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Meeting Time: 10:00 A.M. 
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Members Present:	 Sen. Patricia Miller, Chairperson; Sen. Ryan Mishler; Sen. 
Vaneta Becker; Sen. Ed Charbonneau; Sen. Beverly Gard; Sen. 
Ron Grooms; Sen. Jean Leising; Sen. Jean Breaux; Rep. 
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Members Absent:	 Sen. Earline Rogers; Sen. Vi Simpson; Rep. Steven Davisson; 
Rep. David Frizzell; Rep. Craig Fry. 

Senator Patricia Miller called the meeting to order at 10: 10 a.m. 

Traumatic brain injury issues 

Ms. June Holt, a caregiver of an adult son who suffered a traumatic brain injury, 
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Washington Street, Indianapolis, IN 46204-2789. A fee of$0.15 per page and mailing costs will 
be charged for hard copies. 
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testified concerning her struggles in retaining the appropriate services for her son. 
See Exhibit 1 for a written copy of her testimony. Ms. Holt commented that there is an ad 
hoc committee studying the problems and solutions to brain injury care in Indiana but that 
the committee does not include consumers or family members who have firsthand 
knowledge and expertise about existing problems. Ms. Holt testified that she did not have 
a resource facilitator to assist her in navigating the vast array of issues that confront an 
individual with a brain injury. Ms. Holt stated that the services that her son received in 
Illinois could be provided in Indiana, allowing for Indiana to receive federal matching funds. 
See Exhibit 1. 

Dr. Lance Trexler, Chairperson of the Brain Injury Association of Indiana, told the 
Commission about a committee led by the Brain Injury Association of Indiana that was 
developed to review resources, investigate strategies used by other states, and develop a 
consensus on possible solutions for providing adequate brain injury services in Indiana. 
See Exhibit 2 for information provided to Commission members. Dr. Trexler stated that 
care for individuals with brain injuries in Indiana is fragmented and there is a need for 
neuro-behavioral treatment in Indiana for patients who are currently and needlessly being 
sent for treatment to other states. Dr. Trexler stated that the committee has determined 
three solutions: (1) establishing a licensing category for neuro-behavioral rehabilitation 
facilities to be administered by the Indiana State Department of Health that would require 
accreditation by the Commission on Accreditation of Rehabilitation Facilities (CARF); (2) 
modifying existing Medicaid waivers and investing in resource facilitative services that 
improve return to work rates for people with brain injuries; and (3) ensuring quality 
coordination and cost effectiveness of brain injury services through an oversight 
committee. Dr. Trexler informed the Commission of two grants the committee received 
from the Health Resources and Services Administration concerning a trial that compiled 
information on employment rates of individuals with brain injuries after the individuals 
received certain services and the economic impact. See Exhibit 2 for more information. 

Mr. Doug Beebe, Director of Hook Rehabilitation Center, and co-chair of the 
committee with Dr. Trexler, commented that breakthroughs in medical science have 
resulted in individuals with brain injuries surviving with their injuries, and that the services 
being provided in Indiana have just not caught up with this change. Mr. Beebe stated that 
the rules existing for intermediate care facilities for the mentally retarded (ICF/MR) could 
be amended to address individuals with brain injuries since these rules are more 
functionally based. 

Ms. Doris Parlette, a caregiver of a daughter with a brain injury, told the 
Commission about her experience through the process and stated that finally, 18 years 
after her daughter's accident, her daughter is working and living on her own. Ms. Parlette 
stated that she wonders if this level of independence would have happened sooner for her 
daughter if she had received the appropriate services earlier. 

Ms. Pat Casanova, Director of the Office of Medicaid Policy and Planning (OMPP), 
stated that services to individuals with brain injuries are a statewide problem, not just a 
Medicaid problem. Ms. Casanova briefly discussed the Medicaid waivers that Indiana 
individuals with brain injuries can access and the issues and the level of care needed to 
qualify for the waivers. When asked whether the Medicaid waivers could be amended and 
increased, Ms. Casanova stated that waiver slots could be increased if Indiana could 
demonstrate to the federal government that Indiana has available funding. Ms. Casanova 
remarked that the Traumatic Brain Injury Medicaid waiver is up for renewal next year. 

Mr. Vince McGowen, representing Magnolia Health, responded to a question from 
the Commission concerning the feasibility of transitioning existing long term care facilities 
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that are under-utilized into neuro-behavioral rehabilitation facilities, stating that the answer 
come~ down to the money and reimbursement. Mr. McGowen indicated that it may be 
feasible if an "add on" payment of as much as $300 per day to the current nursing home 
reimbursement system was included to provide additional money for this type of 
specialized care. Mr. McGowen also commented that it may also be necessary to allow for 
some exemptions from current Department of Health long term care rules for this type of 
facility. 

Mr. Zach Cattell, representing the Indiana Health Care Association, agreed with Mr. 
McGowen that additional reimbursement would be needed for the operation of a neuro
behavioral rehabilitation facility. Mr. Cattell stated that one of his Association members had 
looked at this business model but found the current facility structure and reimbursement to 
be unaffordable. 

Mr. John Cardwell, representing the Generations Project, commented on home and 
community based care, the need for possible Medicaid waiver amendments, and the fact 
that brain injuries are often misdiagnosed as dementia or Alzheimer's disease. 

Diabetes educator licensing and diabetes prevention 

Mr. James Specker, representing the American Association of Diabetes Educators, 
testified that state licensure of diabetes educators is the first step for legal recognition of 
the profession and will encourage growth of the profession. Mr. Specker stated that 
licensure would protect consumers and establish quality guidelines and standards of care 
within the profession. Mr. Specker commented that educating individuals who have 
diabetes about the disease improves health outcomes and results in cost savings by fewer 
incidences of hospitalization, but stated that providing education to individuals diagnosed 
with diabetes is under-utilized. Mr. Specker stated that guidelines for the profession 
already exist and that Kentucky is the only state that currently licenses diabetes educators. 

Ms. Mary Teipen, a registered nurse and certified diabetes educator, told the 
Commission that she works for a home health care network. Ms. Teipen explained that 
her job entails traveling to train staff and individuals about diabetes care. Ms. Teipen gave 
several examples of problems that she has experienced with respect to clients not 
understanding the disease or caregivers who were not properly trained or given 
misinformation. 

Mr. David Miller, a registered nurse and certified diabetes educator, told the 
Commission that he works statewide in educating groups and individuals concerning Type 
1 diabetes. Mr. Miller stated that he feels licensure will help ensure patient safety and 
supports legislation that would license diabetes educators. 

Ms. Joyce Irwin, representing Roche Diagnostics, stated that she supports 
licensure of diabetes educators. Ms. Irwin stated that the prevalence of diabetes is 
increasing and costs as much as $13,000 per year per patient. Ms. Irwin stated that she 
believes that licensure would improve clinical outcomes while lowering health care costs 
and providing consumers with access to qualified educators. 

Ms. Anne Doran, representing Eli Lilly and Company, testified that licensing 
diabetes educators is a matter of patient protection and that Eli Lilly supports this effort. 

Ms. Libby Cierzniak, representing the YMCA of Greater Indianapolis, provided the 
Commission with information on a YMCA initiative and pilot study program. See Exhibit 3. 



4 

Ms. Anne Graves, Director of Health Initiatives, YMCA of Greater Indianapolis, 
described the five-year program for individuals who are pre-diabetic that YMCA 
established in partnership with the Indiana University School of Medicine. Ms. Graves 
stated that the first 16 weeks of the program include the participant attending weekly 
meetings in which information is provided concerning lifestyle changes; and the second 16 
weeks include a meeting once a month at which lifestyle strategies and support are given 
and the individual is weighed. Ms. Graves stated that the YMCA has partnered with 
several insurance companies for reimbursement for this program for qualified insured. Ms. 
Graves concluded by stating that 43 YMCA's in 22 states are being trained to provide this 
program and that the challenges include screening possible qualified participants and the 
cost of the program. 

HIV testing and consent 

Dr. Elaine Cox, Riley Hospital for Children, IU Health, testified that modern 
medicine has changed the HIV disease from a terminal to a chronic disease. Dr. Cox 
provided the Commission with statistics about HIV and stated that 23 additional medicines 
in five different drug classifications have been developed to fight the disease. Dr. Cox 
informed the Commission that the Centers for Disease Control (CDC) has recommended 
an opt out approach for HIV testing, indicating that general consent for medical care 
should be sufficient to allow for HIV testing. Currently, Indiana law requires an opt in 
approach for HIV testing. Dr. Cox stated that from a medical standpoint, HIV is a medical 
disease and should be treated this way and testing should be ordered when medically 
indicated. Dr. Cox stated that requiring an opt out of the testing would assist with early 
diagnosis and help prevent the disease. Dr. Cox informed the Commission that 14 states 
have HIV testing included as part of the general medical consent and 12 states don't 
require consent to test for HIV. 

Dr. Lindsay Harmon, an emergency room physician, testified that she agreed with 
the CDC's position that HIV testing should be an opt out provision, stating that a physician 
needs all possible information to accurately provide the best care to patients. 

Dr. Madonna Biritwum, Parkview Hospital, provided the Commission with statistics 
concerning AIDS and HIV. See Exhibit 4. Dr. Biritwum advocated for a process of 
informed consent that includes education and assistance to patients who test positive for 
HIV or AIDS and provides confidentiality for the patient. Dr. Biritwum stated that the 
current opt-in process that Indiana uses is complicated and time consuming, does not 
routinely test many patients, and does not help with the stigma related to HIV and AIDS. 
Dr. Biritwum testified that she previously worked in New York which changed its HIV and 
AIDS testing laws in 2010, resulting in more individuals getting screened and earlier 
detection. See Exhibit 4. Dr. Biritwum testified that New York provides patients with a fact 
sheet about the HIV disease and the risks entailed with HIV. 

Mr. Paul Chase testi'fied that he has concerns with changing Indiana's laws 
concerning testing for HIV and AIDS. Mr. Chase stated that a stigma and distrust still 
exists about the disease, and he feels that testing should occur in an ethical manner, be 
based on science, and respect the civil rights of the patient. Mr. Chase said that an 
increase in screening and early detection must include high standards of care, education 
about HIV and AIDS, and follow up care for those patients whose tests are positive. 

Mr. Brian Carnes, Indiana State Department of Health, testified that services for 
patients who have tested positive for HIV or AIDS are available through a federal grant 
administered by the Department and that a case coordinator is provided for the patient to 
help educate the patient and ensure that the appropriate services are received. Mr. 
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Carnes stated that the federal funding for this program is allotted to a state based on the 
state's needs. 

Outpatient benefits and relationships between providers and the insured 

Ms. Heather Macek, representing Medco, informed the Commission that Medco is 
a pharmacy benefit manager, is currently in the process of being acquired by Express 
Scripts, and does not know if the acquisition would affect any future policies. Ms. Macek 
stated that there has been a move away from brand name drugs to the use of generic 
drugs as a cost savings mechanism to curb health care spending. Ms. Macek said that the 
average cost to a patient for a brand name drug is $194.27 whereas the average cost of a 
generic drug is $26.97. Ms. Macek stated that if a provider specifies on the prescription to 
"dispense as written", Medco will still contact the provider to inform them that a generic is 
available but will follow the provider's orders. Ms. Macek testified that focusing on generic 
drugs is part of benefit design for a contract and that contracts sometimes include goals to 
decrease the number of brand name drugs filled for covered individuals. Ms. Macek set 
forth the policy that Medco follows if a brand name drug is prescribed: the provider is 
contacted by fax regarding the availability of a generic and if the provider declines, Medco 
blocks the system from further requests to the provider. Ms. Macek added that Medco will 
follow-up with a provider if no response to the fax is received or if another brand name 
prescription is ordered. 

Mr. David Dederichs, Express Scripts, confirmed that Express Scripts is in the 
process of acquiring Medco. Mr. Dederichs testified that Express Scripts strives to 
eliminate waste in the prescribing of drugs. Mr. Dederichs informed the Commission that 
20% of prescriptions are brand names but account for 80% of drug costs. Mr. Dederichs 
stated that its clients work with Express Scripts in designing the benefit model to be used 
for the contract and that Express Scripts administers that design. 

Mr. Don Stumpp, Indiana Medical Group Managers Association, testified that 
physicians often comment on the amount of uncompensated time that is spent dealing with 
a pharmacy benefit manager concerning benefit issues. Mr. Stumpp informed the 
Commission of a 2010 study concerning the amount of time spent in an office talking to 
pharmacy benefit managers. See Exhibit 5. 

Ms. Rylin Rogers, Indiana Chapter of the American Academy of Pediatrics, testified 
that she has spent a lot of time dealing with pharmacy benefit managers and benefit 
issues. She introduced Ms. Heather Dane, the mother of a seven year-old son who has 
numerous medical conditions. Ms. Dane told the Commission about her experiences 
dealing with pharmacy benefit managers in an attempt to get her child the medication that 
their doctor had prescribed and that he needed. Ms. Dane stated that on several 
occasions, it took several days to go through the process once the pharmacy benefit 
manager had declined payment for a brand name drug and that her child did not receive 
the brand name medication he needed during that time. 

Employment and training opportunities for individuals with disabilities 

Senator Brandt Hershman discussed his resolution from the last legislative session 
and his work on employment issues concerning individuals with disabilities and the attempt 
to find incentives and opportunities to encourage employment of these individuals as well 
as to maximize the leverage of funds. 

Mr. Mike Cruz, Executive Director of CDC Resources, stated that CDC operates its 
program in a five county rural area for individuals with cognitive and physical impairments. 
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Mr. Cruz has been working with other individuals to identify revenue neutral means to 
improve opportunities for individuals they serve. Mr. Cruz testified that one solution 
identified would be to establish a preference for the approximate 50 statewide companies 
that provide services to this population in order to allow the companies to effectively 
compete for state contracts. Mr. Cruz testified that this preference would allow for 
expansion without costing the state money. Mr. Cruz informed the Commission that the 
unemployment rate for this population is currently approximately 70%. 

Ms. Jill Dunn, President of Bona Vista Programs, stated that Bona Vista provides 
services to 200 adults in North Central Indiana with intellectual and physical limitations, 
and that some of their clients that they have placed in the community in jobs are losing 
their jobs due to the economy. Ms. Dunn stated that the organizations have experienced 
rate reductions and need to diversify their work by increasing their participation in state 
contracts. Ms. Dunn asked for a level playing field in bidding for these contracts. Ms. 
Dunn introduced the Commission to one of her clients, George Schaffer, who testified 
concerning his experiences at Bona Vista Programs. Ms. Dunn testified that she did not 
feel that the incentive she is requesting would provide her organization with an advantage 
over a for-profit organization. 

Mr. Jim Hammond, Indiana Association of Rehabilitation Facilities, provided the 
Commission with information on the state use program. See Exhibit 6. Mr. Hammond 
testified that this program provides a preference but is governed by a commission that has 
statutory duties. Mr. Hammond informed the Commission that between 60-75% of 
individuals with disabilities are unemployed. Mr. Hammond stated that this preference 
would be merely a tool to allow for more jobs and diversification. Mr. Hammond testified 
that the state needs to invest more in vocational rehabilitation and reinvest in community 
rehabilitation programs. Mr. Hammond said that requesting this preference is not trying to 
supplant the existing preference for minorities and women. Mr. Hammond provided some 
statistics concerning the effect of individuals being employed, including tax receipts 
collected when the individual is employed and an employed individual's quality of life. 

