0 Training for Case Managers. Training and a complete user guide will be
available to all users prior to go-live.
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BDDS Home and Community Based Waivers

Home-and Community-Based Waivers (HCBS) provide person-centered individualized supports that assist
individuals to live in their own home or family home and have full access to the benefits of community
living.

Goals and Objectives of BDDS HCBS Waivers

e Provide access to meaningful and necessary home and community-based services and supports;

e Implement services and supports in a manner that respects the individual’s personal beliefs and
customs;

e Ensure that services are cost-effective;

e Facilitate the individual’s involvement in the community where he or she lives and works;

e Facilitate the individual’s development of social relationships in his or her home and work
communities; and

e Facilitate the individual’s independent living.

Family Supports Waiver (FSW)

The FSW provides Medicaid HCBS to individuals residing in a range of community settings as an
alternative to care in an intermediate care facility for individuals with intellectual/developmental
disabilities or related conditions. The FSW serves persons with intellectual /developmental disabilities or
autism who have substantial functional limitations, as defined in 42 CFR 435.1010. Individuals may
choose to live in their own home, family home, or community setting appropriate to their needs.
Individuals develop a Person-Centered Individualized Support Plan (PCISP) using a person-centered
planning process guided by an individualized support team (IST). The IST consists of the individual,
parent(s) of minor children or legal representative(s), as applicable, the individual’s case manager, and
anyone else of the individual’'s choosing, but typically family and friends. The individual, with the IST,
selects services, identifies service providers of the individual’s choice, and develops a budget within the
PCISP.

FSW fact sheets for families are available in English, Spanish, and Burmese.
FSW checklists for families are available in English, Spanish, and Burmese.

Community Integration and Habilitation Waiver (CIHW)

The CIH waiver provides Medicaid HCBS to individuals residing in a range of community settings as an
alternative to care in an ICF/IID. The CIH waiver serves individuals with an intellectual/developmental
disability, autism spectrum disorder, or related conditions who have substantial functional limitations, as
defined in 42 CFR 435.1010. However, entrance into services under the CIH waiver occurs only when an
applicant has been determined by the DDRS to meet at least one of the federally approved priority criteria.
Case managers may assist the individuals and families they support in applying for the CIH waiver.

Priority Criteria

Individuals must meet and be approved for the specific priority criteria of at least one of the following

reserved waiver capacity categories:

e Eligible individuals transitioning to the community from a nursing facility (NF), Extensive Support Needs
Home (ESN), or a State Psychiatric Hospital (SPH)

e Eligible individuals determined to no longer need/receive active treatment in Supervised Group Living
(SGL)
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e Eligible individuals transitioning from 100% State-funded services

e Eligible individuals aging out of Indiana Department of Education facility/residential placement; the
Indiana Department of Child Services foster care, facility, residential, or group home placement; or
Indiana Medicaid Supervised Group Living

e Eligible individuals choosing to leave an ICF/IID

e Eligible individuals with caregivers over the age of eighty (80) years when no other caregiver is
available

e Death of a primary caregiver when there is no other caregiver available

e Evidence of abuse or neglect in current institutional or Supervised Group Living placement

e Extraordinary health and safety risk as reviewed and approved by the DDRS Director

CIH fact sheets for families are available in English, Spanish, and Burmese.

Money Follows the Person-Community Integration and Habilitation Waiver (MFP-CIH)

The Indiana Money Follows the Person program is an Indiana Medicaid demonstration project that assists
people who live in qualified facilities in moving into their own community with needed funds, services, and
supports. Qualifying facilities include nursing homes, hospitals, and other qualified facility-based settings.
Money Follows the Person supports Hoosiers in having more choices about where they receive their long-
term supports and identifies and addresses barriers to receiving quality, community-based, long-term care
and supports. Participation in Money Follows the Person is voluntary and funded through a partnership
between the Indiana’s Family and Social Services Administration and the Centers for Medicare and
Medicaid Services.

Individuals participating in Money Follows the Person receive funding for 365 participation days. On day
366, eligible individuals are transitioned seamlessly to services under one of Indiana’s HCBS Medicaid
Waivers. For BDDS, it is the Community Integration & Habilitation (CIH) waiver.

Qualifying Criteria
To qualify for MFP, the individual must:
e Currently reside in a hospital, skilled nursing facility, or an intermediate care facility for people with
developmental disabilities and have resided in a qualified facility for at least 60 calendar days;
o Meet the eligibility requirements for the appropriate community-based long-term services;
e Receive Medicaid services before the transition; and
e Choose to move to a “qualified residence.” A “qualified residence” is:
o The person’s own home or apartment;
o A family member’s home; or
o Aresidential setting for no more than four (4) people,

BDDS Waiver Services

The following list provides high level overview of waiver services provided by waiver type. Complete details,
including reimbursable activities and activities not allowed, are available in Division of Disability and
Rehabilitative Service Home and Community Based Services Waivers module available on the IHCP
Provider Reference Module website under Program Specific Modules. Where additional resources are
available, they are noted under the information provided for that waiver service.
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Family Supports Waiver Services

e Adult Day Services
Adult day services are community-based group programs designed to support individuals as
specified through the PCISP. These programs encompass both the health and social service needs
to ensure the optimal functioning of the individual. Meals and/or nutritious snacks are required.

e Behavioral Support Services
Behavioral supports are an array of services designed to assist individuals who are experiencing or
are likely to experience challenges accessing and actively participating in the community as a result
of behavioral, social, or emotional challenges. Behavioral support services are intended to
empower individuals and families (by leveraging their strengths and unique abilities) to achieve
self-determination, interdependence, productivity, integration, and inclusion in all facets of
community life, across all environments, across the lifespan.

For more information, please see the document Behavioral Support Services: Service Definition
and Standards effective July 16, 2020.

e (Case Management
Case management means services that assist individuals in gaining access to needed waiver and
other Medicaid State plan services, as well as medical, social, educational, and other services,
regardless of the funding source for the services to which access is gained. Case management
services must be reflected in the PCISP which is developed using Essential Lifestyle Planning,
Personal Futures Planning, MAPS, PATH, Charting the LifeCourse, or an equivalent person-centered
planning process.

e Day Habilitation
Day habilitation are services that are specified in the PCISP and support learning and assistance in
the areas of: self-care, sensory/motor development, socialization, daily living skills, communication,
community living, and social skills. Day habilitation activities are intended to build relationships and
natural supports. Services are provided in a variety of settings in the community or in a facility
owned or operated by an FSSA/DDRS-approved provider. Settings are non-residential and separate
from an individual’s private residence or other residential living arrangements.

For more information, please see the document Day Habilitation: Service Definition and Standards
effective July 16, 2020.

e Environmental Modifications
Environmental modifications are those physical adaptations to the home, required by the PCISP,
which are necessary to ensure the health, welfare, and safety of the individual, or which enable the
individual to function with greater independence in the home. DDRS' waiver services staff must
approve all environmental modifications requests prior to the service being rendered.

For more information, please see the Fact Sheet About Environmental Modifications.

e Extended Services
Extended services are ongoing employment support services which enable an individual to maintain
integrated competitive employment in a community setting. Individuals must be employed in a
community-based, competitive job that pays at or above minimum wage to access this service.

e Facility-Based Support Services
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Facility based support services are structured, comprehensive, non-residential programs that
provide health, social, recreational, and therapeutic activities, as well as optional educational and
life skill opportunities as described in the PCISP. Individuals attend on a planned basis.

e Family and Caregiver Training
Family and caregiver training services provide education and support directly to the family caregiver
of an individual to increase the confidence and stamina of the caregiver to support the individual.
Education and training activities are based on the family/caregiver’s unique needs and must be
specifically identified in the PCISP. Reimbursable activities include educational materials or training
programs, workshops, and conferences for caregivers that are directly related to the caregiver’'s
role in supporting the individual in areas specified in the PCISP

For more information, please see the Fact Sheet About Family and Caregiver Training

¢ Intensive Behavioral Intervention
Intensive behavioral intervention (IBI) services focus on developing effective behavior management
strategies for individuals whose challenging behavioral issues put them at risk of placement in a
more restrictive residential setting. IBI services teach the individual, families, and other caregivers
how to respond to and deal with intense and challenging behaviors. IBl services are designed to
reduce an individual’s behaviors and improve independence and inclusion in the community. The
need for IBI services is determined by a functional and behavioral needs assessment of the
individual. IBI services are specified in the PCISP.

e Music Therapy
Music therapy is services provided for the systematic application of music in the treatment of the
physiological and psychosocial aspects of an individual’s disability and focusing on the acquisition
of non-musical skills and behaviors.

e Occupational Therapy
Occupational therapy means services provided by a licensed/certified occupational therapist.
If individuals under age 21 choose to utilize Occupational Therapy services, they should access
Occupational Therapy services through EPSDT.

e Participant Assistance and Care
Participant assistance and care (PAC) services are provided in order to allow individuals with
developmental disabilities to remain and live successfully in their own homes, function and
participate in their communities, and avoid institutionalization. PAC services support and enable
the individual in activities of daily living, self-care, and mobility with hands-on assistance,
prompting, reminders, support, and monitoring needed to ensure the health and safety of the
individual.

¢ Personal Emergency Response System
A Personal Emergency Response System (PERS) is an electronic device that enables individuals to
secure help in an emergency. The individual may also wear a portable “help” button to allow for
mobility. The system is connected to the individual's phone and programmed to signal a response
center once a “help” button is activated. The response center is staffed by trained professionals.

e Physical Therapy
Physical therapy means services provided by a licensed physical therapist.
If individuals under age 21 choose to utilize Physical Therapy services, they should access Physical
Therapy services through EPSDT.

e Prevocational Services
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Prevocational services provide learning and work experiences, including volunteer work, where the
individual can develop general, non-job-task-specific strengths and skills that contribute to
employability in integrated community settings.

e Psychological Therapy
Psychological therapy means services provided by a licensed psychologist with an endorsement as
a health service provider in psychology, a licensed marriage and family therapist, a licensed clinical
social worker, or a licensed mental health counselor.

e Recreational Therapy
Recreational therapy services are a medically approved recreational program to restore, remediate,
or rehabilitate an individual to improve the individual’s functioning and independence; and reduce
or eliminate the effects of an individual’s disability.

e Remote Supports
Remote supports are a technology-based service that allows for trained remote support
professionals (RSPs) to deliver live support to an individual at a remote location in place of onsite
staffing. Remote Supports are delivered by awake, alert remote support professionals whose
primary duties are to provide remote supports from the provider’'s secure remote supports facility.