The meeting was adjourned at 2:05 p.m. 
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First, I want to thank Senator Miller for her perseverance in addressing brain injury 

issues. It was two years ago that a group of families and individuals with brain 

injury asked her to look into services in Indiana. She has been focused on this issue 

ever since and is determined to see that something is done. Thank you. 

I would also like to thank the members of the ad hoc subcommittee that was given 

the task of determining what needs to be done to allow us to stop sending our 

family members out of state to get the treatment they need. The ad hoc committee 

consisted of brain injury professionals, state employees, nursing home 

representatives, insurance professionals, and Brain Injury Association of Indiana 

Board members. I know that they have worked very hard to bring their proposal 

and solutions to you today and I thank them. I only regret that the committee didn't 

officially include anyone that lives with brain injury 24 hours/day 7 days/week

individuals with brain injury and their families. These folks can provide firsthand 

knowledge and expertise that no paid professional or state employee can. Please 

don't leave us out of the conversation and the planning for the futures of our loved 

ones. 

The map that you see on the projection screen is a picture ofmy son's journey after 

suffering an acquired brain injury. Joe was lucky to be residing in Indianapolis, 

which is the hub of brain injury research and services in Indiana. And he was 

lucky that he had a parent that was already working in the field of long term care 

advocacy before he became ill. Joe had no resource facilitator to connect him with 



the services and therapies he needed. No one was there to help his family find out 

what nursing facilities would admit a 25 year old in a partial coma with a 

tracheotomy tube and a G-tube. No one was there to guide him and his family 

through the maze ofMedicaid, Social Security Disability, Medicaid Waivers, acute 

rehabilitation, post-acute rehabilitation and community reintegration. But Joe was 

lucky again because he had a parent who knew people that could answer our 

questions. I was never more than two phone calls away from any answer. Without 

these connections, Joe may have fallen through the cracks as so many people here 

in Indiana do. He could have lingered in nursing facilities for more than the two 

years he spent in five facilities. 

Without the encouragement of my network of colleagues and friends, I would not 

have had the courage to challenge the state in its denial of sending him out of state 

for services. Joe spent two years living in Carbondale, learning how to become a 

part of society again, learning how to take control of some parts ofhis life, making 

friends, trying to understand what happened to the life he once knew and could 

never regain, learning to be independent in a different body and with a different 

brain. Joe went through this part ofhis recovery in a kind of vacuum - without the 

daily support of family and friends. If we had been closer, could we have helped 

him more and possibly accelerated his recovery? And ifhe'd received this kind of 

help in Indiana with the proper follow-up, would he now be more engaged in his 

community and new life instead of spending days alone in his own apartment with 

only the company of his waiver attendants? He is embarrassed about the way he 

looks and how he functions, he isn't making new friends and his old friends are 

gone. I fear for his mental health because he continues to be so isolated. I worry 

about what will happen to Joe when his dad and I die. Will he have made any new 

friends? Will he still need a legal guardian? Will his brain cancer return? 



But, still, Joe is one of the lucky ones. 

Today I am asking you, the Health Finance Commission, to listen to the report 

from Dr. Trexler and his committee. Take what he says into your heart, imagine 

how you would feel if it was your child, spouse, parent or best friend that had a 

brain injury. How would you like to send them into another state, hours away for 

months or years to get the treatment they needed? 

Take the first step today that will bring our loved ones with brain injuries back into 

the state to receive post-acute neurorehabilitation. Let Indiana provide the full 

array of services that individuals with brain injury need. Please begin the process 

to enable capable therapists, counselors, and other brain injury professionals that 

are already here in Indiana to set up programs that will do far more for people 

with brain injury than what can be done out of state. Bringing back our folks from 

out of state also means that there will be a federal match added to the more than 

$10m.illion that Indiana spends on their treatment. 

As a family member I ask that you insist that only the highest quality programs 

will be provided by people trained in brain injury and rehabilitation of the body 

and the brain. The programs should be based on scientific evidence of what works 

to help individuals regain function that will lead to reentry into the community. 

In closing I want to thank Senator Miller, the ad hoc subcommittee lead by Dr. 

Trexler, And the Health Finance commission for listening to me today. 

But I also want to say, please don't cut families and persons with brain injuries, 

your constituents, out of the process of building a strong and lasting continuum of 

services for persons with brain injury. We are committed to the process for the rest 

of our lives 
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Indiana currently lacks specialized brain injury rehabilitation services for those with 
neurobehavioral impairments. As a consequence, we are sending many of our patients with 
brain injury to out-of-state facilities. This practice results in separating the patient from their 
families and friends and fragmenting the continuity of care. Moreover, it also means that 
Indiana is sending approximately $12 million per year to out-of-state facilities. 

A committee comprised of members of public and private-sector organizations as well 
as consumers led by the Brain Injury Association of Indiana (BIAI) was developed to a) cull key 
source documents, b) investigate the strategies other states have used to solve this problem, 
and c) develop consensus on possible solutions for Indiana. The committee has developed 
positive momentum and has shown a strong commitment to improve our care for people with 
brain injury. 

The proposals that this committee suggests are appropriate are to: 

•	 Create a new licensure category that will provide for a residential 
neurobehavioral "level of care" 

•	 Modify an existing/create a new Medicaid waiver that includes neurobehavioral 
services 

•	 Invest in services that significantly improve return to work rates for people with 
brain injury and would result in preventing over $22 million in lost wages each 
year as well as $10 million in lost business taxes and $4.8 million in personal tax 
revenues 

•	 Ensure quality, coordination and cost effectiveness of brain injury services 
through an oversight committee 

This cost-neutral legislation will result in bringing revenue and jobs to Indiana, 
improving outcomes for people with brain injury, and bringing a positive economic impact to 
Indiana. 
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Executive Summary 
What is the problem? 
Patients and their families are not being well served: 

• Enter into a fragmented system of services 
• Available facilities do not proVide neurobehavioral 

treatments 
• Lack of coordinated resource facilitation services to improve 

vocational outcomes
 
As a result, many patients are:
 

• Sent out of state to receive services 
Unnecessarily lose their jobs/remain unemployed
 
End up in other state facilities
 
Not served at aII
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lance ETrexler, Task Force Chair, BIAI Chair (Rehabilitation· 
Hospital of Indiana) 
Doug Beebe, Task Force Co-Chair, BIAI Board Member 
(Community Health Network) 
Rebecca Bartle - Hoosier Owners & Providers for the 
Elderly 
Brian Carnes - ISDH 
Pat Casanova - OMPP/IFSSA 
Tory Castor - IU Health 
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Executive Summary-cant. 
What are the solutions? 
1.	 Create a new licensure category that 

provides for residential neurobehavioral 
services 

2. Invest in resource facilitation services 

3.	 Ensure quality, coordination and cost 
effectiveness through an oversight 
committee 
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Why This is Important: Brain Injurv in 
Indiana (ISOH2007) 

• 1,167 deaths/yr due to BI 

°	 Annual ED visits=21,312; 
$39.7m (mild 1BI) 

°	 Annual inpatient 
admissions=4,587; $140.7m 
(moderate to severe BI) 
Underestimated due ta the lack 
afan Indiana trauma registry 
system 

Brain Injury in Indiana: ISOH 2007 

Incidence Total Charges· 

-Total charges due to Tal patients admitted to•the hospital; 36% had Medicare/Medicaid 

Averaged overioq3-{)5 

Nursing Home Services 
oMust have deficits in at
 
least three activities of daily
 
living (ADl):
 

°Personal hygiene
 
°Dressing/undressing
 
'Self-feeding
 
'Functional transfers
 
'Toileting
 
'Mobility
 

. Total Payment to BI Facilities Outside Indiana 

I
2007 2008 2009 2010 

~~ 

Neurobehavioral Facility 

-To provide adequate treatment and 
services for brain injury patients which may 
include additional therapies or interventions 
beyond those available in a Nursing Facility. 

SPCClfIC~lly neurobch~vlor~1 

trc~tmcnt protocol<, which would 

lead to <'uccessful 

reha billtatlon/relntegratlon rates 

Additional Challenges:
 
Without Appropriate Care Model
 

lack of continuity of medical Neurobehavioral impainnents typically 
management pre, during, and post re-emerge 
rehabilitation 

Disrupts continuity and consistency of Out-of-state placement limits 
care transition planning and family 

interaction 

Thwarts access to state agency Removes patients from family and 
services (e.g. vocational rehabilitation, natural supports 
"money follows the person") 

Reintegration back into system of care, Lack of waiver funds delay discharge 
providers and family difficult 

2 
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'Indiana's Current Residential Care Options for 
:Persons with Neurobehavioral Disorders 

1. NUFSiRg Faeilities 
2.	 Medicaid Waivers
 

ge'~ele~meRtal gisaeility Wai'leFS
 
(under age 22)
 

+raumatie 8raiR IRjury lNai'~er
 

.I\gea aRa gisaelea Wai"er
 
3. Gut ef state ReureeeRa'lieral Meaieaia 

~laeemeRts 

q. gefault settiRgs: State Res~ital; IReareeratieR; 
.RemelessRess (i.e. It costs an avg of $S4.28/day for 
adult inmate in Indiana or approx. $20,OOO/yr.) 

=~ 

'~;c "' ~.~. "' ,..-·~c< .':- . 

1. Provide " . :Request DOH to establish licensure 
!category for neurobehavioral facility to 
jmeet needs of persons with TBI 

Neurobehavioral Svc 

:'coordi~atiiliSyStli'niS" Invest in Resource Facilitation
 
f Care/Returning Services
 

Hoosiers to Work ~ 
, Establish an Oversight 
[ Committee 

I 

SO WHAT CAl\! WE DO? 

Identifying Three Critical Priorities 

Priority 1: Establish Neurobehavioral 
Residential Services in Indiana 

1. ISDH create facility licensure to include: 
•	 Menu of clinical treatment and therapies 
•	 Develop/endorse assessment and treatment 

levels 
•	 CARF accreditation reqUirements 
•	 A review of current TBI waiver services 

2. Open dialogue with states who are innovators in 
providing services to persons with TBI and learn 
from them 

!States Using Neurobehavioral Level ofCare:' 
iHendrick50n & Blume, 2008 

;5.J:ate level of care - " 

CT Chronic Disease Hospital 
Acquired Brain Injury Facility 

KS TBI Rehabilitation Hospital 

MN Neurobehavioral Hospital 

PA Specialized Rehabilitation Nursing Facility 

WI Inpatient Traumatic Brain Injury Rehabilitation 

Priority 2: Invest in Resource Facilitation 
Services 

Partnership that helps the client navigate the 
complex system of services and resources 

Resource Facilitation (RF): 

• "Systems-free" case management
 
(e.g., medical, state, community agencies) for
 
public/private resources
 

• Specialized in brain injury 
.• Proactive 

• Promotes access to natural & purchased resources 
• Supports person with brain injury & their family 
~~ - -- ---- --_!_-'-~--
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Demonstrated Success: 
(Treliler ct 'II, 2010. 2006-09 DDRSjBI1S HIlSAGrantj 

'With Resource Facilitation 64% were
 
able to return to work versus 36% in the
 
control group
 
'Resource Facilitation subjects were
 
found to be significantly more
 
independent at home and in the
 
community
 

IrUlD 
2010 -rMPAC'nNG 

SYSTEMS OiANGE AWARD" 

Priority 3: Establish Oversight Committee to
 
Ensure Cost Effectiveness, Coordination & Quality
 

Establish Indiana State Plan for Brain Injury to 
coordinate services across agencies and 

: provider sectors 
i . • Set facility and provider standards 
, . . • Monitor outcomes, quality and cost 

' effectiveness 
; • Review and disseminate best practices 

•• •• • Recommend minimum training requirements 
_; Advise and inform the administration and 

• " ~. General Assembly on brain Injury issues 

=~ 

Waiver Strategy 

• In order to have a waiver, there must be an 
institutional level of care. The requirement that 
the person be in an institution is waived so the 
person can receive services in the community. 

•	 To accomplish this, th'e group is looking at taking 
the regulations that govern facility-based care for 
people with developmental disabilities as model 
for brain injury care and asking that the under 
age 22 requirement be dropped, 

If 64% of Individuals
 
with BI in Indiana
 
returned to work:
 

Fl8tOIfamri:~~IescuteFdati:rlb 
f'alt-bJnab::_biJY'M:rii:1a~• Approx. 1,003 BI survivors
 

would return to work each
 
year
 

• Avoid approx. $31m annually 
in lost wages 

• Prevent annual losses $lOm
 
from business tax; $4.8rn
 
from personal tax revenues
 

Technical Strategies 

• There are two pressing needs that need to be 
addressed: 1) Services that are appropriate for 

those who are injured after the age of 22; and 

2) Services that meet the needs of the person 

Facility Strategy 

• eMS is very comfortable with the rules governing 
nursing home care 

• The rule for Alzheimer's special care units has 
assisted nursing facilities to provide appropriate 
care for those needs 

•	 We are looking at creating a special care unit rule 
for people with Brain Injuries that would allow 
enhanced services to meet their needs 

Cost: $l,OOO/patient 

4 
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:This project is funded - in part - by a US Department of 
:Health and Human Services, Health Resources and Services 
;Administration, Traumatic Brain Injury Implementation 
'Grant - grant number H21MC067S6. 

...dedicated to reducing the incidence andBRAIN lNlURY 
impact of brain injury through AsSOCIAtiON 

education, advocacy, support, prevention 
ond by facilitating 

inter-agency commitment and 
collaboration. . 

~ OF INDIANA 

Thank you! 
. QUESTIONS? 
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Participants: Brain Injury Services and Support
 

Chair: Lance ETrexler 
Director, Department of Rehabilitation 
Neuropsychology, Program Director for 
Neurobehavioral Services 
Rehabilitation Hospital of Indiana 

Co-Chair: Douglas Beebe 
Director, Hook Rehabilitation Center 
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Administration 
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Flora Hammond 
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Rehabilitation Hospital of Indiana 
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Partner, Public Affairs Group 
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Administration 
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Administration 
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Terry Whitson 
Assistant Commissioner 
Indiana State Department of Health 





· J Head TralDna &habil 
Vol. 25, No.6, pp. 440-446 
Copyright © 2010 Wolters Kluwer Health ILippincott Williams & Wtllcins 

Prospective Randomized Controlled 
Trial of Resource Facilitation on 
Community Participation anef. 
Vocational Outeo'file Following' 
Brain Injury 

Lance E. Trexler, PhD; Laura C. Trexler, OTR; James F. Malec, PhD, ABPP-Cn,.Rp; 
Daniel Klyce, MA; Devan Parrott, BS . 

Objective: To examine the impact ofresource facilitation (RF) on ret\1ffi to worIt, participation in home and com
munity activities, and depression. Participants: Twenty-two people w~th acquired brain injury (mean age = 43 years; 
mean education;'" 13.3 years). Design: A prospective randomized tontrolled trial ofRF compared with standard 
care. All participants received standard follow-up services, but participants in the RF group were also assigned a 
resource facilitator to assist them in returning to work. Results: Participation increased significantly for both groups 
(F = 60.65, P < .0001), but the interaction between groups and ti1)1e aemonstrated greater improvement for the RF 
group relative to controls (F = 9.11, P < .007). Also, 64% ofthe RF group was employed at follow-up compared with 
36% ofthe control group (Wald-Wolfkowitz z = -3.277, P < .0001). No significant differences were found be!=Ween 
groups on measures of depression. Conclll5ion: Resource facilitation services that have a clear focus on return to 
work may have a substantial impact on participation and unemployment after brain injury. Keywords: acquiredbl'ain 
injury, rehabilitation, resourcefacilitation, vocational rehaJ;ilitatioll . 

THE number of individuals in the United States. 
living with a long-term disability from traumatic 

brain injury (fBI) was estimated in 1999 to be more 
than 5 million. l An estimated 10 million Americans 
are affected by acquired brain injury (ABI), making ABI 
the second rpost prevalent mjury and disability in the 
United States.2 Acquired brain injury includes a variety 
of injuries to the brain after birth that affect its struc
ture and functioning,2 but are not hereditary, congen
ital, or degenerative: These injuries include trawna, in
tracranial hemorrhage and'stroke, brain infections, and 

A"tbor Affiliatiom: &habiliJation HospitolqfIndiana (Drs L. E. 
Trexler ami Makc and Mrs L. C. Tro:kr am!Mrs D. R. Pan'ott), 
Indil11'apolis; and DepartmClt/ qfPsycbokJgiCal Sciencu, Pltrdw: 
Unrvcrsily. West Lqfayeue, Indiana (Mr Kfyce). 

This research was in paJ·tfundll! by a US Department qfHealth and Human 
Services, Health Resources and Services Am/tinis/mtion, Trarnna/ic Brai/tItt- . 
jury Planning alld implementation Pa:rI1,mbip Grant /RId by thc Dr Lisa 
Tbompsan Cenler for FamilY EdtlUJ/ian at tbc !WJabilitalwl1 Hospital qf 
It/diana. 

Correspond;"g Author: Devan ParroU, BS, Depl11't7l1mt qf&hnbiliJa/io/1 
Ncuropsychology, Rehabilitalian HospiJal ofIndioJla, 4141 Sbore Dr, Indi
anapolis, IN 46268 (dWtUl.parrott@rhin.com). 
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damage caused by sy~temic or metabolic disorders. :The 
long-teim challenges faced by these individuals include 
impairments of attention, learning arid memory, and 
executive fUnctions,3-a as well as reduced awareness 
and self..monitoring-factors all capable of cQmpromis
ing home, community, and work reentry~ functional in
dependence, and family/sociallong-tenn stability.9,lO 

The impact ofbrain injury on return to work is devas
tating. Several reviews have found rates of employment 
afterTEl to be less than 40%. Wehman11 and Ben-Yishay 
and colleagues12 found that 10% or less of people with 
moderate to severe brain injury were employed. A recent 
systematic review of the literature on return to work af
ter ABI was conducted by Velzen et aI13 for articles pub
lished between 1992 and 2008. These investigators found 
return to work rates of (a) 39.3% for subjects with stroke 
or subarachnoid hemorrhage at 2 years postinjury, (b) 
40.7% for subjects with TBI at 1 year postinjury, and (c) 
40.6% for subjects with TBI at 2 years postinjury. These 
estimates may be optimistic for natural recovery after 
brain injury since some studies that were reviewed ap
peared to include paIticipants who may have received 
vocational interventions to assist their return to work. 

Copyright © 2010 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited. 
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A variety of cunical interventions have been tested 
with respect to their impact on return to work. Three 
overall approaches to vocational rehabilitation'after TBl 
were found in a systematic review of articles published 
from 1990 to 200714 : (a) program-based vocational reha
bilitation, (b) a supported employment model, and (c) a 
case coordination modd. Exemplifying a program-based 
modelpftreatment, comprehensive day-treatment mod
ds were developed by Prigatano15 and Ben-YlShay and 
colleagues,12 which included individual and group ther
'apies as'well as vocational trials and supported employ
ment. Programs that have implemented these models 
have demonstrated employment rates as high as 50%16 
and 75% to 85%.17 These findings suggest that post
ABI day-treatment programs may substantially improve 
employment outcomes. Supported employment 'mod
e1s, originally developed by Wehman et al,18 empha
size on-the-job intervention provided by job coaches. 
The review by Fadyl and McPherson,14 however, found 
relatively weak evidence to support this model. The 
case coordination modd was developed by Malec and 
colleagues,19,2o who evaluated the impact of an inte
grated medicalivocational case coordination (VCC) sys
tempn ~mploymentoutcomes. The vce services were 
offered in addition to post-ABI rehabilitation and pro- ' 
vided for (a) early case identification and hospital-based 
vce, (b) early medical and vocational rehabilitation 
interventions, (c) work trials, (d) employer education, 
and (e) temporary or long-tenn supported employment 
These researchers demonstrated that 80% or more of 
subjects with brain injury who received VCC were em
ployed in the community, Those who got .~rl[er :inter
vention had a better outcome, and rehabJlitation gains 
were ~ai~tained at I-year follow-llP for ~...ft ~as also 
noted that r~ductions in psychiatric com6ibid.ity might 
be achil;Ved through early vocational interventiow;. The 
rmew .by Fadyl and McPherson14 demonstrated the 
strongest support for the case coordination model af

, ter considering the evidence and the quality of the 
research. ,. . . 

. 'In most settings, however, medical/rehabilitative care 
, continties to be poorly coordinated, with limited or scat

tered s~~cialized treatment resources and providerS lack
ing specialized brain injury treatment skills. Complex, 

. dynamic, individualized needs must be matched with' 
appr~P!iate, accessible, tip1ely, acceptab.le, an~ afford
able services, Without assistance, individuals are:often 

.. unable to locate, enter, or navigate complex systems of 
ci).re, with additional .challenges of dwind1iiJ.g personal 
.resourtes, inadequate 1<:mg-term private insu.rance fund
!n:g, high rates ofdenial.for state disability SqJ?P?~t, and 
extensive 'waiting lists on state Medicaid and Medicaid 

~. •• . . 4!. 
Wa.lvers. . 

ResourcefacilZtation (RF), defined as "a partnership ·that 
helps people and communities choose, get and keep 

information, services and supports to malce informed 
choices and meet their goals.»21(p2) could become a ve
hicle to brealc down barriers, increase access, and fa
cilitate timely, coordinated management of resources, 
all designed to improve outcomes. Resource facilita
tion is referred to by many names: brain injury infor
mation and referral (I&R), neuroresource facilitation, 
early referral, brain injury resource facilitation, service 
coordination, and case management, to name several.22 

Despite this nominal variability, the conceptual under
pinnings appear to be appreciably similar. Ragnarsson 
and colleagues23 identified the components of compre
hensive systems of care: access to an interdisciplinary 
team and services; spanning all phases of recovery from 
emergency care to home and community reentry; in
cluding vocation and education; behavior support; case 
management; and more. In 1989, the Minnesota Head 
Injury Foundation, now known as the Brain Injury 
Association of :lvIinnesota, initiated the- nation's first 
statewide RF program. Missouri, in 2003, established 
the TBl Early Referral Program and examined the ben
efits, utilizing a treatment/control design, of early RF.24 
Results indicated significantly better social integration, 
emotional well-being, and vocational functioning than 
the control group at follow-up, despite the fact that 
the group that received RF presented with greater func
tional limitations at ~ollment. By any name, early, 
consistent, timely, and weU:coordinated RF appears to 
be gaining notoriety and momentum across the United 
States. 

Health Resources and Services Administration's 
(HRSA's) FederalTBI Program, TBI Technical Assistance 
Center at the National Association ofState Head Injury 
Administrators, coordinates activities and projects com
pleted by the Person and Family Diree:ted Services Focus . 
Area Work Group. This workgroup was formed in 2006, 
based on 1 ofthe 3 guiding principles ofthe Federal TBI 
Program: Person and Family Directed Services, and has 
expanded to include a subgroup on.RF. In July 2008, 
the work group invited states, territories, and the Dis
trict of Columbia to participate in a survey, providipg 
information .and details on RF services for individuals 
with TBI and family members. Eighty-three percent of 
the respondents (48/57 possible) indicated that they pro
vide RB; however, breadth and depth were variable and 
p'rimarily contingent on funding. 

A variety of factors provided the framework for the 
present study, including the growth in the provision of 
RE services for people with brain injury, the interest 
ofthe HRSA work group, and, in particular, the pre
vious research on RF. l11e primary hypotheses of the 
study were that the individuals with brain injury receiv
ing RF services would 'have increased success in return 
to work as well as better participation at home ~d in the 
community. . . . 

www.headtraumarehab.com 
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METHODS 

Participants 

A total of 23 people with ABI (and their caregivers) 
were recruited whiie either an inpatient or an outpatie.nt 
at a large acute rehabilitation hospital in the Midwest 
of the United States. Inclusion criteria were as follows: 
(a) ABI, (b) injury in the last year or less, (c) aged be

.tween 18 and· 60 years, (d) English as native language 
or nonnative speaker with conversational proficiency in 
the English language, (e) a caregiver willing to participate 
in the study, (/) the survivor had been employed and/or 

. had attended. scl1001 for 2 years prior to the injury, and 
(g) the survivor had a return-to-work or retum-to-school 
goal. ExClusion criteria were as follows: (a) the presence 
of acute psychosis or the emergence of psychosis dur
ing the course of-the study, (b) a history of treatment 
ofsubstance abuse, (c) significant impairment ofverbal 

oexpression, (d) noncompliance by the survivor or care-' 
giver regarding treatment recommenda~ons, and (e) the 
survivor:was deemed not to have the potential to retum 
to worle or retuin to school within the time frameoof 
the stUdy (6 months) as determined by their attending 
neuropsychologist. For example, subjects who had pro
tracted posttraumatic confusion throughout acute reha
bilitation or who had never been gainfully employed~ 

were excluded. Following recruitment and obtaining in
formed consent, participants were randomly assigned to 
either RF (n = 12) or regular follow-up control condi
tions.(n = In .{lnalyses were performed on only 11 RF 

.subjects because ofmissing data on primarymeasures for 
1 subject. Data were not systematically collected on the 
number ofsqbjects assessed for eligibility or for the num
ber exclUded because of not meeting eligibility criteria. 
Retrospective review ofthe recruitment process revealed 
that fewer than 5 eligible subjects refused to participate. 

Measures 

Nine RF participants and 11 controls were given the 
a-LotS and the C-Log,26 respectively, as part of their 
routine clinical examination in the acute rehabilitation 
center prior to enrollment. These data were then used to 
determine the initial severity of cognitive impairment. 
Both the a-Log and C-Log were developed for bedside 
use in the acute rehabilitation setting as screening..mea
sures for orientatioJ? to time, place, and circumstances, 
and for:attention, memory, and executive functions,re
spectively..0 

Ratings on the Participation Index of the Mayo
Portland Adaptability Inventory (M2PI?7 were obtained 
for 11 RF participants and 11 controls both prior to in
tervention and at 6-month follow-up. The M2PI is com
posed of 8 items that measure the extent to which the 
subject experiences difficulties with social contact, recre

ational activities, self-eare, transpoit~tian, management 
offinances, and productivity, including 1 item for paid 
employment and anoth~r.itemfor oother'productive ac
tivity, including childrearing, vohirrteering, orparticipat

. ing as a student. The employmerit item of the M2PI; 
which provides information about extent of employ- 00 

ment (ie, full-time~ part-time, full 'or part-tinie employ
ment) with support, sheltered; or unemployed, was rated 
for°all participants. Scores on the PHQ928 depression 
measures were available for 10 RF participants and 11 
controls both at enrollment and at'6-1non~ follow-up. 0 

Procedures 

Consenting participants were rana6mly assigned to ei
theiRF scryices or control conditions. Those in the RF 
group were assigned to 1 of 2 resource facilitators. The 
resource facilitators contacted the participants in the RF 
group everyO 2 weeks; facilitators ha:d access fo both the . 
primary and secondary authors for supervision and clin
ical· problem solving on a weddy oi-'"biweeldy basis. In 
.=ildditioni case conferences weie conducted 3 times dur
'-ing th~Ji m~nths of RF; these 'included the resource 
facilitator, th~ primary and secondary authors, and the . 

_.: stibJ~ct;i-vocational rehabilitation counsel?r from the 
. vocational rehabilitation state agency. The main priority 

of the RF services was to assist the participan,ts in re
~gtowork. Resource facilitation services were pro-
Vided accor.ding to the model developed by the :Brain 
Injury Association, and the primary domains ofactivity 
are summarized in Table 1. ,0 0 • 

All subjects receiving RF services were seen in an ini
tial· face-to-face evaluation, and senrices were provided 
in a variety ofsettings' and throtigi telephonic commu
nication, including in an outpatient .netiIorehabilitation 

. clinic, at their home, and in the community, including 
theirplace ofwork. A clear focus ofthe intervention was, 

. when'appropriate, to proactivelye~gagethe subject's for
orner emplo.yer in a retum-to-work plan. Employer edu
cation, 'titrating retum-to-work schedules and functions, 
and fa:dlitating utilization ofjob supports through both 
clini,cal (eg, occupational therapy) and employment spe
cialists in collaboration with the state vocational rehabil
itation agency were strategies frequently utilized to pro
mote return to work. The subjects presented, however, 
very heterogeneous needs that were either directly or 
indirectly related to return to work arid includea arrang
ing transportation, promoting access to mental health 
services; promoting family education, and assisting with 
access to a variety of state agency resources. The mean 
number ofhours ofintervention that the RF participants 
received was 10.6 and the median was 8.0. 

Participants randomized into the control condition 
were contacted again at 6 months post enrollment to ob
tain follow-up measures, but there was no other contact 

Copyright @ 2010 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited. 
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i ro:J!::w:a Resource facilitation methods and activities 

Assess to identify current status, needs, and resources in life domains. 
Plan and document mutually agreed upon, person-eentered goals and service/resource needs. 
Identify community-based resources, whenever possible, for services and supports, including emotional supports. 

Evaluate, through subjective report from participants, effectiveness of what has been utilized in the past. 
Facilitate access to resources through education and advocacy. 
Proactively monitor the status of the plan as well as the quality and appropriateness of the services and supports, 

and resources ttfrough telephone, Internet contact or personal contact when possible. Contact with either..the 
caregiver or the individual with a brain injury occurred, at a minimum of, every 2 wk. 

Provide ~ducation to the individual with a brain injury and principal support/caregiver. Education will include 
information on brain injury, personal advocacy and partnership development, and the development and 
maintenance of a personalized Resource Facilitation Handboc:>k-ineh:lding a'projected discharge plan. 

aFrom Connors.~1 

during the interval. All participants received follow-up 
services recommended by their healthcare providers to 
which they had access, but no attempt was made to fa
cilitate access or receip't 'ofservices for control condition 
participants. Depending on the recomniendations ofthe 
team at the acute rehabilitation hospital at the time of 
discharge, members ofthe control group may have been 
receiving outpatient rehabilitation therapies, neuropsy
chological servicei;'or'inedical follow-up. No additional, 
attempt from a resource facilitator was made to' facili
tate access, ,coordinate systems, ensure acceptability, or 
assist..;v{th foirow-through,of tasks or service acquisition 
for those assigned to ,the control group. 

Data vir~re collected, describing the services partic
ipants were receiving, other than RF, including day
treatment outpatient programs, specialized brail,1 injury 
outpatient programs that also included neuropsycholog- -.: 
ical services, traditional outpatient programs, psYCfiolog
ical services, whether or not they had become,'a-:'clien1: 
of the state vocational'rehabilitation deparim~n1:"and if-' 
so, wheth~/they received vocational rehabilitation ser
vices such as supported employment or assistance with 
job placem~nt . 