For additional information, please see the Fact Sheet About Remote Support Services

¢ Respite
Respite Care services means services provided to individuals unable to care for themselves that
are furnished on a short-term basis because of the absence or need for relief of those persons who
normally provide care for the individual. Respite Care can be provided in the individual’'s home or
place of residence, in the respite caregiver's home, in a camp setting, in a DDRS approved day
habilitation facility, or in a non-private residential setting such as a respite home.

e Specialized Medical Equipment and Supplies
Specialized medical equipment and supplies include:

- Devices, controls, or appliances specified in the PCISP that enable individuals to increase
their ability to perform activities of daily living, or to perceive, control, or communicate with
the environment in which they live.

- Items necessary for life support or to address physical conditions along with ancillary
supplies and equipment necessary to the proper functioning of such items.

- Other durable and non-durable medical equipment not available under the State plan that is
necessary to address individual functional limitations.

DDRS' waiver services staff must approve all specialized medical equipment and supplies requests
prior to the service being rendered.

e Speech/Language Therapy
Speech-Language therapy means services provided by a licensed speech pathologist.
If individuals under age 21 choose to utilize Speech/Language Therapy services, they should
access Speech/Language Therapy services through EPSDT.

e Transportation
Transportation services are services to transfer individuals in a vehicle from the point of pick-up to
a destination point. Transportation services enable individuals to access non-medical community
services, resources/destinations, or places of employment, as well as maintain or improve their
mobility within the community, increase independence and community participation and prevent
institutionalization as specified by the PCISP.
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Workplace Assistance

Workplace assistance services provide a range of personal care services and/or supports during
paid competitive community employment hours and in a competitive community employment
setting to enable waiver individuals to accomplish tasks that they would normally do for themselves
if they did not have a disability. Assistance may take the form of hands-on assistance (actually
performing a personal care task for the individual) or cuing to prompt the individual to perform a
personal care task. Workplace assistance services are services that are designed to ensure the
health, safety, and welfare of the individual, thereby assisting in the retention of paid employment
for the individual who is paid at or above the federal minimum wage.

Community Integration and Habilitation Waiver Services

Adult Day Services

Adult day services are community-based group programs designed to support individuals as
specified through the PCISP. These programs encompass both the health and social service needs
to ensure the optimal functioning of the individual. Meals and/or nutritious snacks are required.

Behavioral Support Services

Behavioral supports are an array of services designed to assist individuals who are experiencing or
are likely to experience challenges accessing, and actively participating in the community as a
result of behavioral, social, or emotional challenges. Behavioral support services are intended to
empower individuals and families (by leveraging their strengths and unique abilities) to achieve
self-determination, interdependence, productivity, integration, and inclusion in all facets of
community life, across all environments, across the lifespan.

For additional information, please see the document Behavioral Support Services: Service
Definition and Standards effective July 16, 2020.

Case Management

Case management means services that assist individuals in gaining access to needed waiver and
other Medicaid State plan services, as well as medical, social, educational, and other services,
regardless of the funding source for the services to which access is gained. Case management
services must be reflected in the PCISP which is developed using Essential Lifestyle Planning,
Personal Futures Planning, MAPS, PATH, Charting the LifeCourse, or an equivalent person-centered
planning process.

Community Transition

Community transition services are specified in the PCISP and include reasonable, one-time set-up
expenses for individuals who make the transition from an institution to their own home in the
community and will not be reimbursable on any subsequent move.

Day Habilitation

Day habilitation are services that are specified in the PCISP and support learning and assistance in
the areas of: self-care, sensory/motor development, socialization, daily living skills, communication,
community living, and social skills. Day habilitation activities are intended to build relationships and
natural supports. Services are provided in a variety of settings in the community or in a facility
owned or operated by an FSSA/DDRS-approved provider. Settings are non-residential and separate
from an individual’s private residence or other residential living arrangements.

For additional information, please see the document Day Habilitation: Service Definition and
Standards effective July 16, 2020.
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e Environmental Modifications
Environmental modifications are those physical adaptations to the home, required by the PCISP,
which are necessary to ensure the health, welfare, and safety of the individual, or which enable the
individual to function with greater independence in the home. DDRS' waiver services staff must
approve all environmental modifications requests prior to the service being rendered.

For more information, please see the Fact Sheet About Environmental Modifications.

e Extended Services
Extended services are ongoing employment support services which enable an individual to maintain
integrated competitive employment in a community setting. Individuals must be employed in a
community-based, competitive job that pays at or above minimum wage to access this service.

e Facility-Based Support Services
Facility based support services are structured, comprehensive, non-residential programs that
provide health, social, recreational, and therapeutic activities, as well as optional educational and
life skill opportunities as described in the PCISP. Individuals attend on a planned basis.

e Family and Caregiver Training
Family and caregiver training services provide education and support directly to the family caregiver
of an individual to increase the confidence and stamina of the caregiver to support the individual.
Education and training activities are based on the family/caregiver’s unique needs and must be
specifically identified in the PCISP. Reimbursable activities include educational materials or training
programs, workshops, and conferences for caregivers that are directly related to the caregiver’'s
role in supporting the individual in areas specified in the PCISP

For more information, please see the Fact Sheet About Family and Caregiver Training.

¢ Intensive Behavioral Intervention
Intensive behavioral intervention (IBl) services focus on developing effective behavior management
strategies for individuals whose challenging behavioral issues put them at risk of placement in a
more restrictive residential setting. IBl services teach the individual, families, and other caregivers
how to respond to and deal with intense and challenging behaviors. IBl services are designed to
reduce an individual’s behaviors and improve independence and inclusion in the community. The
need for IBI services is determined by a functional and behavioral needs assessment of the
individual. IBI services are specified in the PCISP.

e Music Therapy
Music therapy is services provided for the systematic application of music in the treatment of the
physiological and psychosocial aspects of an individual’s disability and focusing on the acquisition
of nonmusical skills and behaviors.

e Occupational Therapy
Occupational therapy means services provided by a licensed/certified occupational therapist.

¢ Personal Emergency Response System
A Personal Emergency Response System (PERS) is an electronic device that enables individuals to
secure help in an emergency. The individual may also wear a portable “help” button to allow for
mobility. The system is connected to the individual's phone and programmed to signal a response
center once a “help” button is activated. The response center is staffed by trained professionals.

e Physical Therapy
Physical therapy means services provided by a licensed physical therapist.
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Prevocational Services
Prevocational services provide learning and work experiences, including volunteer work, where the
individual can develop general, non-job-task-specific strengths and skills that contribute to
employability in integrated community settings.

Psychological Therapy
Psychological therapy means services provided by a licensed psychologist with an endorsement as
a health service provider in psychology, a licensed marriage and family therapist, a licensed clinical
social worker, or a licensed mental health counselor.

Recreational Therapy
Recreational therapy services are a medically approved recreational program to restore, remediate,
or rehabilitate an individual to improve the individual’s functioning and independence; and reduce
or eliminate the effects of an individual’s disability.

Remote Supports
Remote supports are a technology-based service that allows for trained remote support
professionals (RSPs) to deliver live support to an individual at a remote location in place of onsite
staffing. Remote Supports are delivered by awake, alert remote support professionals whose
primary duties are to provide remote supports from the provider’'s secure remote supports facility.
To ensure safety and HIPAA compliance, this facility should have appropriate, stable, and
redundant connections. This should include, but is not limited to, backup generators, multiple
internet service connections, battery backups, etc.

For more information, please see the Fact Sheet About Remote Support Services.

Rent and Food for Unrelated Live-in Caregiver
Rent and Food for Unrelated Live-in Care giver provides payment for the additional costs of rent and
food that can be reasonably attributed to an unrelated live-in personal caregiver who resides in the
same household as the waiver individual. Payment will not be made when the individual lives in the
caregiver’'s home or in a residence that is owned or leased by the provider of Medicaid services.
Residential Habilitation and Support (RHS Hourly and RHS Daily)
Residential habilitation and support (RHS) services means individually tailored supports that are
specified in the PCISP that assist with the acquisition, retention, or improvement in skills related to
living in the community. These supports include adaptive skill development, assistance with
activities of daily living, community inclusion, transportation, adult educational supports, and social
and leisure skill development that support the individual to live successfully in his or her own home.
Respite
Respite Care services means services provided to individuals unable to care for themselves that
are furnished on a short-term basis because of the absence or need for relief of those persons who
normally provide care for the individual. Respite Care can be provided in the individual’s home or
place of residence, in the respite caregiver's home, in a camp setting, in a DDRS approved day
habilitation facility, or in a non-private residential setting (such as a respite home).
Specialized Medical Equipment and Supplies
Specialized medical equipment and supplies include:
o Devices, controls, or appliances, specified in the PCISP that enable individuals to increase
their ability to perform activities of daily living, or to perceive, control, or communicate with
the environment in which they live.
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o Items necessary for life support or to address physical conditions along with ancillary
supplies and equipment necessary to the proper functioning of such items.
o Other durable and non-durable medical equipment not available under the State plan that is
necessary to address individual functional limitations.