, Analyses ' 

, Th~ d,ei:n~graphic, variables gender and, type' of.brain 
injury were \U1alyzed using either the 2-taile!i X?c,test or 
the Fisher exact test to discover any differences;Between 
the 2 groups. Studeriiis t tt~st (2-tailed)ms en:1ployed to 

identify group differences based on the time since injury 
(days from the time of injury until their enrollment in 
the study), age of the participants, education, and sever
ity of cognitive impairment at the time of recrui~ent, 

and responses to the PHQ:9 and ratings of the M2PI at 
baseline. 

A repeated-measures between-group analysis of vari
ance (ANOVA) was used to examine <;:hanges in scores 
on the PHQ:9 and M2PI from -baseline to 6-month post
treatment follow-up. A Wald-Wolfowitz no~par~etric 
(2-tailed) test of the M2PI employment item was per
formed to compare the distributions oft:4e '2 groups'. Fi
nally, a 2-tailed Fisher exact test compared the 2 groups' 
participation with rehabilitation and,vocational services 
other than RF. 

RESULTS 

Analyses of demographic and injury-related charac
teristics revealed no significant differences betwe~n the 
groups at enrollment for age, sex, or edq~ation (TaGle 2). 
Seven of the 22 participants had TBI, 7 had ~tracranial 

"hemorrhage, 6 had cerebral infarcts, and 2 had other 
diagnoses (leukoencephalopathy and 'tentoria) menih-, 
gioma with compression). Table 3 provid~s diagnostic in
fonnation by group. Comparisons between the 2 groups 
re-iealed no' between-group' differences with respect td 
diagnoses (x 2 = 0.286, 2-sided, P= .96). I" 

As Table 4 shows, the tgroups were nofsignificantly 
different with respect to time since injury, although 

U:j:1!=t4 D~mographic characteristics by groups 

Variable- Resource facilitation (n = 111 Control (n = 111, ", Statistic' 

Agar mean (SO) .. 43.18 (11;97) 42.64 (12.7.9) t= 0.103, P= .92
Male/female ' 
Education, m~an (SD) 

6/5 
13.27 (2.10) 

8/3 ' 
13.36 (3.14) 

Fisher exact ,test; P=;: .67 
tf" -0.08. P= J~4 

www.headtraunIarepab.com 
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i(A!:i!¥J Diagnoses .by groups 

Diagnosis 

Traumatic brain injury . Intracraniakhemorrhage Stroke Other Total 

Control 
Tre.8tment 
Total 

4 
3 
7 

·3, 
4 
7 

3 
3 
6 

1 
1 
2 

11 
11 
22 

noteworthy differences in the mean values were evident, 
where the control group was having considerably more 
chronic illness.. It should be noted, however, that the 
median time since injury for the RF group was 52 days 
as compared with 85 days for the control group. The 2 
groups did not differ on initial level on the O-Log and 
C-Log prior to intervention. Both groups showed mild 
levels of depression on the PHQ9, with no significant 
differences betwe,en groups. The RF group was also sig
nificantly more impaired on MlPI (t =2.126, P =.046) 
at the initial evaluation. 

The effect of treatment was analyzed using repeated
measures ANOVA. Participation, as measured by the 
MlPI, increased for both groups over the course of the 
treatment period (F = 60.65, P < .0001). There was no 
main effect for groups. However, the interaction between 
groups and time was statistically significant (F = 9.11, 
P= .007), demonstrating a greater improvement for the 
RF group relative to co~trols, as illustrated in Figure 1. 
Examining the employment item of the MlPI specif
ically, 64% of the RF group was employed at follow
up (4 full-time; 3 part-time) compared ~th 36% of the 
control group (3 full-time; 1 part-time). The distribu
tions ofthese ordinal data (ie, full-time, part-time, unem
ployed) were significantly different between the 2 groups 

(W'al~-Wolflcowitz,z = -3.277, P< .0001). PHQ:9 scores 
declined to 6.7 for the RF group and to' 5.09 for the 
con~ol ix'oup at follow-up. However, repeated-measures 
ANOVA ofPHQ9 scores revealed no significant differ
ences between groups over time or for the interaction of 
these factors (F = 0.539, p,;, .47). 

EXamination of treatments other 'than RF demon
strated that no significant group differences'w~represent . 
for types of post-ABI rehabilitation or receipt of psy
chological services when these services were exaniined 
indivi4irally (Fig 2). Participants in the RF group were 
signl5"cantly more likely to have become a client of the 
$tate Bure:alLofVocational Rehabilitation (Fisher exact 
test,.P::< .0001). These findings are consistent with the 

. overriding go.al of the RF se~ices to promote return to 
work, and as such, soon after RF services were initiated, 
subjects were referred to the State Bureau ofVocational 
Rehabilitation. However, not all RF subjects who be
came clients of the State Bureau ofVoca~ona1 Rehabil- . 
itation were found to need employment services such. 
as job coaching or supported employment. Nonethe
less, more RF participants received seivic~s from 
vocational rehabilitation but the diff~rerice between 
groups was not statistically significant (Fisher exact test, 
P= .15). 

iit;.'i:3!#ES Time since injury and initial cognitive and outcome measures by. groups 

Mean (SOl 

Variable Resource facilitation Control Statistic 

Time since injury, d 64.50 (46.93) 124.18 (107.38) t= -1.754, P=.l1 
n= 12 n = 11 

O-Log 25.56 (4.82) 26.36 (3.93) t= -0.413, P= .68 
n=9 n = 11 

C-Log 22.67 (6.26) 20.91 (5.61) t= 0.662, P~ .52 
n=9 n = 11 

M2PI 21.90 (5.20) 16.82 (6.00) t= 2.126, P= .046 
n= 11 n = 11 

PHQ-9 9.91 (7.31) 6.18 (5.36) t= 1.36, P= .19 
n= 11 n= 11 

Abbreviations: C-log, the Cognitive log; O-log, the 0.J:~[lmion Log; M2PI, Mayo-Portland Adaptability Il'iventory. 
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Figure 1. The Mayo-Portland Adaptability Inventory (lv12PI) 
by group and time. 

DISCUSSION 

The rates of unemployment following brain ~jury 
without specialized rehabilitation or interventions are 
disturbing, ranging from 60% to 90%. Interventions that 
not only improve employment outcom~s are salient 

,from a socioeconomic perspective but also, as shown 
by a variety of investigators, return to work is asso- , 
ciated with improved quality of life29 and perceived 
mental health}O Yarious rehabilitation strategies have 
been develppe!i to .improve emp:toyment out.Comes, in
cluding comprehensive day treatmentp· I5,I7 supported 
employment,11 an~ YCC.19,20 Some studies have found 
significant improvements in the rate ofemployment fol
l.owing brain injury, with. as many as 70% to 90% em
ployed in either supported or competitive jobs.·In con- 
tras't, a recent review of literature has demonstrated that 
the prevailing rate ofemployment after ABiwas appro~~ , 
imately 40% after 2 years,13 although these inv~ti~tors 
did not coritrol for postacute rehabilitatioft r~cetYt;d. 

The present study suggests that RF may' h~ve. 4 s.ig
nificant impact not.only on return to worl< but ili6 ~n 
participation in the communitY and at home. While all 
participants improved on the M2PI, those receiving RF . 
dellJ.~nstrated a significant improvement over the con-

IZ 

oRF GniUp 

BC~"r" G"'up 

,2. 

Day 'Sp"lall%'~ TllldlllonaJ Psythology VR e1lon! VR ,,!'ltes.
'''''!menl • op·OP 

Figure 2. Frequ~cy of rehabilitation services by group. OF .. 
indicates outpatient program; VR, vocational rehabilitation. 

trols. Resource facilitation did not appear to affect men
tal health, at least with respect to our measure of depres
sion. The results clearly indicated that persons in the 
RF gro~p were more engaged in vocational services, and 
promotIng accessibility to vocational rehabilitation was 
~ clear ?riority of the RF process. There were no signif
Icant dIfferences between the groups in terms of their 
participation in other outpatient services. 

While the ratings on the M2PI item for employ
ment are quite objective and discreet, for example, "fuli
time (>30 h/wk) without support'" versus "part-time 
(3-30 h/wk) without support," the outcome data were 
collected by the people who provided RF services. This 
"unmasked" feature represents a significant limitation of 
the present study. The other obvious limitation of the 
present study is the sample size; future studies need to 
include more participants. In addition, while there were 
no differences between the groups in terms ofdiagnosis 
or ~tial severity of cognitive impairment, the present 
study employed diagnostically heterogeneous individu
als. Generalizing the present findings to each of these 
diagnostic groups is not possible because of the signifi
cant variability in severity of injury, traject.ory of recov
e.ry, and types of impairments that follow: 

Other limitations of the present stUdy hiclude possi
ble differences in tenns of other postacute services re
ceived. As demonstrated in .Figure 2, a nonsignificant 
difference can be seen in the number ofRF participants 
who received specialized brain injury outpatient re.habil
itation as compared with the number ofcontrols who re
ceived traditional outpatient discipline-specific services. 
It may be that RF services directed more persons in the 
RF group to specialized brain injury rehabilitation ser
vices (eg, programs ofrehabilitation designed explicitly 
for people with brain injury), and the findings herein 
demonstrated may, in part, be attributable t6 the effects 
of specialized outpatient brain injury rehabilit~tion be
yond the effects of RF services, Moreover, those in the 
RF group more frequently received vocational services, 
again most likely because they were receiving RF, which 
may account for their better outcQmes. While group dif
ferences were not statistically significant in terms ofvo

. cationaJ services received, this may be attriibutable to the 
small sample size. Future studies should seek to bett.er 
measure the quantity. and types of otller outpatient ser
vices to determin~ the extent to whicn RF promotes out
come in contrast to the services to which the individual 
has access by virtue oERF. . : . 

Finally, future studies should gather systematic data 
for the level and type ofpreinjury and postinjury em
ployment. The present study.did not examine how many 
of those persons who did return to work rejoined their 
'foriner position or organization or to a new employer. 
The present study did not examine the influence of type 
and level of preinjury employment on RF outcomes. 

www.headtrau.marehab.com 
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.AdditIonal data on these variables would better guide 
clinical practice and future research. Nonetheless, the 
present studyhas demonstrated that 6 months ofRF, par
ticularlyifproyided soon afterdischarge from acute reha
bilitation, may be an effective model t<? proactively pro~ . 
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March 2011 

Dear Friends, 

I am pleased to share with you a recent research note from the Center for Business and Economic Research 
regarding the potential economic impact of resource facilitation for post-traumatic brain injury workforce re
assimilation. 

It is estimated that over 6,180 Hoosiers experience TBI-related long tenn disability each year, and it can be 
assumed that the economic impact of brain injury on the state ofIndiana is significant, including lost wages, 
cost of Medicare and Medicaid and other tax revenues. The goal is to get these individuals back to their 
communities, homes and workplaces as soon as possible. However, many Hoosiers do not have access to 
resources to facilitate such a return. A recent study showed that 64% of brain injury patients who had access 
to resource facilitation were able to return to work, versus 36% who could not. 

With this latest research note, we are now able to quantify the cost of lost wages and other revenue to Indiana 
and even more importantly, the potential recaptured earnings as a result of resource facilitation. For 
example, based on the average earnings of $30,925 for those employed in Indiana (age 25 years +), the 
conservative ANNUAL economic impact of resource facilitation treatment is: 

• $22 million dollars in avoidance of lost wages; 
• $10 million in business tax revenues; and 
• $4.8 million in personal tax revenues. 

The average cost of resource facilitation services per patient is $1,000. Even with over 6,000 Hoosiers 
impacted by brain injury each year, the potential return on investment for the state and our citizens is 
exponential. 

Those ofyou who know me recognize that I am committed to increasing awareness and understanding of 
brain injury across our state, but the impact ofthis study goes beyondjust awareness and understanding. The 
way we serve those impacted by brain injury is also directly affecting our economic and social stability. I 
urge you to take a closer look at this study and the potential for positive change for all us. 

i~dM 
State Senator 

Enclosure 
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INTRODUCTION 

This research note provides an estimate of the po

tential economic impact of Resource Facilitation 

(RF) on traumatic brain injury (TBl) patients in 

Indiana. We simulate the economic impact of 

this intervention on the estimated population of 

traumatic brain injury patients in Indiana per year 

and provide estimates of the earnings losses as

sociated with TBI associated long-term disabiliry. 

These losses will, potentially, be avoided as a result 

of RF interventions. 

METHOD & ESTIMATION ISSUES 

A major benefit of RF is rerum to work. A recent 

randomized clinical trial describes those who were 

treated with RF versus a control group were signifi

cantly more likely to return to work.3 1herefore, 

in order to quantifY the economic impact of RF in 

Indiana, we begin by modeling the potential annual 

workforce loss due to TBI-related long-term disabili

ry. Then, we can cstimate a ponion of the cconomic 

impact of RF by comparing the lost earnings ofTBI 

patients who were and were not treated with RE 

1his estimate is a lower bound estimate of the (Otal 

economic impact. Funher discussions will provide 

estimates of the economic value ofadditional consid

erations such as fringe benents, MediGlfe/Medicaid 

costs, and state-level taxes. 

CBER RESEIl.Ref-! ·'\)0 TE 

ESTIMATION OF THE INCIDENCE OF TBI RE

SULTING IN LONG-TERM DISABILITY IN INDIANA 

Indiana-specific data regarding incidence ofTBI

related long-term disabiliry were not readily avail

able. "Ibereft;n;, national statistics (as described 

below) were adjusted by a weight of Indiana's 

population relative (0 the United States' popula

tion to determine the incidence ofTBI-related 

long-tcrm disabiliry in Indiana. The national 

incidence data was drawn from various sources: 

specific national statistics for the annual number 

ofTBI-related long-term disabilities; national 

estimates of the annual number ofTBI-related 

long term disabiliry by age, gender and level of 

disabiliry; the national statistics of the number of 

hospitalizations associated with TBI-related long

term disabiliry annually. 

ESTIMATION OF WAGES LOST IN II\JDIANA DUE 

TO TBI-RELATED LONG-TERM DISABILITY 

Methodology 1: 1he first estimate we provide is 

a baseline estimate of the potential annual earn

ings applicable (0 those in Indiana who suffer a 

long-term disabiliry due (0 TBL This estimation 

has two parts. First, we use the estimation ofTBI 

incidence in Indiana, as previously described, to 

estimate the annual workforce loss. Data indicat

ing the number of persons who rerum (0 work 

1 .iA:JUAPY 20 II 
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with and without RF trearment in conjunction 

with employment statistics for persons before 

suffering a TBI are used to adjust the Indiana TBI 

incidence. Next, we adjust the workforce loss es

timation by average annual earnings ofan Indiana 

resident to estimate the annual amount ofwages 

lost due to TBI-related long-term disability. 

Methodology 2, Age-Education Adjusted 

Estimates: To provide estimates of the wages lost 

in Indiana due to TBI-related long-term disabil

ity, we modifY the baseline model to incorporate 

age and educational attainment statistics. First, 

national statistics for TBI incidence, by age group 

and education level, were adjusted for Indiana. For 

this method, we assume workforce eligible persons 

are individuals no younger than 15 and no older 

than 79. Another important factor included in this 

methodology is gender. Males are twice as likely 

as females to be subject to a TBI and the average 

male's earnings in Indiana is greater than the aver

age female's earnings for all education attainment 

groups. Finally, the estimation of workforce loss is 

adjusted to account for those who return to work 

with and without RF treatment. 

RESULTS 

THE INCIDENCE OF TBI RESULTING IN LONG

TERM DISABILITY IN INDIANA 

80,000 and 99,000 people in the United States 

suffer a TBI resulting in a long-term disability 

due to TBI annually.j,G,] The aggregate TBI in

cidence in the United States annually is between 

1,500,000 and 1,700,000. 1,2 -lliis range can be 

further categorized by injury severity as: mild, 

moderate, and severe. Approximately, 15%

25% ofTBI are moderate to severe requiring 

hospitalization. l.3.G, 10, I I Using these incidence 

rates Indiana's share ofTBI-reiated long-term 

disability is 6,181 persons per year. 

ESTIMATION OF WAGES LOST IN INDIANA DUE 

TO TBI-RELATED LONG-TERM DISABILITY 

Methodology 1: With RF treatment, a clinical 

trial shows 64% are employed post-treatment; 

while without RF treatment, 36% are employed 

post-treatment.3 Therefore, on average 1,003 

Indiana residents would return to work with 

RF treatment. l1le average earnings for those 

employed in Indiana and who are 25 years old 

TABLE 1: TBI-RELATED DISABILITIES 
PER AGE GROUP IN INDIANA 

Age 
Group 

Percentage Persons 
Percent 

Employed 
0"-~·v:~",-

0-4 15.8 % 979 

5-9 6.8 % 418 

10-14 7.6% 472 

15-19 11.0% 680 36.7% 

20-24 9.6% 591 65.5% 

25-34 12.5% 770 77.1% 

35-44 9.6% 595 77.1% 

45-54 8.0% 497 77.8% 

55-64 5.0% 311 61.1% 

65-74 4.2% 262 23.2% 

75 + 9.8% 607 5.8% 

Total 100% 6,181 

or older is $30,925. 14 l1lerefore, the average 

economic impact ofRF treatment is $31,017,775 

annually in avoided lost wages. 

Methodology 2, Age-Education Adjusted Es

timates: Next, the lost wages are further adjusted 

by age, percent employed, and educational atrain

ment. Please see Table 1. 1•2,14 () 
Adjusting by age, we assume only age groups 

15-79 are workforce eligible. This results in ap

proximately 4,313 persons per year who suffer a 

long-term disability due to TBI. Using the age 

distribution for Indiana residents affected by 

TBI-related long-term disability, the percentage 

of persons employed per age group, and the edu

carional attainment and respective average salaries 

(Please see Table 2[4) we estimate the potential 

annual earnings lost. We adjust this by the return 

to work rate with and without RF treatment, as 

previously mentioned. 

To map the 15-19 and 20-24 age groups, we 

assumed persons in those age groups to have less 

than high school, high school graduate, or some 

college or associate's degree level ofeducational at

tainment. The average earnings for the appropriate 

educational attainment groups are multiplied by 

the number of estimated Indiana residents in the 

respective age groups. The individuals between 25

79 years old were appropriately distributed across 

each educational attainment level and the respec-

CBER RESEARCH NOTE 2 JANUARY 2011 



TABLE 2: EDUCATIONAL ATTAINMENT & EARNINGS OF INDIANA RESIDENTS
 

Education Level Percentage of Residents Average Male Wages Average Female Wages 

Less than high school	 14.2% $24,767 $14,259 

High school graduate"	 36.5% $34,855 $21,089 

Some college or associate's degree 27.3% $41,415 $25,726 

Bachelor's Degree or higher 14.0% $55,177 $35,480 

Graduate degree or higher 7.9% $68,895 $49,401 

*includes equivalency 

tive earnings per educational attainment group 

were applied. Using this methodology, we estimate 

the average economic impact of RF treatment ro be 

$22,561,796 annually. 

DISCUSSION 

It is important to bear in mind the estimates of 

approximately $31 million and $22.5 million in 

additional earnings recaptured as a result of RF 

treatment is a very conservative, annual estimate. 

Further analysis could be done to illustrate ad

ditionalloss by incorporating long-term projec

tions of wages lost as opposed to only annualized 

estimates. This could be done utilizing age groups, 

similar salary estimates as in method 2, and track

ing when each particular age group enters and 

leaves the workforce; and the present value of the 

flows. For exanlple, when a 45 year old suffers a 

disability due to TBI, the economy forgoes roughly 

20 years of their earnings. Assuming those wages 

are $30,000 annually, the present value of the lost 

earnings is over $1 million over the remainder 

of the individuals working life. Aggregating this 

example across our sample provides avoidable lost 

earnings with a present value in billions ofdollars 

due to annual underrreated TBI in Indiana. 

As previously mentioned, there are other potential 

losses to the state ofIndiana due to the annual 

workforce loss that are not reflected in our esti

mates. For instance, the estimates do not reflect 

the annual losses to business tax revenues ($10 

million) or personal tax revenues ($4.8 million) 

that result from workforce loss. Fringe benefits 

and Medicare/Medicaid COSts are other examples 

of such losses nor reflected in this research note. 

This study assumes only those who suffer a 

long-term disability from TBI are lost from the 

workforce. TBI-related injuries thar do not 

result in a long-term disability could still cause 

temporary loss to the workforce. However, the 

current methodology implicitly makes the derived 

estimates more conservative. 
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Data Report on Traumatic Brain Injury 

DATA HIGHLIGHTS 

•	 The leading causes ofTBI in the United States and in Indiana are falls, motor vehicle 
crashes, struck by/against events, and assaults. The estimated direct and indirect costs of 
TBI in the United States in 2000 were $60 billion.(1) 

•	 In the United States, 1.4 million people sustain a TBI each year. Of the 1.4 million 
people, 50,000 die, 235,000 are hospitalized, and 1.1 million are treated and released 
from an emergency department (ED) each yearY) 

•	 The CDC has estimated that at least 5.3 million Americans, approximately 2% of the U.S. 
population, currently have long-term or lifelong need for help to perform activities of 
daily living as a result ofa TBI.(3) 

Indiana Data for 2003-2005: 

Mortality Data 

•	 There were 3,500 TBI deaths in Indiana. More males (2,557) died than females (943), 
with males dying at a rate almost three times greater than females. Although the number 
of deaths among whites (3,107) was higher than in blacks (368), the age-adjusted death 
rate shows that blacks died more often than whites in relation to their population. 

•	 Males and females over 65 years of age had the highest TBI death rates. While whites 
over 65 years of age had the highest death rate, in blacks the highest death rate was in 
those ages 25-34 years. 

•	 White males over 65 years of age (64.8 per 100,000) and black males 25-34 years of age 
(64.5 per 100,000) had almost identical TBI death rates. 

Indiana Emergency Department Data 

•	 Of the 1,662,783 outpatient/emergency department (ED) visits with a primary diagnosis 
for injury or poisoning, 63,936 were visits related to TBI, which represented 4% of all 
outpatient/ED visits. Of those receiving treatment at the outpatient/ED, 57% (36,663) 



were male, and 43% (27,270) were female. The age-adjusted rates for visits to the 
outpatient/ED were similar for whites and blacks. 

•	 The age group with the highest age-adjusted rate of outpatient/ED visits due to TBls was 
oto 4 year olds with a rate of 1,671.12 per 100,000, followed by individuals 15 to 19 
years of age with 680.74 per 100,000. 

•	 The total charges for TBI that were treated in an outpatientlED were $119 million. The 
majority of the patients had commercial insurance (34%) or Medicare/Medicaid (28%). 

Indiana Hospital Inpatient Data 

•	 There were 161,198 inpatient hospitalizations with a primary diagnosis of injury or 
poisoning. Of these, 13,762 were for TBI, which represents 9% of all hospital 
admissions patients who had a primary diagnosis of injury or poisoning. 

•	 Of those admitted to the hospital for TBI, 62.5% were male and 37.5% were female. 
When comparing rates, males were 1.8 times more likely to be admitted to the hospital 
following a TBI than females. The age-adjusted rate for hospital admissions was higher 
in blacks compared to whites. . 

•	 The age group with the highest age-specific rate of hospital admissions due to TBls was 
the 85+ year olds. The lowest age-specific rate of hospital admissions due to TBls was 
the 1-4 year old population. The age-specific rates began increasing with the 65+ year 
olds. 

•	 For 2003-2005, the total charges due to TBI patients who were admitted to the hospital 
were $422 million. The majority of the patients had MedicarelMedicaid (36%) or 
commercial insurance (30%). The average length of stay for a TBI patient was 6.79 days 
(Range 1- 152 days) and the median length of stay was four days. 
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Traumatic Brain Injury 
2003-2005 

Introduction 

A traumatic brain injury (TBI) is defined as a blow or jolt to the head or a penetrating head 
injury that disrupts the function of the brain. Not all blows or jolts to the head result in TBI. The 
severity ofTBI may range from "mild" to "severe" and can result in short or long-term problems 
with independent functioning. The leading causes ofTBI are falls, motor vehicle crashes, struck 
by/against events, and assaults. The estimated direct and indirect costs of TBI in the United 
States in 2000 were $60 billion,o) 

According to data from the Centers of Disease Control (CDC), 1.4 million people sustain a TBI 
each year in the United States. Ofthe 1.4 million people, 50,000 die, 235,000 are hospitalized, 
and 1.1 million are treated and released from an emergency department (ED) each year. In the 
United States, males are about 1.5 times as likely as females to sustain a TBI. Blacks have the 
highest rate of death from TBl compared to all other races. The age groups at highest risk for 
TBI are 0-4 year olds and 15 to 19 year 01ds.(2) The CDC has estimated that at least 5.3 million 
Americans, approximately 2% of the U.S. population, currently have long-term or lifelong need 
for help to perform activities of daily living as a result of a TBI. (3) 

Mortality 

Between 2003 and 2005, there were 3,500 TBI deaths in Indiana. More males (2,557) died than 
females (943), with males dying at a rate almost three times greater than females (27.8 per 
100,000 for males, 9.9 per 100,000 for females). Although the number of deaths among whites 
(3,107) was higher than in blacks (368), the age-adjusted death rate shows that blacks (22.5 per 
100,000) died more often than whites (18.7 per 100,000) in relation to their proportion in the 
population. Figure 1 shows the number of deaths per age category. When comparing death 
rates, Indiana residents over 65 years of age died most often from TBl injuries (42.3 per 
100,000) followed by those ages 15-24 years (22.9 per 100,000) (Figure 2). When combining 
age and sex, males and females over 65 years of age had the highest rates (62.9 per 100,000 for 
males, 28.0 per 100,000 for females) (Table 1).(4) 

When looking at race and age, whites over 65 years of age (43.6 per 100,000) had the highest 
rate; however for blacks the highest rate was in those ages 25-34 years (36.5 per 100,000) (Table 
2). Blacks ages 15-24 years followed closely with a death rate of34.8 per 100,000. When 
considering all race, sex, and age categories, white males over 65 years of age (64.8 per 100,000) 
and black males 25-34 years of age (64.5 per 100,000) had the highest rates with the death rates 
being almost identical (Table 3a). For females, whites over 65 years of age had the highest rate 
(28.8 per 100,000) followed by whites ages 15-24 years (11.7 per 100,000) (Table 3b). Rates for 
black females by age were unstable due to the low numbers of deaths in each category. (4) 
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Figure 1: Traumatic Brain Injury Deaths by Age, 
Indiana, 2003-2005 
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Source: Indiana State Department of Health, Mortality Data, 2003-2005 

Figure 2: Traumatic Brain Injury Death Rates by Age, 
Age-Specific, Indiana, 2003-2005 
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Table 1: Traumatic Brain Injury Death~ and Rates by Sex and Age, Indiana, 2003-2005 

" ····;·.~i~~~r~~~~'~a~~t:v.::·:·,~~~~~~L···/::~~~_~t:~~a~~~~;·.· 
Under Age 1 15 U 13U 
Age 1-4 36 6.8 26 5.1 
Age 5-14 48 3.5 22 1.7 
Age 15-24 474 34.3 145 . 11.0 
Age 25-34 393 31.2 96 7.9 
Age 35-44 376 27.6 102 7.5 
Age 45-54 373 28.3 86 6.4 
Age 55-64 244 27.4 71 7.5 
Age 65+ 596 62.9 382 28.0 
Unknown 3 0 
Total 2,558 27.8 943 9.9 

U=numeratoris less than 20 and the rate is unstable. 
Source: Indiana State Department of Health, Mortality Data, 2003-2005 

Table 2: Traumatic Brain Injury Deaths and Rates 

Under Age 1 26 11.9 2 U 0 U 
Age 1-4 54 6.1 6 U 1 U 
Age 5-14 60 2.6 9 U 1 U 
Age 15-24 522 22.2 94 34.8 3 U 
Age 25-34 397 18.4 87 36.5 5 U 
Age 35-44 417 17.2 54 23.5 7 U 
Age 45-54 406 16.9 51 25.0 2 U 
Age 55-64 285 16.8 28 23.8 2 U 
Age 65+ 939 43.6 37 27.4 2 U 
Unknown 1 0 2 
Total 3,107 18.7 368 22.5 25 

U=numerator is less than 20 and the rate is unstable. 
Source: Indiana State Department of Health, Mortality Data, 2003-2005 

5.2 
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Table 3a: Traumatic Brain Injury Deaths and Rates by Race and Age, Males, Indiana, 
2003-2005 

·:.•......u~ m.'.h...· .•.•.•...'.·••.• ' .'W.•. ..: I.·b:.t.ee'r':: ...'..r~~;f> .Zl\i'ill.~Si~um:;;i~Cb~ke:':r!":~~~~''il~~Ii..•. ·

N 

..
. .·;'A~~-htlj u§i;d'R~t~13;:'2'1 ~. , ··;J¥ge~adjusteQ:R.~te 

Under Age 1 13 U 2 U . 
Age 1-4 32 7.1 2 U 
Age 5-14 39 3.3 8 U 
Age 15-24 387 32.2 85 62.5 
Age 25-34 317 28.7 74 64.5 
Age 35-44 328 26.9 42 38.5 
Age 45-54 331 27.6 40 42.5 
Age 55-64 219 26.6 23 43.0 
Age 65+ 573 64.8 21 39.5 
Unknown 1 0 
Total 2,240 27.4 297 37.9 

U=numerator is less than 20 and the rate is unstable.
 
Source: Indiana State Department of Health, Mortality Data, 2003-2005
 

Table 3b: Traumatic Brain Injury Deaths and Rates by Race and Age, Females, Indiana, 
2003-2005 

Under Age 1 13 U 0 
Age 1-4 22 5.1 4 
Age 5-14 21 1.9 1 
Age 15-24 135 11.7 9 
Age 25-34 80 7.6 13 
Age 35-44 89 7.4 12 
Age 45-54 75 6.2 11 
Age 55-64 66 7.6 5 
Age 65+ 366 28.8 19 
Unknown 0 0 
Total 867 10.3 74 8.7 

U=numerator is less than 20 and the rate is unstable. 
Source: Indiana State Department of Health, Mortality Data, 2003-2005 

Morbidity 

Hospital discharge data was queried using SAS, version 9.0 for TBI-related codes in any 
diagnosis field. Due to some patients having multiple TBI diagnosis, the data summarizes the 
first TBI code presented for each patient. TBI codes include: 800(.0-.9),801 (.0-.9),803(.0-.9), 
804(.0-.9),850(.0-.9),851(.0-.9), 852(.0-.5), 853(.0-.1), 854(.0-.1), 950(.0-.3), 959.01, and 
995.55. 