DDRS' waiver services staff must approve all specialized medical equipment and supplies requests
prior to the service being rendered.

e Speech/Language Therapy
Speech-Language therapy means services provided by a licensed speech pathologist.

e Structured Family Caregiving
Structured family caregiving a living arrangement in which an individual lives in the private home of
a principal caregiver who may be a non-family member or a family member who is not the
individual's spouse, the parent of the individual who is a minor, or the legal guardian of the minor
individual.

e Transportation
Transportation services are services to transfer individuals in a vehicle from the point of pick-up to
a destination point. Transportation services enable individuals to access non-medical community
services, resources/destinations, or places of employment, as well as maintain or improve their
mobility within the community, increase independence and community participation and prevent
institutionalization as specified by the PCISP.

e Wellness Coordination
Wellness coordination services means the development, maintenance and routine monitoring of
the individual’s wellness coordination plan and the medical services required to manage his/her
health care needs. A comprehensive medical risk plan may substitute for the wellness coordination
plan or individual risk plans. Wellness coordination services extend beyond those services provided
through routine doctor/health care visits required under the Medicaid State plan and are
specifically designed for individuals requiring the assistance of a Registered Nurse (RN) or Licensed
Practical Nurse (LPN) to properly coordinate their medical needs.

e Workplace Assistance
Workplace assistance services provide a range of personal care services and/or supports during
paid competitive community employment hours and in a competitive community employment
setting to enable waiver individuals to accomplish tasks that they would normally do for themselves
if they did not have a disability. Assistance may take the form of hands-on assistance (actually
performing a personal care task for the individual) or cuing to prompt the individual to perform a
personal care task. Workplace assistance services may be provided on an episodic or on a
continuous basis. Workplace assistance services are services that are designed to ensure the
health, safety, and welfare of the individual, thereby assisting in the retention of paid employment
for the individual who is paid at or above the federal minimum wage.

Money Follows the Person Community Integration and Habilitation Waiver Services
See Community Integration and Habilitation Waiver Services
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Case Manager Responsibilities

Meeting with Individuals and Families

In this section, case managers will learn what Individualized Support Team
meetings and face to face visits are, why they’re important, how effective meetings
' ‘ and visits look in practice, and the requirements for each. Guidance on the
meeting/visit requirements for IST meetings, face to face visits, unannounced
‘_m visits, and the additional face to face interactions required for individuals with high
risk or health needs (formerly known as Algo 6, is also provided.

Individualized Support Team (IST) Meetings

What are IST Meetings?
IST meetings are productive, collaborative discussions for the purpose of supporting an individual’s
movement toward their preferred life.

The key to building a relationship is the individual’s knowledge that you care about them, that you want
them to live their best life and are willing to act on their behalf.

Why are IST Meetings Important?

IST meetings provide an opportunity for the Individualized Support Team to engage in meaningful
discussion that results in a PCISP reflective of the individual’s preferences and priorities. Having a
conversation with the individual about supporting him/her in living their best life supersedes a discussion
embedded in technical jargon and focused on completing procedural requirements.

How do Effective Meetings Look in Practice?

Effective meetings cultivate the type of teamwork that makes great things possible. Two key things must
happen to make a meeting effective. First, the individual and team members must feel a sense of
progress. Progress can only be achieved through a shared focus, the second component of effective
meetings.

Case managers must ensure the following are in place for facilitating effective meetings:

e Develop intent and clarify purpose

e Adhere to the three phases of meetings:
o Preparation, planning, and organization prior to the meeting
o Leading the meeting
o Follow-up after the meeting

Effective meetings include the individual, parent(s) of minor children or legal representatives, if applicable,
the case manager and anyone the individual wishes to have present (family members, friends, provider
staff, etc.). The PCISP should be central to all team meetings. The individual and team members should be
continuously evaluating progress towards identified outcomes and strategies, celebrating successes, and
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working through challenges. Every discussion should focus on the individual’s preferred vision of a good
life.

Note: for more information on facilitating team meetings, case managers may view the training
“Facilitation 101” available in the Case Management Training Series in Canvas.

Face-to-Face Visits

What are Face-to-Face Visits?

Face-to-face visits allow the individual, parent(s) of minor children, and legal representatives, as
applicable, and their case manager to engage in an informal conversation that helps to develop their
relationship and further develop support. It should be comfortable, relaxed, and easy.

Why are Face-to-Face Visits Important?

Face-to-face visits give the case manager the opportunity to better understand, encourage and support the
individual in the living their preferred life. Additionally, face-to-face visits allow the individual and other
participants to discuss progress on the current PCISP, identify areas of the PCISP that are/are not working,
and identify what, if any, changes are needed to enhance alignment with the individual’s preferred vision
of a good life.

The case manager should carefully prepare with the individual for a face-to-face visit that is comfortable,
relaxed, and enjoyable.

It is important to be patient and adjust as needed before, during and after the face-to-face visit.

How do Effective Face-to-Face Visits Look in Practice?

The individual and case manager are present during the meeting. The parent(s) of a minor child, or

legal representative, if applicable, are also present.

e Visits occur at a time and place recommended by the individual, and parent(s) of a minor child or legal
representative(s), as applicable. A few things to note:

o Avoid service settings.

o Suggest locations that align with the individual’s age, interests, etc.

o Do an activity together.

o Face-to-face visits in a variety of locations provides the case manager an opportunity to see how
supports are implemented in varying settings, as well as to understand any differences in needs
based on the various settings.

e Itis NOT an IST meeting.

e Spend the time together getting to know one another.

e The gained insight is included in the PCISP, and the case manager and IST will be prepared to promote
movement that allows the individual to experience more of the good life.

For more information on facilitating team meetings, case managers may view the training “Building
Relationships Through Face-to-Face Meetings” available in the Case Management Training Series in
Canvas.

Requirements

Ongoing case management services are based on the principles of person-centered thinking and driven by
the PCISP. Person-centered practices include:
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e Convening Individualized Support Team (IST) meetings at least semi-annually. IST meetings may be
held in a manner desired by the individual and parent(s) of a minor child or legal representative(s), as
applicable. The individual and parent(s) of a minor child or legal representative(s), if applicable, must
be present for all IST meetings.

e Conducting face-to-face visits with the individual, parent(s) of a minor child or legal representative(s),
as applicable, for the purpose of relationship building and knowledge of individual at least once semi-
annually and as needed.

At least one meeting or visit each year must be held in the home of the individual.

For individuals residing in provider owned and/or controlled settings (POCOS), case managers

must ensure at least one visit each year is unannounced.

Face-to-face visits must be intentional interactions and may not be held as drop-in visits at a

O
©)

Example

day program.

IST meetings and face-to-face contacts are both required in a manner that ensures interaction
at least every 90 calendar days.

The plan year used for this example is February 1 - January 31.

Purpose

Meeting Due

Meeting/Visit

Manner of Meeting

Participants

April 30 Non-Annual IST As desired by the Individual and See PCISP Guide:
Meeting individual, parent(s) | parent(s) of a minor Non-Annual Team
of a minor child, or child or legal Meetings
legal representative, as
representative(s), as | applicable; case
applicable (i.e., in manager; service
person or virtually.) providers; others
invited by the
individual, et al.

July 31 Face-to-Face Visit | In person Individual and See PCISP Guide:
parent(s) of a minor Face-to-Face Visits
child or legal
representative, as
applicable; others
invited by the
individual, et al.

October 31 Annual IST As desired by the Individual and Annual Planning

Meeting individual, parent(s) | parent(s) of a minor Meeting
of a minor child, or child or legal
legal representative, as See PCISP Guide:
representative(s), as | applicable; case Annual Team
applicable (i.e., in manager; service Meetings
person or virtually.) providers; others
invited by the
individual, et al.

January 31 Face-to-Face Visit | In person Individual and See PCISP Guide:

parent(s) of a minor Face-to-Face Visits
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child or legal
representative, as
applicable; others
invited by the
individual, et al.

Conducting unannounced visits to individuals residing in provider owned and/or controlled settings
(POCOS) at least once per year in the home. Unannounced visits are intentional interactions and are
not completed by arriving at the home early for a planned meeting or visit. A provider owned or
controlled setting is defined as:
o Residential settings that are owned by a provider; or
o Residential settings in which individuals, who are not living in their family home, and utilize:
= Residential Habilitation and Support - Level Two;
= Residential Habilitation and Support - Daily; or
= Structured Family Caregiving
Individuals with high risk or health needs, formerly known as Algo 6, require additional oversight and
support. Case managers must have monthly face-to-face interactions with these individuals.
Individuals in this category:
o Require access to full-time supervision (24/7) and more than a 1:1 staff to individual ratio;
o Have needs that are exceptional;
o Require more than one (1) caregiver exclusively devoted to the individual for at least part of
each day; and
o Areinimminent risk of harming themselves or others, or both, without vigilant supervision.

Person-Centered Planning

Quality person-centered planning begins with an individual's vision for a
preferred life and takes the concept of self-determination from theory to
practice. The person-centered planning process should create a supportive
environment that encourages individuals and their families to engage in
robust discussion to create meaningful plans that promote greater
opportunities for individuals to exercise choice and self- determination.
Further, the person-centered planning process should enhance and promote
collaboration among (IST) members and lead to outcomes, strategies, and
action steps that relate to the individual’s vision for their preferred life.

IMPORTANT

Content provided in this Person-Centered Planning section below does not replace the full guidance
provided the PCISP Guide, PCISP Rubric, PCISP Rubric Interpretive Guidelines, and trainings available
through the Case Management Training Series available in Canvas. These resources are available
separately but are attached as addendums to the BDDS Quality Guide for convenience.
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Developing a Person-Centered Individualized Support Plan

Developing a Strength-Based Plan

Developing a strengths-based plan requires identifying the individual’'s strengths based upon their input
along with the input of the entire team (i.e., parents of minor children, legal representatives, other family
members, friends, case manager, providers, direct support professionals, etc.). It recognizes the strengths
and assets of the family unit, if applicable. Outcomes are designed to foster skill building from a strengths-
based perspective. The PCISP builds upon those strengths, desires, and needs leading to the development
of comprehensive and integrated solutions which support the individual in living their vision of a good life
within their community.

Supporting information:

e Being strength-based means that the PCISP identifies the support needs of the individual using
language that is respectful and explains the need.

e  Support needs should be identified using language that maintains the person’s dignity and helps the
reader to understand the purpose, function and/or approach necessary to support the need.

e  Support needs identified should be age appropriate.

e  Rubric scoring measures related to outcomes includes all outcomes. All outcomes must possess the
criteria identified.

For additional information on developing a strength-based plan, please see the PCISP Rubric Interpretive
Guidelines. Case managers may also view the training “What Does it Mean to be Strength Based?”,
available through the Case Management Training Series in Canvas.

Developing a Person-Centered Plan

All team meetings should only occur when the individual is present and as applicable, the parent(s) of a
minor child or legal representative(s). The PCISP is driven by the individual those closest to them. The
outcomes, wants, and needs are centered on the individual’s vision for a good life. Their desires, cultural
beliefs, and values are recognized, respected, embraced, and reflective in outcomes, formal services, and
community activities. The PCISP demonstrates the individual’s informed choice and allows for
opportunities for learning.

Supporting information:

e Theindividual does not have to be listed in the section “Individualized Support Team Members”.

e Person centered language and outcomes should align with the life stage of the individual. For young
children, the PCISP may be from the perspective and desires of the parents while still including the
child’s interests, likes and dislikes. For adults with legal representatives, the PCISP should provide a
balance of perspectives and desires while also including the person’s interests, likes and dislikes.

e  Rubric scoring measures related to outcomes includes all outcomes. All outcomes must possess the
criteria identified.

For additional information on developing a person-centered plan, please see the PCISP Rubric Interpretive
Guidelines. Case managers may also view the training “What Does it Mean to be Person-Centered?”,
available through the Case Management Training Series in Canvas.
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Incorporating Integrated Supports

Integrated supports should be continuously developed and maintained as determined by the individual’s
interests and preferences. The full team is to support the individual in relationship development. The
identified areas of integrated supports include personal strengths and assets, technology, community
based, relationships, and eligibility specific/paid supports

Supporting information:

e Integrated supports may be identified throughout the PCISP and should also be leveraged to support
the individual in their outcomes, strategies and/or action steps.

e  Rubric scoring measures related to outcomes are specific to the number of outcomes and number of
integrated supports as stated in the measure.

e The use of technology can be personal technology that anyone uses; assistive or adaptive technology
or devices that support an individual in their daily tasks; environmental technology designed to help
with or adapt to surroundings. Technology does not have to be electronic.

e Relationships are family, friends, and acquaintances.

e Personal strengths and assets are the skills, personal abilities, knowledge, belongings, resources of
the individual, parents, and legal representatives, as applicable, as well as things they are good at.

e Community-based supports are places that are available to everyone such as businesses, parks,
schools, faith-based communities, health care facilities; groups or membership organizations with
shared interests; local services or public resources that everyone uses such as public transportation.

e Eligibility specific are those needs-based or government funded services that a person is eligible for
based upon disability, age, income, geography, or employment status.

For additional information on incorporating integrated supports, please see the PCISP Rubric Interpretive
Guidelines. Case managers may also view the training “What are Integrated Supports?” available through
the Case Management Training Series in Canvas.

Assessing Risk

Exposure to risk is part of life. It is only through making choices and developing good judgment that we all
learn and mature. Risk management emphasizes instruction and the development of strategies and
safeguards geared specifically to the individual to manage reasonable risk whenever possible. Identifying
and addressing unreasonable risk should be respectful of the individual’s rights while addressing
competency and capacity to make informed choices. The determination of risk should include those who
know the individual best and be based on the understanding of any cultural and linguistic issues. It is to be
included in the PCISP in each domain as applicable.

For complete information on assessing and managing risk in the PCISP, please see Appendix A: Risk in the
PCISP Guide.

Balancing Competing Priorities

Individual and Parent/Legal Representative Priorities

Case Managers are responsible for ensuring the individual’s voice is clearly heard by the entire team,
including the parent(s) of a minor child or legal representative(s), if applicable. While the parents of a
minor child and legal representatives are afforded a number of rights and responsibilities by the courts,
this should not replace the expectation that individuals are present for their meetings, have an opportunity
to express their opinions and desires, and be a meaningful part of the discussions and decisions that
impact their life.
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Adults and Minors are Different

Ensuring the individual’s voice will look different based upon the life stage of the individual receiving
waiver services. For instance, parents of young children will be the primary driver of all decisions and
outlining the vision they have for their child as they grow into an adult. Even in this instance, case
managers should be taking the time to get to know the child and their interests. Case managers should be
supporting parents of young children to think about ways they are building their child’s capacity to make
decisions and modeling for the parents how to incorporate their child’s interests and desires into their
decisions. These conversations should grow as the child ages so that when the child becomes a young
adult and adult, they are a partner in the process and have the opportunities to drive the decisions that
impact them.

Facilitating Conversations that Matter

Typically, parents of minor children and legal representatives make decisions based upon what they think
is best for the individual. These decisions may be driven by past experiences, worry, concern, or fear. It is
important to remember this when having conversations with parents or legal representatives who may be
telling an individual no. When an individual wants something and the parent or legal representative
doesn’t agree, ask “why”. By digging deeper into their reasons for saying no you may uncover what their
worry, concern or fear is and be able to work with them to come up with a plan to address those feelings.
For example, an individual may clearly articulate a desire to spend time alone yet be unsafe in crossing
streets or assessing risks in the community. Parents of minor children and legal representatives may
prefer that the individual be protected rather than taking a chance on something new that has a risk of
failure. As the case manager, you should work with the individual and parents or legal representatives to
build and explore integrated support options that will alleviate the fears that the individual could be hurt or
exploited while also giving the individual the much-desired independence that comes with being home
alone. Using an integrated supports star can help facilitate this discussion.

Creating an Environment of Partnership
To create an environment of partnership between individuals and parents of minor children or legal
representatives, as applicable, the following should be reinforced:

¢ Individuals must have the power to make informed decisions about their own lives and the services
they receive.

e Individuals must have access to necessary accommodations and supports in order to meaningfully
participate in meetings, conferences, and other forums when issues are important to them are
discussed (the “nothing about us without us” principle). These accommodations include but are not
limited to:

o Extra time planned for meetings to ensure the participation of each person;
o Enhanced and alternative communication methods, such as communication devices, sign
language, or interpreters;

Availability of technology supports and access through technology to ensure participation;

Materials provided ahead of the meeting for review;

Meeting materials written in plain language;

Support from direct support professionals, when needed; and

o Funding for transportation, including support staff.

e Itis important to respect the way that people with disabilities prefer to be identified. In most

circumstances, person-first language is most appropriate, e.g., person with IDD. However, some people

O O O O
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with IDD prefer identity-first language, e.g., autistic person. In addition, people’s self-identified
pronouns for gender identity must be respected.

e Individuals must be afforded the same dignity of risk that all people have to make informed decisions
and learn from any mistakes that impact themselves and others in the community.

Including Services in the PCISP

The person-centered approach enhances the way in which services and supports are explained to
individuals, parent(s) of minor children, and legal representative(s), as applicable, so their needs,
aspirations, and opportunities for the achievement of self-determination, interdependence, productivity,
integration, and inclusion in all facets of community life can be identified and explored. The individual has
the right and power to command and direct the entire person-centered planning process with focus on his
or her preferences, aspirations, and needs. The process empowers individuals to create life plans and
direct the planning and allocation of resources to move toward their self-identified best life.

What is the Services Section of the PCISP?

The service section of the PCISP identifies those supports and services which are selected by the
individual, parent(s) of minor children, or legal representative, as applicable and funded by their HCBS
waiver. Services included, including the scope and duration, should be identified in the person-centered
planning process to implement strategies and outcomes that support the individual’s desired outcomes
and ensure his or her health and welfare.

Case managers are reminded that waiver funding belongs to the individual. Changes made based on
provider requests are not permitted without the express permission of the individual, parent(s) of a minor
child, or legal representative(s), as applicable.

Requirements

With the implementation of changes made in BDDS Portal 2.0 through the systems consolidation project,
services are submitted and authorized through the PCISP. The following requirements apply to the Annual
PCISP inclusive of the Services section.

Family Supports Waiver (FSW)

For individuals utilizing the Family Supports (FS) waiver, Annual PCISPs, inclusive of services, may be
submitted up to one hundred (100) calendar days before of the start of the plan year. At a minimum, the
Annual PCISP must be submitted forty-five (45) calendar days prior to the start of the plan year. Initial
PCISPs, inclusive of services, cannot be submitted for service authorization until the Intake initial contact
is made and the Intake meeting is held. Newly onboarded cases utilizing the FS waiver will be in Active
status and have a Case Management Only service plan with two (2) units of case management to fund
case management services leading to the development, submission, and authorization of the Initial PCISP.
Please note, individuals onboarded with Managed Care will receive the Case Management Only service
plan that will be active upon disenroliment.

Community Integration and Habilitation Waiver (CIH)

For individuals utilizing the Community Integration and Habilitation (CIH) waiver, Annual PCISPs, inclusive
of services, may be submitted at the release of the Objective Based Allocation (OBA) ninety-five (95)
calendar days of the start of the plan year. At a minimum, the Annual PCISP must be submitted forty-five
(45) calendar days prior to the start of the plan year. Newly onboarded cases utilizing the CIH waiver may

be in Active status and have a Case Management Only service plan with two (2) units of case management
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to fund case management services until the Intake initial contact is made and the Intake meeting is held
for development, submission, and authorization of the Initial PCISP. Exceptions to the allowance of a Case
Management Only plan include onboards of:

e CIH waivers in Transitional status;

Waiver starts or re-entries requiring a facility discharge date;

Re-entries onboarded to the same case management organization; and
Change waiver.