U
U
U
U
U
U
U
U
U 
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Hospital discharge data give an indication ofthe number ofTBl injuries in Indiana although the 
data have limitations. The hospital data base does not contain a patient-specific unique 
identifier, meaning that it does not distinguish whether one person had five visits or whether five 
people visited once. Therefore, statistics only reflect visits and not specific numbers of people. 
Also race/ethnicity data is not very accurate because race/ethnicity is at the discretion of the 
person reporting the data and may not reflect how the individuals would define themselves. 

A major limitation of the hospital discharge data is that Indiana law does not mandate e-coding 
of hospital records. Only 55% of hospital records are e-coded. Also, Indiana law only requires 
hospital discharge data submission by acute care hospitals. Therefore, a few psychiatric and 
behavioral health hospitals do not submit data. All acute care hospitals are submitting inpatient 
data. However, one of the three Levell Trauma center hospitals has not submitted 
outpatient/emergency department data yet. As a result, the total number ofTBI incidents for 
the outpatient/emergency department data is an underestimation of the actual number of 
traumatic brain injuries and should be used with caution. 

Emergency Department Data 

During 2003-2005, there were 1,662,783 outpatient/emergency department (ED) visits with a 
primary diagnosis for injury or poisoning (lCD-9-CM) codes 800-999. Of the 1,662,783 
outpatient/ED visits, 63,936 were visits related to TBI and represented 4% of all outpatientlED 
visits.(5) 

Of those receiving treatment at the outpatient/ED, 57% (36,663) were male, and 43% (27,270) 
were female (three people's gender was unknown). When comparing rates, males had a higher 
rate of outpatient/ED visits than females (393.51 per 100,000 compared to 287.50 per 100,000). 
The majority (49,351/63,936) of the admissions to the outpatient/ED were white Indiana 
residents. Blacks made up 7.9% (5,074/63,936) and those in the minority/other category were 
14.9% (9,511163,936) of visits. The age-adjusted rates for visits to the outpatientlED were 
similar for whites and blacks (300.50 per 100,000 versus 295 Al per 100,000). White males 
accounted for 43.9% (28,036/63,936) of all visits to the outpatient/ED, white females for 33.3% 
(21,313/63,936), black males for 4.6% (2,947/63,936), and 3.3% for black females. However, 
when comparing rates black males had the second highest age-adjusted rate (345040 per 100,000) 
despite the lower number of injuries (Figure 3).(5) 

During 2003-2005, the age group with the highest age-adjusted rate of visits to the outpatient/ED 
due to TBls was the 0 to 4 year olds with a rate of 1,671.12 per 100,000 followed by individuals 
15 to 19 years of age with 680.74 per 100,000. The lowest age-adjusted rate of visits to the 
outpatient/ED due to TBls was for those 55 to 64 years of age. Figure 4 shows the actual 
number of hospital outpatient/ED for each age group while Figure 5 shows the age-adjusted rate 
for each age groUp.(5) 

The median total charge for patients seen in the outpatient/ED for TBl injury was $1,410.00 
(Range $0-$70,658) as compared to the mean total charge for all ages of $1,875.00 (Range $0 
$70,658) (4). For 2003-2005, the total charges for TBI that were treated in an outpatient/ED 
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were $119 million. The majority of the patients had commercial insurance (34%, 21,819/63,936) 
or MedicarelMedicaid (28%, 17,992/63,936) (Figure 6).(5) 

Figure 3: TBI Outpatient/ED Visits Rates by Sex 
and Race, Age-adjusted, Indiana, 2003-2005 
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Figure 4: TBI Outpatient/ED Visits byPge, 
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Figure 5: TBI Outpatient/Ed Visits by Age

Specific Rates, Indiana, 2003-2005
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Rgure 6: TBI Outpatient/ED Visits by Pa}or, 
2003-2005 
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Inpatient Hospital Data 

From 2003-2005, there were 161,198 inpatient hospitalizations with a primary diagnosis of 
injury or poisoning. Of these, 13,762 were TBI which represent 9% of all hospital admissions 
for patients who had a primary diagnosis of injury or poisoning. (5) 

Of those admitted to the hospital 62.5% (8,599/13,762) were male and 37.5% (5,162/13,762) 
were female (one person's gender was unknown). When comparing rates, males were 1.8 times 
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more likely to be admitted to the hospital following a TEl than females. The majority (79%, 
(10,882/13,762) of the hospital admissions were white Indiana residents (Figure 7). However, 
the age-adjusted rate for hospital admissions was higher in blacks compared to whites (70.56 per 
100,000 versus 65.00 per 100,000). White males accounted for 61 % (6,592/10,881) of all 
hospital admissions by white residents (Figure 8). However, black males had a higher age
adjusted rate (105.75 per 100,000) compared to white males (82.16 per 100,000). White females 
though had a higher adjusted rate ofhospital admission compared to black females (47.73 per 
100,000 and 39.17 per 100,000).(5) 

During 2003-2005, the age group with the highest age-specific rate of hospital admissions due to 
TBls was the 85+ year olds (396 per 100,000). The lowest age-specific rate of hospital 
admissions due to TBls was the 1-4 year old population. The age-specific rates began increasing 
with the 65+ year olds. However, the 0-1 year olds and 15-19 year olds had rates over 100 (131 
per 100,000 and 100 per 100,000). Figure 9 shows the actual number of hospital admissions for 
each age group while Figure 10 shows the age-adjusted rate for each age groUp.(5) 

The median total charge for patients admitted to the hospital for TBI was $30,803 (Range 
$63.00-$780,345) as compared to the mean total charge for all ages of$15,037 (Range $63.00
$780,345) (4). For 2003-2005, the total charges due to TBI patients who were admitted to the 
hospital were $422 million. The majority of the patients had Medicare/Medicaid (36%, 
4,979/13,762) or commercial insurance (30%, 4,014/13,762) (Figure 11). The average length of 
stay,for a TBI patient was 6.79 days (Range 1- 152 days) and the median length of stay was four 
days.(5) 

Figure 7: TBI: Inpatient Hospital Pdnissions by
 
Race/Ethnicity, Indiana, 2003-2005
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Figure 8: TBllnpatient Hospital Admissions by 
Race/Ethnicity & Sex, Indiana, 2003-2005 
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Figure 9: TBI, InpatientHospital Admissions by Age,
 
Indiana, 2003-2005
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Figure 10: TBI Inpatient PdTissions byAge

Specific Rates, Indiana, 2003-2005
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Figure 11: TBllnpatient Hospital Pdrrissions by 
~,Indiana,2003-2005 
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· Traumatic Brain Injury: Synthesis of Indiana Medicaid Data 

Traumatic Brain Injurv: 
Synthesis of Indiana Medicaid Data 

Background and Context 

The Medicaid Medical Advisory Cabinet (MMAC) was asked to analyze data to better understand Traumatic Brain Injury care in Indiana Medicaid 
recipients as part of the Traum"tic Brain· Injury (TBI) project (original report submitted 6/25/09 and a second report regarding Systems of Care, 
Staffing Models, and Funding Models submitted 10/30/09). The goal ofthe data analyses was to develop data-driven recommendations regarding the 
feasibility of Indiana establishing a long-term brain injury rehabilitation facility within state, to replace the current practice of referral of Indiana 
Medicaid patients to out-of-state rehabilitation facilities (e.g., Mentor ABI Center for Comprehensive Services in Carbondale, IL). 

This report describes TBI in the state of Indiana, specifically for Medicaid recipients. The results are preceded by a description ofthe methodology and 
definitions of the sample and variables included in the analyses. The data analyses are broken down into several sections, each providing details about 
different aspects ofTBI care including: TBI severity, where TBI patients receive care, the duration for which care is provided at various locations, and 
costs for each stage oftreatment from the acute injury until 24 months post-injury. The last section of this report closes with conclusions based upon 
the data analyses and our recommendations. 

Method Overview 

The purpose ofthe TBI data analyses was to describe the types of services used and distribution of costs (Medicaid payments) for a cohort of 
Medicaid-enrolled individuals with moderate to severe TBI as defined by having a hospitalization with a TBI diagnosis (see specific definition below). 
The time period for tracking service utilization and associated costs was through 24 months following the index hospitalization date for the TBI injury. 
Persons on both Medicaid and Medicare (dual eligibles) were also excluded from the cohort, because of the difficulty offully accounting for 
costs/source of payments in this subgroup. 

We contrast service utilization and costs in the cohort of moderate-severe TBI cases to individuals without TBls, recognizing this is not a true 
comparison because the groups differ markedly from each other in age and sex. In order to draw inferences about the additional service use and 
costs attributable to those individuals with moderate to severe TBI, we separately examined costs associated with the initial (i.e., index) . 
hospitalization and costs associated with the 24 months following this index hospitalization. 



Traumatic Brain Injury: Synthesis of Indiana Medicaid Data 

We evaluated service utilization and costs by major demographic categories, inclUding race and ethnicity, age, and sex, as well as Medicaid aid
 
category and severity of the TBI diagnosis (Le., moderate vs. severe). Examining service utilization and costs by these other variables enabled us to
 
describe 1) which of these factors contributed to a greater riskfor severe TBI, and 2) which factors were associated with different patterns of service
 

use and/or impact the distribution ofTBI-related costs.
 

Categorizations of moderate and severe TBI were based,- in part, upon research conducted by the state of Michigan [1], which is a 9-year, ongoing
 
-project to better understand the incidence and causes ofTBI in the state of Michigan. In their work, The Michigan Pu blic Health Institute used the ------ 


CDC's definitions of moderate to severe TBI, based on ICD-9 codes [2-9] The study examines the incidence, severity, costs, utilization patterns,
 
poteriti~1 demographic correlates, etc., ofTBI in the state of Michigan. One of the goals ofthe research is to develop a TBI Medicaid waiver for
 
Michigan residents living with TBI, which was pending approval in the summer of 2009 [10].
 

In total, there are six separate analyses reported below, each one with specific goals.
 

Sample 

We identified an incident cohort of patients who had a primary or secondary diagnosis ofTBI during the four calendar years from 1/1/03 to 12/31/06. 

Members ofthe cohort were considered to have moderate or severe T81 if there was a hospitalization associated with a primary or secondary TBI 
diagnosis (or if there was an ER/outpatient visit forTBI within 24 hours ofthe hospitalization, the event was also cOl!nted as a hospitalization). Mild 
TBI was defined as an ER or outpatient visit associated with a primary or secondary TBI diagnosis and no hospita Iization. In addition, those with mild 
TBI could not have had a T81 diagnosis in the preceding 182 days. The sample, however, did not have to be continuously enrolled for that time period. 
Death related to TBI was also pulled from the Medicaid data. However, these data may have poor sensitivity and may be underestimating the number 
of deaths from TBI. 

Members ofthe cohort were enrolled in Medicaid at the time ofthe IndexTBI hospitalization (enrollment may also have been retroactive to the date 
of that hospitalization). Importantly, we did not include persons who had a TBI and became enrolled in Medicaid at a later date (e.g., after a period of 
Medicaid spend-down or disability determination). Hence, there are other people who have a diagnosis ofTBI in the Medicaid claims data but are not 
included in the study because Medicaid did not pay forthe initial hospitalization. 

TBI was defined using the cDes definitional set of codes: 

• codes 800.0--801.9 (fracture of the vault or base of the skull); 

• codes 803.0--804.9 (other and unqualified multiple fractures of the skull); 

• codes 850.0--854.1 (intracranial injury, including concussion, contusion, laceration, and hemorrhage); and 
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•	 code 959.01 [Note: The ICD-9-CM codes forTBI included in the analyses differ from the IIBarrel Matrix," which is a recommended categorization 

of ICD-9-CM codes for nonfatal injuries. The inclusion of 959.01 (head injury, unspecified) is consistent with the current CDC TBI case definition.] 

•	 Also added are 950.2 and 950.3 (re: optic nelVe/pathways) and 995.55 (shaken baby) because there were discrepancies between the CDC TBI 
cohort definition ICD9s and the Michigan severity definition (e.g., these were in the severity definition but not in the cohort denominator). 

:The definition of severe TBI injury was based Ul20n research conducted by the state of Michigan, which identified the following severe i!!l~!...ly_.cod~ set:._ 
•	 Skull Fracture (codes in range of 800-804, but excluding those with 4th digits = 0 or 5) 

•	 Intracranial Laceration or Contusion (diagnosis codes: 851,800.1,800.6,801.1,801.6,803.1,803.6,804.1,804.6) 

•	 Intracranial Hemorrhage (852, 853, 800.2, 800.3,800.7,800.8,801.2,801.3,801.7,801.8,803.2, 803.3, 803.7, 803.8,804.2,804.3,804.7, 
804.8) 

•	 Injury to optic nelVe and pathways (950.1, 950.2,950.3) 

• Shaken baby syndrome (995.55)
 
[Note: The above categories of "more serious injuries" are not mutually exclusive - patient may have more thi:m one TBIICD-9 code]
 

All other TBI hospital admissions not being captured by this IIsevere" code set were considered IImoderate." 

Descriptive Variables 

For the TBI cohort described above, we examined aid category status two months prior to the index TBI rather than at the time of hospitalization. This 
allows us to iden~ify members who wer.e not enrolled prior to, but became members after, the TBI. For the non-TBI comparison cohort, aid category 
was based on December ofthe calendar year. Race and ethnicity were classified as non-Hispanic white, non-Hispanic black, Hispanic or other. Sex is 
reported as the proportion of members that are male. Age is described as a continuous variable (mean, median) or divided into categories. Age 
grouping cutoffs include those under 22 years old (twenty two was chosen because those with developmental problems beginning before that age 
may be eligible for the Developmental Disabilities waiver and have an impact on long term benefits and costs), and those 22 years to 64 years of age. 
The last age grouping is those who are ~65 years old. Data from'this age group should be viewed with caution as they may be enrolled in Medicare, 
making it difficult to accurately trace costs, and the numbers for members in this age group in our cohort tend to be very small. Table 1 below 
summarizes the Medicaid aid category and age groupings that were used in our analyses. 



---
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Table 1. Aid Categories and Relevant Age Groupings Used in the Analyses 

.. 
.. ,: Aid Grouping for Analys'es . 

.. 
". ". .' :. " '. .. . ",' ..~ '. . . .... 

Packages A& C
 
~ 22 years and < 65 years
 

,./\,id Category .. 

_<;J_E:LE, M,...N,~J.J!, X,_'1,.J..l-
1,2,9,10 

A, 0, B, 8, OW, 01, U, R,12, 
3,4,14 

G, I, j, K, L 

LOC 

_____• __._._______ • ___ .h___•••••____ 

<22 years old
 
>65 years old
 

Care Select -non-waiver
 
Disabled, Blind, Adoption Assistance, M.E,D.Works, Ineligible for
 
TANF due to 551 payments, Breast/cervical cancer, Wards < 18 not
 
IVE, Title IVE fosters <18, Transitional for Fosters 18-20.
 

? 22 years and < 65 years
 
<22 years old
 
>65 years old
 

Duals 

Waivers* 

* Waiver category classification was based on LOC [note: Waiver individuals may not have claims, so LOC was used to define this group) 
** Waiver and non-waiver patients were mutuaffy exclusive; i.e. Care Select population did not include those on waivers. 
*** We excluded categoryRefugee Medical Assistance - MA-Q.
 

'****HC and HN are new programs and likely to not have many claims so they were excludedfrom analyses.
 