Money Follows the Person-Community Integration and Habilitation Waiver (MFP-CIH)

For individuals utilizing the Money Follows the Person demonstration project funding in conjunction with
the Community Integration and Habilitation (CIH) waiver. Newly onboarded cases utilizing the MFP-CIH,
may have an Initial PCISP created, inclusive of services once the Intake meeting has been held. Plan
services will be authorized following the entry of the facility discharge date. Case managers are to work
directly with BDDS district staff to plan for conversion to a pure CIH waiver. The document Indiana Money
Follows the Person is available as an addendum to this Guide.

Service Costs Over the Objective Based Allocation

When an individual has a reduction in their OBA due to residential (living arrangement) change, the
individual’s service plan may be over the allowable allocation. In those cases, the case manager is notified
of the overage on the Over Allocation grid on the PCISP tab of the Home page dashboards. Case managers
must speak with the individual, parent(s) of minor children, or legal representative, as applicable, and their
IST, to review the PCISP and services and make the changes necessary to bring the cost of services back
within the allocation within thirty (30) business days. Allowing service costs to continue to exceed the OBA
beyond this time frame may result in corrective action and/or sanction.

Note: For complete information on translating Algo levels into an OBA, please see section 6.4 of the DDRS
Home and Community-Based Services Waivers Module.

Sibling/Family Plan Year Alignments

PCISP plan years may be aligned for siblings and other family members (i.e., parents and children,
spouses) when requested by the individual, parent(s) of minor children, or legal representative, as
applicable. Plan year alignments include retaining the plan year of at least one of the individuals while re-
setting the other individuals’ plan year(s) in the next Annual PCISP. To align plan years prior to the start of
the next Annual PCISP, the Monitoring Checklist schedule for the current plan year will also be adjusted.

Plan year alignments require that the individual(s) changing their plan year have a shortened plan year,
with a prorated waiver cap (FSW) or allocation (CIH) to manage the alignment. No plan year can exceed a
twelve (12) months. When the plan year alignment is requested, it is imperative for case managers to
determine if there would be any negative impact to the way the individual uses services and share that
information with them.

Beginning with systems consolidation in 2022, requests for sibling/family plan year alignments are to be
submitted through Jira by the case manager’s supervisor or other designated case management
organization staff member. Requests must include the individuals’ full HIPAA names, including the RID
number, BDDS Portal ID, end date of their current plan year, and the requested plan year.
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Example:

Related Application: BDDS Portal - General

Service Request Type: Data Change

Summary: Sibling/Family Plan Year Alignment

The individual, parent(s) of a minor child, or legal representative(s), as applicable, has requested a plan
year alignment for the following individuals:

Full HIPAA Name Portal ID Current Plan Year
SMITJOHD123456789999 | 12345 01/01to 12/31
SMITJANA124563789999 | 98765 06/30to 05/31
Retained Plan Year: 01/01to 12/31

Relationship: Siblings

BDDS will process the adjustments to the Monitoring Checklist and adjust the Annual PCISP for the
shortened plan year. The Jira ticket will be resolved once these activities have been completed.

Until the system consoligation project release of the BDDS Portal 2.0, please follow the process outlined
in the interim guidance released with this guide.

Home and Community-Based Services Final Rule on Settings

< 7\ and regulations set by the Center for Medicare and Medicaid Services (CMS). In this

A\ ] 7/: section, case managers will learn about the Home and Community-Based Services
&k J..i % -i,i-i'i ¢4  Final Rule on Settings, also known as the Settings Rule, issued in 2014.

#5511 G

f\ All states providing waiver services are required to follow and abide by federal laws
besis

Why is the Settings Rule Important for Individuals?

In the settings rule CMS clarified expectations for person-centered planning and the things that need to
happen when HCBS waivers are administered. This includes where and how support is delivered. These
regulations enhance the quality of home and community-based services and provide additional protections
to individuals that receive HCBS waivers and supports.

Settings Rule Assurances

The homes of individuals receiving supports and services through HCBS waivers must be located in a
setting that enables interaction with people without disabilities. Their home must provide access to the
community and participation in community activities to the same degree as people without disabilities.
Further, the settings rule requires specific questions to be asked at least annually but as often as the
PCISP is updated and/or Monitoring Checklist completed for individuals who reside in provider owned or
controlled settings (POCOS). Some of these questions appear within five (5) of the life domains of the
PCISP while others are part of the HCBS Settings section of the Monitoring Checklist. Please note, HCBS
questions currently within the Monitoring Checklist will be relocated to the PCISP in 2022.

PCISP - Community Living
e Does the individual have privacy in their sleeping or living quarters?
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e Does the individual’s living quarters have lockable entrance doors, with the individual and appropriate
staff having keys to the doors as needed?

e Does the individual have the freedom to furnish and decorate their sleeping or living quarters within
the lease or other agreement?

PCISP - Safety and Security

e |[sthe individual’'s dwelling/unit owned, rented, or occupied under a legally enforceable agreement?

e Does the individual have the same responsibilities and protection from eviction as all tenants under
landlord tenant law of the state, county, city, or other designated entity?

PCISP - Healthy Living
e |[sthe setting physically accessible to the individual?
e Does the individual have access to food at any time?

PCISP - Social and Spirituality
e |[s the individual allowed visitors at any time?

PCISP - Citizenship and Advocacy
e Does the individual have the freedom and support to control their own schedules and activities?

Monitoring Checklist - HCBS Settings

e [sthe individual’s setting in and does it support access to the greater community?

e Does the individual’s setting provide opportunities to seek employment and work in competitive
integrated settings, engage in community life, and control personal resources?

e Does the individual’s setting ensure the individual receives services in the community to the same
degree of access as individuals not receiving Medicaid home and community-based services?

e Was the individual’s setting selected by the individual from among setting options, including non-
disability specific settings and an option for a private unit in a residential setting?

e Does the individual’s setting ensure their rights of privacy, dignity, respect, and freedom from coercion
and restraint?

e Does the individual’s setting optimize the individual’s initiative, autonomy, and independence in
making life choices?

Remediation

When HCBS questions are answered no, additional questions must be discussed, and the required
remediation information included within the HCBS section for that domain of the PCISP, or in the CAP in
the Monitoring Checklist. When responding to the questions in the Monitoring Checklist, it is important for
the case manager to ensure that these additional protections to individuals is properly documented.

Consistent with CMS regulation, the IST must address and include the following elements within this
section of the PCISP for each HCBS required question that is answered “no” by the IST:

e |dentify a specific and individualized assessed need;

e Document the positive interventions and supports used prior to any modifications to the person-
centered service plan;

e Document less intrusive methods of meeting the need that have been tried but did not work;

e Include a clear description of the condition that is directly proportionate to the specific assessed need;
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¢ Include a regular collection and review of data to measure the ongoing effectiveness of the
modification;

¢ Include established time limits for periodic reviews to determine if the modification is still necessary or
can be terminated;

¢ Include informed consent of the individual; and

e Include an assurance that interventions and supports will cause no harm to the individual.

Remediation Example

In this example, we’ll look at Mary, a 25-year-old woman diagnosed with Prader-Willi Syndrome. Due to her
diagnosis, Mary is short in height, has low muscle mass and high body fat. Additionally, her mild to
moderate cognitive impairment causes Mary to have issues with thinking, reasoning, and problem-solving.
Mary is currently overweight and would like to lose weight.

Settings rule question: Does the individual have access to food at any time? NO

Remediation: Mary is currently overweight and would like to lose 25 to 30 pounds, but she is unable to
resist cravings for sweets and starches. Mary, with the help of her direct support professional, developed a
meal plan but was not able to stick to it. To achieve her goal, Mary engaged her team in a problem-solving
discussion where it was decided that Mary would receive 3 meals from her meal plan and 3 healthy
snacks per day at scheduled intervals. Food will not be available to her other than at these scheduled
times. Mary’s case manager will follow-up with her monthly to measure the effectiveness of the plan and
ensure Mary wants to continue on this path.

Medicaid as Payer of Last Resort

The role of the case manager includes care planning, service monitoring,

M;dicaid working to cultivate and strengthen informal and natural supports for each
N : j individual, and identifying resources and negotiating the best solutions to meet
g i —ﬂ e | identified needs. Toward these ends, case managers must demonstrate a

willingness and commitment to explore, pursue, access, and maximize the full
array of non-waiver-funded services, supports, resources and unique opportunities available within the
individual’s local community, thereby enabling the Medicaid program to complement other programs and
resources.

What does it mean for Medicaid to be the “payer of last resort”?

The Centers for Medicare & Medicaid Services (CMS) requires an individual utilizing HCBS waivers to
exhaust all services regardless of funding stream, including those on the Indiana Medicaid State Plan,
before utilizing HCBS waiver services. Case managers must understand, maintain, and assert that HCBS
waiver programs are considered funding of last resort and have a closed funding stream.

The following list shows the hierarchy of funding streams:

_*g Private S Medicaid | SHCBS
IC |nsurance §State = Waiver

and o Plan Programs
Medicare Services »>
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Because HCBS waiver programs are the funding stream of last resort, waiver teams must ensure that all
other revenue streams are exhausted before utilizing HCBS waiver services.

The Indiana Medicaid State Plan services that must be accessed prior to the use of waiver-funded services
include, but are not limited to:

e Home health

e Medical transportation

e Physical therapy

e Speech/language therapy

¢ Medicaid Rehabilitation Option (MRO)

Why is it important?

It’s imperative for case managers to have knowledge of resources, both paid and unpaid, to be able to
lead teams to consider all available options. This includes age specific services such as EPSDT. All services
and supports utilized should be based on the individual’s needs and desires and enhance their journey
toward their preferred life.