***** The Pregnancy aid categories (E,M,N) had so few TBI cases so they were also excluded.
 

Definition ofTransition Settings 

A patient's "state" (Le., disposition) follOWing discharge after incident hospitalization and thereafter was categorized into eight settings or states: the 
community (which was the default category), nursing home (by LaC), facilities billing under COS 2500/2510 as rehabilitation facilities (Le., primarily 
chronic rehab facility (CRF), or facilities such as Mentor ASI Center for Comprehensive Services at Carbondale, IL, that provide longer-term services), 
inpatient hospitalization (COS 0100, 0110), waiver services (waiver LaC), hospice (by LaC), facilities billing under COS 0120 or inpatient hospital with 
rehabilitation services (i.e.. primarily acute rehab facility(ARF), or centers such as Rehabilitation Hospital of Indiana, RHI, that provide shorter-term 
services usually not long after the TBI injury was sustained), or deceased. . 
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One important note is that, due to the fact that many patients from the community and in nursing homes will experience brief hospitalizations as a 
result of other illnesses or injuries not necessarily related to TBI, we developed a set of rules to identify setting. For example, if a patient in a nursing 
home was admitted to a hospital for a few days as a result of bronchitis but retained their nursing home laC during that entire time, this individual 
would be considered to be in the nursing facility the entire time. The exceptions are if an individual received services falling under COSs 2500/2510 or 
COS 0120 which denote some sort of inpatient rehabilitation. If this was the case, the person wasconsidered to have re-entered the "reh.abilitation" 
setting (even if the person still retained a nursing facility laC). COSs 0320-2440 in Table 2 denote services that indicate "outpatient rehabilitation," 

-----whlch members in the community or in nursing homes might have received, though they were not admitted to a particular rehabilitation facility or 
hospital; these COSs are coded as '/rehab" in the data tables that follow below. 

Definition of COSs Used in These Analyses 

There are 227 COSs, with 40 Rollup categories that group similar COSs. With respect to the current analyses, we defined the following specific COSs as 
representing rehabilitation services (see Table 2). 

Table Z. COS Categories Used in These Analyses 

0120 I Inpatient - Rehabilitation 
".: 

':<63~iilibutpati~~{ ~<Reh~biiit~tibn 
0652 I Physician - Physical Medicine 

... . "2oo6':l:Th'er~ py.Ser,vi~~:s ;~. Phy~ical<: .' . 

2010 I Physical Therapy - Therapist 
. "·,i020'·kpbYs·ic~f;-t\(irapY>P~~~id~n·, 

2030 I Physical Therapy - Chiropractor 
, . .2040'1.' PhY~i~~i' Tti~r~PY~Oth~r::': .. 

2100 I Therapy Services - Speech 
":' .. ,>':2110 I,Spe~·l:t1)h~r.~PY-Thera:r:iist·.. :..., 

2120 I Speech Therapy - Physician 
""2130'rSpe'echThe~apy~ Oth~r . 

2200 I Therapy Services - Occupational 
:: ... :" ';.>22.-:1.0: :' occ~'p~tio~~rapY'~~'Th'era~i;t' 

2220 Occupational Therapy - Physician 
.~... ",,-, .. 2i30:::bcc"J~~ti~n~rrhe·i~pv.·':Oth'e'r'.;':: 

2400 Therapy Services - Audiology 
::AiJdi6fogV'fh~·r.apY/Tti~r·~:p'ist·:.· .. 

Audiology Therapy - Audiologist 
.' ·:243·(j;'Aud'j'o',o~Y:Yih~rap:y:<,Physida~'.·:'. 

2440 Audiology Therapy - Other 
,;.;. :" .. .: '250Q' ::.R~h ~ bilitcitionFa;c;i1ities:SeiVkes .:, 

2510 Rehabilitation Facility Care 

****Note: In every best effort to comply with HIPAA guidelines, the data reported herein containing numbers of less than 10 individuals have been 
Ilmasked" with either 1'<10," with approximated percentage estimates, or dashes where necessary. 
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Analysis #1: Describe the cohort of Interest. 

Goals Analysis #1 was conducted to explore descriptive information about those in Medicaid with TBI. Analysis #1 was designed to answer the 

following questions: 
• What are the number, proportion and overall cost of people in Medicaid with IBI? -----------------~.-~- -~----- _._-----_._---------

----=.~Wl1atai'etnecharaetenstlcsof tnose wifflTBlr . 

• What is the overall cost of people with TBI? 
• Of those with TBI, what are the number, proportion, characteristics, and cost for those with mild IBI? 

o Who die within one month ofthe TBI? 
o Admitted to the hospital with TBI (i.e., with moderate to severe TBI)? See Table 3. 

Results 
Over 40,000 or 4.0% of people enrolled in Medicaid had an incidentTBI event over the 4-year evaluation period. Ofthose, there were 317 deaths
 
(0.03% of all Medicaid enrollees), 38,482 (3.8%) outpatient visits with mild TBI, 468 (0.05%) outpatient visits for severe TBI (using the CDC's definition
 
ofTBI codes, see above), 134 patients (0.01%) with T8I who were residing in a nursing home, ICF/MR or receiving hospice services, and 1,296 (0.1%)
 
who were hospitalized, and thus, by definition, had moderate to severe TBI. Those with TBI were predominantly male (53%), have a mean age of 20.4
 
years and were predominantly white (18% non-Hispanic-black, 6% Hispanic and 2% other). This contrasts with the overall Medicaid population
 
without TBI, which is primarily composed of children and pregnant women and is, therefore, younger (mean age 16), only 40% male and has a higher
 

proportion of minorities (only 65% non-Hispanic white), as reported in Table 3.
 

On average, over $200M per annum is spent on Medicaid patients with TBI. This accounts for about 4% of the total Medicaid dollars spent each year.
 
We evaluated the PMPM for patients with TBI not including the index hospitalization so that we could compare their costs to other Medicaid
 
enrollees. Because the vast majority ofTBI patients (>90%) have mild IBI, the PMPM forthe overall TBI group was only $427 (compared to the
 
younger, mostly female Hoosier Healthwise population PMPM of $200, and Care Select and Care Select "Potentials" PMPM .of $1,174, reported as of
 
November 2008 [11]). The non-TBI cohort PMPM in our study was approximately $160, calculated by dividing the total2-year costs of $2,496,634,260
 
by the 978,589 members with an average number of "member months" of 15.96. In contrast, the 317 members with TBI who die within the first
 
month after injury are the most expensive group costing $2,299 PMPM and an average of $364,000 per year. The 1,296 people with moderate to
 
severe TBI requiring a hospitalization contributed the most to overall costs (an average of $25M per annum or $1,700 PMPM), while those in nursing
 
homes had the highest per capita monthly costs ($3,665 PMPM).
 

Ofthose with TBI, 7,807 of the 40,697 (19% or nearly 1 of every 5) had no Medicaid two months prior to the injury. Most striking is that about one
 
third of people who die or have moderate to severe TBI had no Medicaid in the two months prior to their TBI. It is possible that when those with TBI
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seek medical care, they are merely found to be eligible but not enrolled in Medicaid. Another explanation is that those with TBI become eligible 
because they are not able to work or afford health insurance. The majority ofthose with mild TBI are likely to be less than 22 years old; however, the 
majority of those who have moderate to severe TBI are over age 22. The exception is in those who have the severe TBI codes but are only found to 
have services in the outpatient setting. It is unclear why a person would have TBI codes indicating a severe injury but only have services in the 
outpatient setting. It is possible that. the codes Jack specificity (i.e., they are finding people who actually have mild injuries) or it is possible that people 
w.it.b sev~re il1jury had a hospitClIi~~tion I?a.!d by another source (self-payor private insurallce) but then the person wit~TBllost employment or 
insurance and became eligible for Medicaid. 

Table 3. Demographic Characteristics of Medicaid Enrollees with T81 vs Those without T81

I Outpatient MildCharacteristics Die (within 30 lin NHi ICF/MR, or 
days of index hospice at the time 

hospitalization) of TBI • 

Outpatient severe· Inpatient Moderate
Severe 

TotalTBI Total Without 
TBI 

'::'" NWyear.case:finding pe·r.iod)' I'" ' ':','.;'317.:' ".·1 ,:' :'38,482 ..' 1····:·. :··i34::: , . <·1·<,,'~468··· .. " .;. ::·1· J'., 1;296~:>' ".; ):+. .:: '40;697' ,,',···· ..',1> ''':-'978;589 

%(N/total Me,dicaid population) I 0.03 I 3.78 I 0.01 I 0.05 I 0.13 I 3.99 I 96.01 
"'-.'.:" Age,·:(mean;'mediaii,:range);I';-':'33:1;32i 01:0'89 ,d"19:4; 10;:ri:to >90,;; /·1- .68;5;:n;:25to>90': 1\24.7,:17;0 to <-:90:' :;:1:" :2704;'22;:0 tcj">90<""k:·zo.(to; 0 t6;;90: ,. ..:'16,12;'·0 tp:>.90' 

%male I 66 I 53 I 42 I 52 I 61 I 53 40 

t""~~;~1 :,' ·.':'~>':",:;'·';r; ",.,...•••...~g_..-..•............... ! ...., '~;;r': "';i .. " ;:> 

.. •T·'::,'i~;:···:.·: ....': 
10" 
2::' . 

Cost all c1al~s for the ~wo years I $728,735 I $390936 588 I $11787,402 I $14209 252 I $51215422 I $417,661,977
after Index hospitalization' , , , , , , , in two years 

$2,496,634,260 
in two years 

':'[: ',':' ,. :-,,':::.. .::'~ost:~:'·:::;.·:i·$:i!2'99*::' :';,' iJ::.:' "'.$42.3~\'··,:,:· ":h~.- .. ".. $~,6'65.' "., i1:;':" ':'$~~,¥~~: ... ''.". I" :;:,; 3L~~6',:; ~ '.' .:~" ,; I:· ," ".-';$4£:/ :.":.: :2>1\.':::/,: :0s'~6q,:: 

Table 3 Continued on
 
NeJCtPage
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Total Without Inpatient Moderate- 1.--'tiifafti3iCharacteristics Outpatient severe* Die (within 30
 Outpatient Mild In NH, ICF/MR, or 
TBISeveredays of index hospice at the time 

hospitalization) of TBI" :, 

:". ,! .. ,Aid categories 

..··None :O:---·-:~807-:-":"'--:'~
392
 N/A7,171 130
114
 

65+ years old_ .. ··"_··.·_-..--··5-6~~~·-. -.. ' N/A'27
o 20
 <10 
>22 years and <65 years N45 . 2,349 . N/A199
86
 2,022

<22 years old '.~ ··'""·:'·-5;402c-"-"" _..: N/AN85 166
5,12928
 -'-'.' .. - . __ ... '" 

Packages A and C 818,388"30,585899
160
 29,229 297
 
65+ years old ,:.:"......:·~.-113~.:.·.::....: ":'':' 19
66
<10 29
 15
 

>22 years and <65 years 159,424.S~592364
77
 5,050 101
 
<22 years old '24;880. 658,945469 

I>
80
 24,150 181
 
".' 

Medicaid/Care Select**** 1,904 .. ' 93,320293
25
 1,546 40
 
'/.;: .65+ years old 188
<10<10 41
 <10 
~;', .>22 years and < 65 years 't~i6: ,"N25 N40 N253 63,4531,267 
!':"; .<22 years old N40 ,;276\ 29,679o 238
 o 

I 
-::. 

Waivers ... ~344;·· . 4,925<10<10 344 0 19
 
Nursing Home 2,76214
 191 118
 20
 

I:',· ·<·~1~:·:,·:,··.··ICF/MR 1,142<10 <10 . ':<i0' .Hospice 1,317<10 o 
Duals 5,735o 116
<10 I 58
 31
 ',::>::'. 7205 " 

.'(. .,.::;:·:.:~/A/. --,-",::.:; ;i;.·~:?rf~·~~~:~:·(~):t~~ :s~~~l "" :.:·.~O%>::_... ..~l. ::-"_"':O%.:~:,,~ ..:..::~·~.I~:;· :.: ::;.:.::f,~?~.: .,+::.,:(100~:**. . "~9~': .. :-::'~::.~. /,~?3~t.::.:' 
" excluded from later analyses
 
** (gives everyone in the die column a full "month")
 
***had to be severe to qualify for "outpatient severe"
 
****based on the aid category "operationalization" method
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Analysis #2: What is the Primary Transition Setting (State 2) for Those with Moderate to Severe TBI1 

Goals Analysis #2 was conducted to establish where 1,296 individuals with moderate to severe TBI transition to following discharge from their 
incident hospitalization. This analysis was designed to answer the following questions: 

•	 Where do moderate to severe TBI patients receive services after hosp"ital (timeframe for establishing the primary transition is 48 hours
 
following discharge following the incident hospitalization)?
 

•	 How long do they stay in this setting (mean, median, and range oftime)? 
•	 What are the costs associated with each setting (mean, median, and range)? 
•	 Of those in each setting, what proportion has "severe brain injury" (as defined by the Michigan code set taken from the CDC, see above) 
•	 What aid categories do patients fall under at the time of discharge/exit from this setting (or at the 24 month cutoff)? 

Results 
The vast majority of people were discharged to the community (75%); the next most common setting after discharge from the initial hospitalization 
forTBI was inpatient hospital (11%) followed by acute rehab hospital (8%). Four percent were discharged to a nursing home and 1% were in the 
community receiving waiver services (see Table 4a). 

Of the 1,296 people admitted to the hospital with TBI, over three quarters (78%) left the initial hospital stay and had no rehabilitation claims. Nearly 1 
out of 5 (18%) had a rehabilitation claim in some setting. About 9% were transitioned into the community and received at least one rehabilitation 
service after their initial hospital stay; 67% were discharged tothe community without any rehabilitation claims. One percent ofthe 1,296 went to a 
nursing home and received at least one rehabilitation service, whereas 3% went to a nursing home and did not receive a rehabilitation service. No 
patient was discharged from the initial hospitalization to a primarily longer-term, chronic rehabilitative (CRF) setting. Four percent of patients left the 
hospital and were transferred to another inpatient hospital, where they received at least one rehabilitation service, and almost 7% went to another in
patient hospital stay but did not have any claims for rehabilitation services. Another possibility is that there is a problem in the encounter data (e.g., 
lack of specincity or missing). In one example, a patient was in risk based managed care during their inpatient rehabilitative state and had $0 charge. 
If so, it is possible that we are underestimating rehabilitation services received in hospitals and other settings as well. 

Of those in the acute inpatient rehabilitation services, 56% went to RHI of Indiana, 15% went to Southern Indiana Rehabilitation Hospital, 14% went to 
HealthSouth Deaconess Rehabilitation Hospital, 6% to Frazier Rehabilitation Center, 6% to CHOW and 2% to others. About 98% ofthe other 
situations defined as an. inpatient hospital stay with rehab in Table 4a had a COS 0652 (PM&R clinician) claim. Among the 55 patients, the hospitals, 
ranked by descending frequency, are: 1) Community East, 2) Wishard, 3) Memorial South Bend, 4) Clarian and then 5) others with very few in each. 



!i:'·~;~r~~t:eA~~. ;.. .;, .. ~~h~'b',: ':':" "<~ri'R~h'~b'" .·'::d·C;~i~~:' / :';;~e'I1~Ii~:: .:<~~:~~~:~~;, 
N 112 817 46 12 43 

6e~~~·;>t:· ..•. g:~%,·:::·:F ;~.::0;9%,:>:::K,·:··;):3%..'.'(U~r':'~: ~~4~.~:~~~: I· ,8.7%;~~ ; 

52 

,',",.'.' '52\" 

31 I 31 I 58 

.. ',; .'.:'~'.:.~:~~:. ,,'~. :: .... :.. ':<~;":"" :.:'" ~." .. ~,,{'?,: 
Rehab '; .No Rehab'.. ·Rehab·::· No.Reliab .' 