How does this look in practice?

e (Case managers provide an array of services that assist individuals in gaining access to needed waiver
and other Medicaid State plan services, as well as medical, social, educational, and other services,
regardless of the funding source for the services or community supports to which access is gained;

e (Case managers advocate alongside the individual to ensure their access and opportunities for
participation in all paid and unpaid services, programs, and settings which allow for building social
capital, skill development, and personal fulfillment;

e (Case managers lead ISTs to consider all available options relevant to the individual’s needs and
desires, and which enhance the journey toward their preferred life;

e (Case managers are trained in the person-centered planning process that aligns with BDDS mission,
vision, and values, including participation in any BDDS person-centered trainings; and

e (Case managers demonstrate a willingness and commitment to explore, pursue, access, and maximize
the full array of non-waiver-funded services, supports, resources and unique opportunities available
within the individual’s local community, thereby enabling the Medicaid program to complement other
programs or resources.

File Management

The File management section will introduce case managers, intake coordinators, and
case management leadership to the movement of files through the processes of
onboarding, including transfers between case management organizations, and
intake, Changes in case manager due to a separation of employment and Medicaid
loss are also included. Let’s look at each process individually.
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Onboarding

What is Onboarding?

Onboarding starts with the system process of referring an individual to their selected case management
company. Through this process the BDDS District Office provides important information about the
individual, including, but not limited to, contact information, relationships, the individual’'s current living
arrangement, diagnoses, etc. The CMO onboarding process should include a review of:

e The individual’s waiver type (FSW, CIH, MFP-CIH) and status (active, pending, transitional);
e Medicaid category, benefit plan, and status;

e Algo and allocation of individuals receiving the CIH or MFP-CIH waivers;

e Level of Care Screening Instrument (LOCSI) dated within 90 calendar days; and

e Provider choice list for case management.

When the above statuses or documentation are incorrect, the CMO should contact the district office
immediately for resolution. If the issue can’t be resolved quickly, the CMO may be instructed to reject the
onboard.

Compatible Medicaid Benefit Plans: MA and PKGA

Compatible Medicaid Categories:

2 Child Aged 6 - 18 DI Working Disabled MEDWORKS Imp

4 Title IV-E Foster Child < 18 BIVAS Working Disabled MEDWORKS

8 Child Receiving Adoption Assistance F Transitional Medical Assistance

9 Child Aged 1 - 18 e[ Parent / Caretaker of Relative

/98 Foster Care Independence Age 18 - 20 B Social Security Income

IS8 Former Foster Child Aged 18 - 26 X Newborn - Born to Medicaid Member
A Aged Y Child Aged 0 - 18

B Blind VA Child Aged 1 - 5

D Disabled

Why is Onboarding Important to Individuals and Families?

Families depend on case managers and their case management organizations for access to the services
and supports they need and are entitled to through BDDS’ waivers. Case management intake coordinators
are tasked with the responsibility of ensuring their timely access.

How and When does Onboarding Happen?

Each business day the intake coordinator will review of their dashboard, or the On-boarding/Intake grid
located under Processing in the BDDS Portal. Following the file review, the intake coordinator will accept or
reject the file(s). Accepted referrals must be assigned to a case manager within twenty-four (24) hours.
Additionally, the process also allows BDDS service coordinators to see the progress and respond to the
reason for the rejected referral.

Intake

What is Intake?

Intake is the process of contacting and having an initial meeting with individuals who are new or returning

to waiver services. Through the intake process case managers will begin to develop a relationship with the
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individual, parent(s) of minor children, or legal representative, as applicable, that results in a quality
Person-Centered Individualized Support Plan.

Why is the Intake Process Important to Individuals and Families?

Robust intake meetings give case managers, individuals, parents of minor children, and legal
representatives, as applicable, the opportunity to identify the individuals’ strength and assets, important
relationships, what’s important to and for the individual, and begin a conversation that will enable the
individual and those closest to them to develop a vision for their good life. From this intake meeting, case
managers can begin to assist them in determining the services and supports that will best meet their
needs.

JECTING A REFERRAL BASED ON AN INDIVIDUAL'S NEED
FOR INTERPRETATION OR TRANSLATION IS DISCRIMINATION. CASE
MANAGEMENT ORGANIZATIONS ARE REQUIRED TO ENSURE CASE
MANAGERS HAVE THE ABILITY TO EMPLOY THE TOOLS NECESSARY TO
COMMUNICATE EFFECTIVELY AND EFFICIENTLY WITH EACH INDIVIDUAL
BY WHATEVER MEANS IS PREFERRED BY THE INDIVIDUAL.

Case Management Waiver Service Definition

How do Case Managers Facilitate Intake Meetings?
An intake meeting should include the following:

e Preparation by the case manager that will enhance their ability to facilitate the intake meeting.
Planning for the meeting should include a review of the individual’s profile, relationships, living
arrangements, diagnoses, and interview guide;

e The individual, parent(s) of a minor child or legal representative, as applicable, and others important to
the individual that they want included;

e Conversation that focuses on what the individual envisions for their good life. As mentioned above, this
includes the individuals’ strength and assets, important relationships, what’s important to and for the
individual, and begins to identify integrated supports.

Person-Centered Individualized Support Plans must be developed using Charting
the LifeCourse, Essential Lifestyle Planning, Personal Futures Planning, MAPS,

PATH, or an equivalent person-centered planning process.
CASE MANAGEMENT WAIVER SERVICE DEFINITION

Indiana’s PCISP was developed based on Charting the LifeCourse principals, life
stages, and life domains, therefore, the use of the Charting the LifeCourse tools
is considered BEST PRACTICE.
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When do Intake Meetings Happen?

e Forindividuals onboarded in Pending status, regardless of waiver type, the intake process must be
completed and an Initial PCISP, including the service plan, submitted within forty-five (45) calendar
days of onboard. Two units of initial case management are provided at onboard for this purpose. When
the individual is enrolled in Managed Care, assignment of the availability of the two units of initial case
management immediately follows dis-enroliment.

e Forindividuals in Transitional status, the intake process must be completed and an Initial PCISP that
includes the Initial service plan must be submitted, approved, and confirmed to activate the waiver.
Initial case management units are not provided as payment is included through Transitional Case
Management.

e Forindividuals onboarded in Re-Entry status, a Re-Entry PCISP that includes the Re-Entry service plan
must be submitted, approved, and confirmed to activate the waiver. Initial case management units are
provided only if the individual is onboarded to a case management organization who was not the most
recent to support the individual.

IMPORTANT

- Intake case notes move the individual’s record through the Intake process.

- An Intake/Initial contact case note must be entered once the case manager speaks with the
individual, parent(s) of a minor child, or legal representative, as applicable.

- An Intake/Meeting Held case note must be entered to indicate the case manager has met
with the individual, parent(s) of a minor child, or legal representative, as applicable. This
closes the intake process and removes the individual’s name from the Intake grid.

The PCISP with embedded services cannot be created until the
intake meeting has been held and case noted

Transfers Between Case Management Organizations

What are CMO Transfers?

Transfers of individual’s files from one case management organization to another are known as Change
CMO transfers. As with any onboard, they populate on the Intake/Onboard processing page and are
accepted or rejected in the same way new referrals are managed.

Why are CMO Transfers Important?

Individuals, parents of minor children, or legal representatives, as applicable, may feel the need to select a
new case management organization when they are not satisfied with the service delivery of their case
manager. Any CMO receiving a request for a case management choice list will provide a blank choice list
whether or not they currently support the requesting party.

When a choice list is received by the receiving CMO, they will contact the transferring CMO, providing a
copy of the choice list, and the transferring CMO will process a Change CMO transfer from the individual's
Manage page in the BDDS Portal within five (5) business days. When a current CMO receives a choice list
for another CMO, they will notify the receiving CMO, providing a copy of the choice list, and process the
transfer from the individual’s Manage page in the BDDS Portal within five (5) business days.
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How are CMO Transfers Managed?

Case management organizations may refer individuals to a different provider of case management once a
provider choice list is received and the file, including case notes and monitoring checklists, is up to date,
but within five (5) business days. Transfers of this type are processed on the individual’'s Manage page.
Individuals in the transfer process will remain on the roster of the transferring case management
organization and assigned case manager until the file is accepted. Referrals must be accepted or rejected
within five (5) business days. Throughout the transition to a new case management organization, all
parties must continue to receive case management services in a manner that is respectful and meets their
needs.

EMEMBER, CASE MANAGEMENT IS A REQUIRED SERVICE FOR ALL INDIVIDUALS
UTILIZING BDDS’ WAIVERS. THE CASE MANAGEMENT ORGANIZATION INITIATING

THE FILE TRANSFER MUST CONTINUE TO SUPPORT THE INDIVIDUAL UNTIL THE
FILE IS ACCEPTED BY THE RECEIVING CASE MANAGEMENT ORGANIZATION.

Case Management Service Definition

Case Manager Reassignment Due to Separation of Employment

When a case manager separates from their employer, it is necessary for their case management
organization to reassign their files to a different case manager. Once the case manager’s access to the
BDDS Portal is inactivated following the process outlined in the systems access guidance, the case
management organization must reassign the file within seventy-two (72) hours.

Loss of Medicaid

What is Medicaid?

Medicaid is a joint federal and state program that provides health coverage to millions of Americans,
including individuals with intellectual and developmental disabilities. While access to Medicaid is generally
based on income, minors receiving waiver services may access Medicaid regardless of family income.

Why is Maintaining Medicaid Important?

Medicaid is the funding stream for BDDS Home and Community Based Services waivers. Without active
Medicaid with a qualifying benefit plan and category, providers of waiver services cannot be paid. This can
result in a delay or gap in services and/or loss of medical coverage. Additionally, providers may bill the
individual, parent(s) of a minor child, or legal representative(s), as applicable, for services provided if
Medicaid is not reactivated.

Access to Medicaid services can be lost for the following reasons:

e Individual, parent(s) of a minor child, or legal representative(s), as applicable, missed the annual
redetermination deadline. Medicaid redetermination is a necessary part of being a Medicaid
beneficiary. The redetermination process ensures an individual is still eligible to receive Medicaid
benefits and can continue to receive Medicaid-funded long-term services and supports;

e Documents not submitted timely for redeterminations;
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e The individual was over resourced at the time of redetermination. Medicaid beneficiaries that
receive assistance through a Medicaid HCBS waiver are permitted to keep their monthly income up
to a certain amount. If income or assets (resources) exceed the required limits, they may be
determined over resourced and will no longer be eligible for Medicaid benefits;

e Social Security Administration (SSA) determines individual not disabled or individual has not
applied after age 19; and/or

e Change to ‘non-compatible’ waiver category.

When Medicaid is Lost

When Medicaid is lost, the case manager is to immediately contact the individual, parent(s) of a minor
child, or legal representative(s), as applicable, to determine reason for loss of Medicaid and discuss steps
to reactivate Medicaid. This may include a review of any letters they received from the Division of Family
Resources (DFR).

If the individual, parent(s) of a minor child, or legal representative, as applicable, lists the case manager as
an Authorized Representative (AR), the case manager can have direct contact with DFR. Case managers
can then provide assistance as they navigate the Medicaid system. For some, the amount of information is
overwhelming or misunderstood. Case managers who are Authorized Representatives can provide more
comprehensive assistance.

If reinstatement is being actively pursued, the waiver should not be interrupted for sixty (60) calendar days
to allow time for resolution. Medicaid is generally reinstated retroactively allowing all providers to be paid
for services provided. Should the individual, parent(s) of a minor child, or legal representative(s), as
applicable, choose not to pursue reactivation of Medicaid, case managers are to contact the district office
for assistance and further guidance before terminating the waiver.

Waiver Management

The Waiver Management section will provide case managers, case management
supervisors, and case management leadership with the information needed to
accurately utilize interruptions, extended interruptions, and waiver terminations
when necessary.

Interruptions

What is an Interruption?
An Interruption is a break in waiver services for thirty (30) calendar days or less for a specific reason.

What is an Extended Interruption?

An Extended Interruption is a break in waiver services for up to ninety (90) calendar days. The expectation
is the individual will return to waiver services in ninety (90) calendar days or less.

Why are Interruptions Important?
Interruptions allow the individual’s waiver to be put on hold as needed and return to services, within the
established time frames, without having the waiver terminated.
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When are Interruptions and Extended Interruptions Used?
Interruptions may be utilized to pause waiver services in the following situations:

e Facility placement;

e Incarceration, awaiting trial;

o Qut of state travel that does not meet the standards for reimbursement of out of state home and
community-based services;

o Refused services, pending receipt of BDDS signature page/freedom of choice; and

o Non-responsiveness (Note: see guidance on non-responsive individuals, parents, and legal
representatives before submitting an interruption or termination for this reason.)

Please note, interruptions are not submitted for individuals who desire to terminate their waivers. See
Example 1 under Terminations.

How are Interruptions Used in Practice?

Example 1:

An individual enters a Medicaid-funded long-term care facility for thirty (30) calendar days or less for short
term rehabilitation with the intention of returning to their waiver setting upon completion of rehabilitation.
Because the individual is in a Medicaid-funded long-term care facility the case manager will:

e Document in case notes the individual's admission to the long-term care facility;
e |Interrupt the waiver;
e Monitor progress to determine if the individual will return to the waiver setting within 30 calendar days;
o If necessary, extend the interruption for a period up to a total of no more than ninety (90)
calendar days;
e Document the individual’s return to waiver services in case notes; and
e Restart the waiver when the individual returns.

Example 2:
An individual is arrested and remains in jail awaiting trial. The case manager will:

e Document in case notes the arrest and incarceration information received from the individual, legal
representative, if applicable, and/or provider;

e Interrupt the waiver for a period not to exceed ninety (90) calendar days;

e Document the individual’s return to waiver services in case notes; and

e Restart the waiver when the individual returns.

Example 3:
An individual receiving waiver services will be traveling to China for two months to visit family. The BDDS

Policy Reimbursement of Out of State Home and Community Based Waiver Services covers only travel
inside the United States, therefore it does not apply in this situation. The case manager will:

e Document in case notes the travel information received from the individual, parent(s) of a minor child,
or legal representative(s) as applicable;

e Enter an extended interruption;

e Document the individual’s return to waiver services in case notes; and

e Restart the waiver when the individual returns.

Example 4:
An individual receiving waiver services will be attending college in Texas for ten (10) months. He returns

home during breaks and receives waiver service during that time. The BDDS Policy Reimbursement of Out
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of State Home and Community Based Waiver Services only covers undergraduate and graduate programs
in states contiguous to Indiana, therefore it does not apply in this situation. The case manager will:

e Document in case notes the individual’s attendance at school as received from the individual, parent(s)
of a minor child, or legal representative(s), as applicable;

e Enter an extended interruption;

e Document the individual’s return to waiver services in case notes; and

e Restart the waiver when the individual returns.

Terminations

What is a Termination?
A Termination is the discontinuation of an individual’s HCBS waiver.

When is a Termination Used?
An individual’s waiver services will be terminated due to:

e Voluntary withdrawal;

e Choice of institutional placement;

e Placement in a Medicaid-funded long-term care facility for more than 90 calendar days;

e Services required are so substantial that the total cost of Medicaid services for the individual would
jeopardize the waiver program'’s cost-effectiveness. Only BDDS can make this determination;

e |ICF/IID LOC criteria is not met;

e Medicaid eligibility ends and is no longer pursued;

e Home and community-based services are no longer required;

e Individual is arrested, convicted, sentenced, and incarcerated for more than 90 calendar days; or

e Death.

EMEMBER, CASE MANAGERS ARE REQUIRED TO RE-START THE WAIVER
TIMELY WHEN THE INDIVIDUAL RETURNS TO WAIVER SERVICES.
INTERRUPTIONS MUST NEVER BE ENTERED WITH THE INTENT OF
ALLOWING THE WAIVER TO AUTO-TERMINATE AFTER 45 CALENDAR DAYS
(INTERRUPTIONS) OR 105 CALENDAR DAYS (EXTENDED INTERRUPTIONS).

Please see the BDDS Portal 2.0 User Guide for system instructions

When does a Termination Require BDDS Prior Approval?

Case managers must contact the BDDS District Office for assistance and instruction before a waiver is
terminated for non-responsiveness by the individual, parent(s) of minor children, or legal representative, as
applicable. Pursuant to DDRS Policy: Individual/Parent/Legal Representative Responsibilities While
Receiving Waiver Funded Services, written notice of the intent to terminate the individual’'s waiver services
must be sent to the individual, parent(s) of a minor child, or legal representative, as applicable.
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How are Terminations Used in Practice?

Example 1:

When an individual, parent(s) of a minor child, or legal representative, as applicable, voluntarily chooses to
withdrawal from services. The case manager will:

Facilitate an Individualized Support Team meeting to discuss reasons for wanting to withdrawal from
services. If, after discussion, the decision to proceed with withdrawing from services remains, the case
manager should discuss other service options as appropriate. The case manager will also:

o Explain the steps to take if they choose to return to the waiver program within the waiver year or in
the future;

o Obtain and upload a signed BDDS Signature Page documenting freedom of choice. Please note, if
the signature page is not returned within thirty (30) calendar days, the case manager may
terminate the waiver at that time;

o Case note the individual, parent(s) of a minor child, or legal representative(s), as applicable, wishes
to withdrawal from waiver services as well as any other related actions or activities.

o Complete the waiver termination; and

o Within three (3) calendar days of processing a termination, provide the individual, parent(s) of
minor children, or legal representative, as applicable, with the Notice of Action (NOA), Appeal Rights
as an HCBS Waiver Services Recipient instructions, and an explanation of the termination.

Example 2:
The parents of a minor child notify the case manager the family is moving out of state next month. The
case manager will:

Notify all waiver service providers of the impending move;

Obtain and upload a signed BDDS Signhature Page documenting freedom of choice;

Case note the individual’s move out of state as well as any other related actions or activities.
Complete the waiver termination once all services have stopped and the individual has moved; and
Within three (3) calendar days of processing the termination, provide the parents with a copy of the
Notice of Action (NOA), Appeal Rights as an HCBS Waiver Services Recipient instructions, and an
explanation of the termination.

Example 3:
An emancipated individual entered a Medicaid-funded long-term care facility for what was intended to be a

stay of ninety (90) calendar days or less and their waiver was interrupted. If, upon ninety (90) calendar
days in the facility, there is no immediate plan for discharge. The case manager will:

Notify the district office of the impending waiver termination;

Ensure the individual knows who to contact to re-enter waiver services if/when the individual is ready;
Case note all activities with or on behalf of the individual;

Terminate the waiver; and

Within three (3) calendar days of processing the termination, provide the individual a copy of the Notice
of Action (NOA), Appeal Rights as an HCBS Waiver Services Recipient instructions, and an explanation
of the termination.
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Documentation Standards

There’s an old adage that says, “If it isn't documented, it didn’t happen.” At any
point in time, a case manager’s supervisor and BDDS/BQIS staff should be able to
review an individual’s documentation with the assurance it is up to date within the
time frames allowed. In this section case managers and case management
organizations will be reminded of why it is important to complete documentation
timely and accurately.

Why is it Important to Adhere to Documentation Standards and Timeline Requirements?
Monitoring of the Home and Community Based Services (HCBS) waiver program is mandatory, and
collection of timely documentation is essential in assuring the health, safety and welfare of individuals
served. Without adherence to documentation standards and the established timelines for submitting
documentation, individuals are at risk for negative, undetected, and/or undesirable consequences.
Permission to operate HCBS waiver programs is granted by the Centers for Medicare and Medicaid
Services (CMS) only when satisfactory assurances are made at the time of waiver application and ongoing
compliance is demonstrated at prescribed intervals. Evidence proving compliance comes from data and
documentation collected throughout the course of waiver operation.

Lack of appropriately documented and/or timely submission results in the assumption of lack of
compliance. Additionally, when the state is unable to prove its compliance with these federal
requirements, the state risks loss of federal matching funds essential to the successful operation of HCBS
waiver services.

Case Notes

This section on case notes provides the reader not only with BDDS’ expectations for case
note entries, including best practice, but why thorough and accurate case notes are
important to the individuals receiving services and supports through BDDS’ waivers.

What are Case Notes?

Case notes are records that form the foundation of information needed by case management and BDDS
staff, often at a moment’s notice. These records, submitted for every interaction with or on behalf of
individual, inform the reader of facts specific to an individual. Effective case notes employ strategic,
insightful inquiry and understanding.

Case notes need to tell a story that any reader can appreciate. They can include, but are not limited to:

e Recounting conversations, including necessary follow-up activities or contacts;
e Recording team meetings and face-to-face visits; and
e Documenting case activities.
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Basically, case managers should tell the reader what is happening with an individual without them having
to ask for additional information. And remember case note lore "If it's not documented, it didn't happen."
Keep in mind, case notes may be requested at any time by the individual, parent(s) of minor children, or
legal representative, as applicable, and are also subject to subpoena for legal purposes. Case notes
should always be professional.

Why are Case Notes Important?

During times of great need or crisis, it is imperative that case management and BDDS staff understand the
situation in real time. Without current, clear, concise, objective; and accurate details of the situation and
what occurred (who, what, when, where, why, and how), important facts may be lost and have a
detrimental impact on the individual. Accuracy in case noting also enhances the quality of case
management provided, especially in crisis situations and for case managers with large caseloads.

How are Quality Case Notes Written?
Let's look at some of the best ways to make your case notes more valuable to the reader. We'll begin with
some basic Do’s and Don’ts.

Do:

e Write in a style that is easily understood by all readers;

e Use professional language as well as correct spelling, capitalization, and punctuation;

e Include relevant details (who, what, when, where, why, and how);

e Base notes on the facts - first-hand observations are facts;

e Spell out acronyms before using them; and

e Say what you mean while refraining from criticism of the individual, parent(s) of minor children, legal
representative(s), other providers, and/or State staff.

Don’t:

e Include opinions and assumptions as they can result in bias;

e Use slang, clichés, or jargon;

e Use metaphors or similes;

e Include personal details that aren’t relevant; or

e Include protected health information (PHI) or personally identifiable information (PIl) beyond what is
necessary. Never include PHI or PIl of other individuals.

Additionally, case notes should be clear, concise, useful, relevant, and timely. Let’s look at what each of
those descriptors mean:

e Clear - Often, we are too close to what we are writing. We understand what we just said, but will any
reader be able to understand it? If you are unsure, ask someone to read your case note to see if it
makes sense to that person.

e Concise -Ensure that all relevant information included is in as brief of a format as possible.

e Useful - People who grew up watching Dragnet may remember the term "Just the facts ma'am". The
phrase from the show is actually "All we want (or “know”) are the facts, ma’am". This is the basis of
useful case notes. They are the facts as we know them or have been told. To keep them useful,
remember to include the 5 W's plus How and Next Steps.

e Relevant - This might be synonymous with useful. If something is mentioned in passing, it should not
be recorded in a case note unless it is relevant to the situation at hand.

o Timely - Case notes should be written quickly or, at a minimum, within the required time frame.
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Finally, the language used in case notes should reflect BDDS’ mission and vision:

The Bureau of Developmental Disabilities Services envisions a community where all people have equal
access and opportunity to realize their good life. We are committed to partnering with individuals, parents
of minor children, legal representatives, and professionals to ensure person-centered services that
empower people with disabilities and their families by connecting them to the resources and supports to
live their best life. Our core value is that all people have the right to live, love, work, learn, play, and pursue
their dreams.

BDDS administers programs that support children and adults with intellectual and developmental
disabilities to live their best life through community supports and residential options. Services are
delivered using an individualized, person-centered approach where all people have equal access and
opportunity to realize their good life.

Case notes should use strength-based and person-centered language that reflects the development of
comprehensive and integrated solutions which support the individual to live their best life. Their desires,
cultural beliefs, and values should always be recognized, respected, embraced, and reflected.

Example 1
CM Smith received a call from Mary Greenway, guardian for Seth, informing her Seth would be traveling to

Chicago for most of the month of September to spend the high holy days with family. Seth’s faith is
important to him and observance of the holidays as a family is part of their tradition. Seth will leave
September 4, 2021 and plans to return to Fort Wayne September 30, 2021. Because Seth will be gone for
more than 14 calendar days, his travel status was recorded in the BDDS Portal.

Example 2
CM Jones participated in face-to-face visits with Susie and her sister today. Susie and her sister prefer to

have her team meetings and face-to-face visits at the same time and are members of each other’s
Individualized Support Team (IST). At their request, their father also participated. Susie is very social and
reported being bored because she is home so much. Staff take Susie and her sister out shopping and to a
movie weekly, but she is looking forward to returning to her day program next week and seeing everyone
again. Susie also shared she is still working on finding a local dance club to join and has visited two clubs
with her cousin this month. Susie’s PCISP was updated to reflect this discussion.

Example 3
CM Smith contacted Sam and his mother to schedule the annual planning meeting due in September. An

agenda for the meeting was discussed as well as who Sam and his mother would like invited to the
meeting. Sam is enjoying camping with his family and would like to have the meeting in his backyard so he
can show his team his new tent. The meeting will be held on September 20th at Sam’s house. CM will
share the time and location with the team and ask them to bring their own lawn chairs. Mom will contact
Sam’s aunt, as he would like her at his team meeting.

When are Case Notes Required?
Case notes are required for every interaction with or on behalf of the individual within seven (7) calendar
days, at a minimum, for compliance.
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EMEMBER, CASE MANAGERS MUST HAVE AT LEAST ONE DOCUMENTED MEANINGFUL ENCOUNTER
MONTHLY TO SUPPORT BILLING. SENDING A TEXT OR LEAVING A VOICEMAIL DOES NOT MEET THE
STANDARD FOR A MEANINGFUL ENCOUNTER. ADDITIONALLY, CASE MANAGEMENT ORGANIZATIONS MAY

NOT BILL IN A MONTH WHEN NON-CASE MANAGEMENT ACTIVITIES, SUCH AS MAILING GREETING CARDS
OR SENDING HOLIDAY MESSAGES, FOR EXAMPLE, ARE THE SOLE ACTIVITY.

Case Management Waiver Service Definition

BEST practice is demonstrated by thoroughly and accurately case noting each
encounter with or on behalf of the individual within 24 hours.

BETTER practice is demonstrated by thoroughly and accurately case noting each
encounter with or on behalf of the individual within 72 hours.

Compliance requires thorough and accurate case notes to be entered to
document each encounter with or on behalf of an individual within 7 calendar
days at a minimum.

Monitoring Checkilist

» o The Monitoring Checklist section includes what the checklist is, why it’s important
to the individual, parent(s) of minor children or legal representative(s), as
\ applicable, and case manager, and when it is completed. Additional information
h on the Monitoring Checklist is available in the Monitoring Checklist Interpretive
Guidelines, available as an addendum to the Quality Guide.

What is the Monitoring Checklist?

The monitoring checklist is a pre- and post-meeting and face-to-face visit checklist. It is not to be
completed during team meetings or face-to-face visits. Use of the checklist pre-meeting will prepare the
case manager for the meeting or visit. Information on the individual’s environment, for those living in a
provider owned or controlled setting (POCOS), staffing, and choice and rights will be recorded post-meeting
or visit.

Why is the Monitoring Checklist Important?

Completed as intended, the monitoring checklist supports the case manager in his/her quarterly review
and management of the individual’s annual planning documents, support and risk plans, health issues,
staffing, choice and rights, as well as other issues. Accurate and correct completion of the monitoring
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checklist is vital to meeting the needs and desires of all individuals. Further, it ensures the appropriate
services and supports are being provided and correctly implemented in a timely manner.

When is the Monitoring Checklist Completed?

Checklists are due on the last day of each Service Plan quarter. Case managers are allowed a “grace period”
each quarter and may hold meetings and enter monitoring checklists 15 calendar days before or after that
date.

Service Plan Quarterly Checklist Mid-Year Checklist Quarterly Checklist  Year End Checklist
Start End (Annual Planning)

Jan1 Dec31 March31 June 30 September 30 December 31
Feb1 Jan31  April 30 July 31 October 31 January 31
Mar1l Feb28 May31 August 31 November 30 February 28/29
Aprl1 Mar31 June 30 September 30 December 31 March 31

May 1 Apr30 July31 October 31 January 31 April 30

Junl May31 August31l November 30 February 28/29 May 31

Jul 1 Jun 30  September 30 December 31 March 31 June 30

Aug 1 Jul 31 October 31 January 31 April 30 July 31

Sepl Aug31 November 30 February 28/29 May 31 August 31
Oct1l Sep31 December 31 March 31 June 30 September 31
Nov1l Oct31 January 31 April 30 July 31 October 31
Dec1 Nov30 February 28/29 May 31 August 31 November 30

Following the IST Meeting or Face-to-Face Visit

After the Monitoring Checklist review, Case Managers should ensure the following actions have been

completed:

e Enter the Monitoring Checklist responses and any Corrective Action Plans (CAPs) prior to the checklist
due date;

e (Case note the meeting within seven (7) calendar days;

e Ensure all risks have a current risk plan in the document library;

e Update the PCISP, including services, following annual and non-annual team meetings, as needed after
face-to-face visits, or as heeded and desired by the individual, parent(s) of minor children or legal
representative(s) as applicable;

e Ensure the Level of Care Screening Instrument (LOCSI) is current; and

e Upload all documents obtained at or after the meeting.

e The Annual BDDS signature page for the PCISP must be uploaded within thirty (30) calendar days
following the start of the plan year.

e The BDDS signature page for the Initial PCISP must be uploaded within thirty (30) calendar days
following the start of the initial plan year. Note, the Initial