55 88 <10 14 

.... :'27, '.:""::' ;:·'·27.·... "d:-' .....58' . 

,;J:~".~'~%; :.:\:< •.. 6.~~:: ::I~:: ';0.2~::'·:.,V';'::l,;1~:;):I\,~:6:~~.,.\t·)?·6%. 

Nursing Home'. . 

44 I 48 

':. 41.;:.::...'1.'.",.49;;' 

24 

Community 

.: 1.":.'/'17 .:.: 

Agemean I 29 

.. ;Age.(itedian r· "24: 

STATE 2 

:,' '; I : ~ • 

.; %:m.aie- t< ..·s6:·'\h ":sir' 
% race 

Non-Hispanic white I 77 I 74 

~<.No'ri~ins"anic.black' I:.': .:,. 20" .'" ... ,... 19' -, ., 

3~;,.~~:~~ I, 45:72... 1 25::8.6.,,1 

~' : I = I ~ 
40 I ~... : ,: ... , 

Oto >90 

<83 I 77 

N33 I "'30 

18 to >90 

..... ::0..' •• :.'1", .. -<23';'.' 

, : Y;"75::;·:~·:·I·:···:6.7~..:: 

Oto>90Oto80
Age range 

Hispanic I <9 I 6 -
.Other ..<2:' 

%severe InjUry 26 
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On average, those in nursing homes and waivers were the oldest with mean ages of48 and 53, respectively. Those in nursing homes, inpatient 
hospital, and waivers were very disproportionately male. Those discharged to the community were more evenly divided between males and females. 
It is possible that males have more severe injury [12] and/or that females are less likely to be referred or to accept rehabilitation services. Whereas, 
the overall population hospitalized with TBI is 18% non-Hispanic black, 25% of people who got rehab in' a nursing home and 24% who got rehabilitative 
serviCes in an inpatient hospital were non-Hispa'nic black. In contrast, only 8% of peop'le getting services in an in-patient rehabilitation cente'j- -were 

. non':'Hispanic black. One' explanation may be rooted in observed' nealfhcare'dispar'ities for raCial and ethhk mihorities' [13-T51~-particularly'that black 
TBI survivors may be less likely to be referred to acute inpatient rehabilitation centers[16]. Whereas 30% of the incident hospitalized TBI coho'rfhad 
severe TBI (using the CDC's and Michigan's codes), a disproportionate number of people who transitioned to an inpatient hospitalization or an 
inpatient rehabilitation setting had severe TBI (35% and 49%, respectively). Nearly one-quarter (26%) of people who transitioned to the community 

after their incident hospitalization had severe TBI codes. 

Table 4a. Patient Characteristics of Those with Moderate/Severe TBI by Transition Setting After Discharge from Incident Hospitalization 

F;m~1l.'ItipatientHiispi{~1:. Waiver. ~~~tl~~~~~t§J Deceased 

~~ 

43':,'.. 

4630 
:., . ::'·28 .:i 

. ::;h' :::~:!%:.;; 

oto62 I 1to82 

; ... ,. : 71: ',':1',:"" 67 

I::, '~ 
~9 I :3 

The average length oftime in the inpatient hospitalization or inpatient rehabilitation after the incident TBI admission was ~23 and 20 days, 
respectively. There were large variations in the length oftime in the environment as shown by the ranges. The vast majority of people with TBI went 
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back to the community, received no rehab, and, on average, remained the longest in that setting. However, there is a huge amount of variation in 
each of these variables. . 

Costs are reported for the time spent in each setting. Therefore, the PMPM gives the best measurement for comparison. Those in inpatient hospitals 
had the highest costs (~$20,OOO PMPM) followed by inpatient rehabilitation (~$17,OOO PMPM; see Table 4b). The PMPM costs for nursing home.stays 
were substantially lower and the stays were much 'Ionger, on average, than for the inpatient hospital and inpatient rehabilitation facilities. Persons on 
waIvers or in-hospice had lower costs PMpM th'an .nursing home residents withTBL As expected, the lowest PMPM costs arid lohgesnength ofstay' 
were for the majority of persons who went to the community and used few Medicaid services. 

Although there was a higher proportion of people (49%) in an inpatient rehabilitation setting with severe TBI than in the inpatient hospital setting 
(35%; see Table 4a), hospitalized members were more expensive. It is possible that those in the inpatient hospital setting have more co-morbidities or 
more complicated injuries than those in the inpatient rehabilitation setting. It is also possible that it is more expensive to care for people at the same 
level of care in an inpatient hospital setting. No patient was discharged from the incident hospital to a long-term, chronic rehabilitation center (CRF). 

Table 4b. Length of Time and Cost in First Transition Setting (State 2) for Those with Moderate/Severe T81r I 
STATE 2 .' .. JiJu'rsiilg Home J."'i;,lnpatiei;t'Hosphali+;;,::1 Walv,erCommunity 

No ;;~:~:~~~:ab';:'" ··I;:':·No.Reh~b;:: Y,jk~1~·~<;;·:·F:;~i-~]~~~;~;·r:.' ~ehab-' J::N6 R~~~i;;:~ 
.~

:,~:}i;,:e:~:::::i:~~f:.:. t·· R~tiab:' l'::;N~\{~~~lr·· Claims 

46 12 I 43 o 55 I 88 <10 I 14N 112 I 817 o 98 I <10 
..: .'1;';: .: . 0 Q.9% :_,';', . 3:3~(;; I/:')d;'j%:: :tT·. '. '6;8~'·," ;.;:~ {~~..·:·~:,:'·rs?,7{t·0.0% "'P~2%: r':'}:l~:'"3.6% 0.0%.:::?~:,,~,~.t:t~~:e·:,:::at:I·~·' . 8.7%: .. ,. 63.2% :.:... ".',:'" 

Length oftinie In setting 1 66,185 I 463,972 4,823 1 12,496 1,433 I 1,918 1,081 I 6,491 1,924 1 6,007
(davs)


'::» lYIean:I·. ·:'591,·'f·-.. ·568:':· '.
 .:..··541... ~:-:I-. '.. g63~':'., :,26 .' :. ''I: 22 .~..' . 20>.. ~·:r·: :'661":'.' 
·c ":::: I' .. ::~' .Median 541 I 70620 I 16 14.5 667

(2 vears =730 davsl I 718 I 724
 
:, 'r';:; .j ...... Range·l ..·2to 72l\,,;:J,-;·.1t0:729:···
 '.2:to·81 ':'1',; 628.to.697·.··';"83 to726": r·5t0.724'. '·'.-:4.to:l03 :;: I:' :':':2 to 90.-:.,.. 1' '35S:to726'\I': lQ'to728:': 

$1,062,974 $1,251,619 $51,409 I $1,543,149 $1,074,993$1,386,566 I $2,944,195$3,142,195Cost all claims In setting I $735,728 

., S115;547 r .$68;470 .' .'...$19;327.";' '$15;704'·1'·'$110,225' .' $10,969 .'. ··-::·Me'an·I·· :$&,569"":' "<$3,846" $14,223 

$9,869$70,318 I $30,943 $12,442 $25,704 I $94,684 $9,394 
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We also examined the incident hospital costs of people with moderate to severe T61 in relation to their discharge setting (Table 4c). On average, 
people receiving waiver services after discharge had the least expensive incident hospitalization (but the sample size is small <15). It is unclear why 
those getting waiver services would have smaller incident hospitalization costs - perhaps as a vulnerable population, they are more likely to be 
hospitalized for observation of their injury. However, the proportion with severe injury is. similar to the proportion of severe injury overall. Those who 
died' nadthe highest inCident hospital co5ts'fblkiwed by those who were discharged to the-riursing·home. Theintideht hospital costs for' those' 
dischargedto' inpatient· re habilitation wem=slightlyhigherthan those'd tschcrrged to'an tlTpatierit"hospita I. This is' interestirig- in lightofthE:!"factthat 
costs for an inpatient hospital stay after the incident hospitalization a re higher than an inpatient rehabilitation stay (see Table 4b). Ifthe difference 
was attributable to the more impaired patients being discharged to the hospital rather than rehab, one might expect that the initial hospital stays 
would also be more expensive. 

Table 4c. State 1 Costs as a Function of State 2: Index Hospitalization Costs of Those with Moderate to Severe TBI Who Were Discharged to the Various Settings 

N 
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46 

3.6% 

I .No Claims 

43 

. Nursing Home 

12 
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Analysis #3: What is the Secondary Transition Setting (State 3) for Those' with Moderate to Severe T81? 

Goals Analysis #3 was conducted to establish where moderate to severe TBI patients transition to following the initial transition from the incident 
hospitalization (i.e., Transition #2). This analysis was designed to answer the following questions: 

'.	 Where'do moderate to severe TBI patients receive services whEm/ifthey make a'se'cond transition? 
.. ' 'How 100rig'do they' Stay in this settillg(mean, median, and range'cHime)? 

•	 'Of the "hospital" settings, how many TBI patients go to rehabilitation facilities vs. hospitals? What are the costs associated with each setting 
(mean, median, and range)? 

•	 Of those in each setting, what proportion has "severe brain injul)/" (as defined by the CDC's code set)? 
•	 What aid categories do patients fall under at the time of discharge/exit from this setting (or at the 24 month cutoff)? 

Results 
Forty-four percent (570/1,296) of patients with TBI transitioned to another setting after their "state 2" (first transition after incident hospitalization) 
setting. The majority of patients left their second state and transitioned into either the community (44%) or to an in-patient hospital setting (42%; see 
Table Sa). Ofthose hospitalized with TBI who went to another transition state (state #3) from state #2, just under a quarter (22%) received 
rehabilitative services in state 3. It is important to note that the inpatient stay may be due to any diagnosis (Le., not necessarily related to the TBI) . 
and can occur at any time in the 2-year, post-incident, follow-up time span. The median age for those who got rehabilitation in a nursing home (35 
years) was similar to those getting rehabilitation in an inpatient hospital (34 years), and to those getting inpatient rehabilitation in a long term (CRF) 
rehab center (38 years). Those receiving services in an inpatient rehabilitation center were somewhat younger (27 years) but the numbers are small. 
Those who have service codes for rehabilitation in any of the settings are predominately male (63-80%). Considering the demographics ofthe 
moderate-severe TBI incident cohort (which is 7S% white, 18% black, 6% Hispanic and 1% other), we see that those getting rehab services in the 
community, in nursing homes, and inpatient hospitals are 83-100% white. Those getting inpatient rehabilitation have a higher proportion of blacks 
with Hispanics being underrepresented. Whereas 30% of the incident cohort had severe TBI, 40-57% of those getting rehab in "state 3" (in any 
setting) had a severe injury. 
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Table Sa. Characteristics by Setting of Those with Moderate/Severe TBI by Secondary Transition Setting (State 3) 

WaiverSTATE 3 Community . InpatientHospltal. Nursing'Home ..':-: 

.\ ' No,....:..:. .__..__.__._-_.,_.__.---: -.I--.-.--.-----.-I~·--·---'-
.~;n 
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On average, those who transition from state 2 into the community in state 3 stay there for more than a year (Table Sb). The median length of stay for 
those in a longer-term (CRF) facility was 3-4 months, whereas those admitted to an inpatient hospital or inpatient rehabilitation hospital stayed about 
1 month. The most expensive settings (PMPM) were inpatient hospital or inpatient rehabilitation. The costs in these settings in ilstate 3" were higher 
than similar costs in state 2. Those who went to a longer term rehab (CRF) facility in state 3 hada lower PMPM ($17,000) than those in an inpatient 
hospital or rehabilitation center ($20-23,000), but they also stayed an average of 3-4 months as compared to about a month for inpatient 
hospitalization or inpatient rehabilitation. The state 3 PMPM costs for nursing home stays were substantially lower and the stays much longer, on 

16 
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average, than for a longer-term rehabilitation facility. Persons on waivers or in hospice still had lower costs. By far, the lowest PM PM costs were for 
the majority of persons who went to the community. 

Table 5b. Tenure and Costs of Those with Moderate/Severe T81 by Secondary Transition Setting (State 3) 

STATI:3 Community Nursing Home' .... -

.. .,.*(;.i!t~io.·rles .. : .....No... . ,!'Il),.':.. 
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A summary oftransition from state 2 to state 3 is shown in Table 5c (below). The majority of patients who transition to the community for state 2 
remain in the community (72%) while 28% ofthose discharged from their incident hospitalization have some other transition during their two year 
follow-up. Forty-two percent ofthose in a nursing home in state 2 next transition to the community in state 3. Ninety-four percent ofthose 
transitioning from an inpatient hospital stay and 90% ofthose transitioning from an inpatient rehabilitation stay go into the community in state 3. 

Table Sc. Characteristics of Those with Moderate/Severe TBI Transitioning from a Nursing Home (State 2) into the Community (State 3) 
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by 

State 3 (left column) 
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....... ,', ,.,l'ot~t)J.·:"980:.; .-1;~60·,···r·.:,0.:··:·: .. ·b~~45·:,,·J·;t20.'; '1'( .• 0.,> I.:. ~::: ~100,':~:;~:::J:;".'.:<ib.; 

Total 

: ,-2S0· 

-290 

:~, :~2.0 

-730 

.•• ':1',::1;296 
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Analysis #4: What are the most common patterns of care and 
predominant costs for patients with moderate to severe TBI? 

Goals Analysis #4 was designed to summarize costs and 
capture the most prevalent patt~rns of care (i.e., transition 
settings) experienced by most moderate to severe TBI patients. 
This analysis was designed to answer the following questions: 

•	 What are the cumulative costs associated with states? 
•	 What are the most common patterns of care for 

moderate to severe TBI patients for the 24 months 
following incident hospitalization? 

Results 
As seen in Figure 1 and Table 6, about $2iM was spent on .initial 
care of Medicaid patients with moderate to severe TBI. Nearly, 
another $20M was spent on the transitions to states 2 and 3, 
$5M on people moving from states 3 to 5, and an additional 
$5M on people moving from states 5 to 8. The total cost of the 
cohort over the 2-year period was $5i.4M. 

Figure 1. Costs for Moderate to Severe TBI Patients as a Function of State Number 

Moderate!SevereCohort of 1296 with an Index [npatient Stay: 
Cumulative $ by State It 
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Table 6. Costs for Moderate to Severe TBI Patients as a Function of State Number and Setting 

. Nursing Home Community
Costs by Slate 
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I Stat.e 3 PMPM I· .$316. ·1'$409 1 1- .$102,801.1 

Figure 2 and its sub-figures (included in the appendices, pp~ 31-33) pictorially capture moderate and severe TBI Medicaid members' transition 
patterns. Each line of the transition figures represents one individual's index hospitalization and following transitions for 24 months after index 
hospitalization. Figure 2 depicts the transitions of all 1,296 moderate-severe TBI members (who had an index hospitalization between 2003 and 2006) 
in Medicaid during the study period. There are several dominant transition patterns. The most easily discernible pattern is the transition from index 
hospitalization (brick red) to community (light aqua). Indeed, echoing results discussed above, this was the most common transition pattern. Other 
dominant transition patterns were from index hospitalization (brick red) to another inpatient hospitalization (burnt orange) or into primarily acute 
rehab (ARF; green). 

The mean number of transitions was 2.4; the median was 1; and the range was 1-41 transitions over the 2 years post-index hospitalization. Therefore,
 
the maximum number of "states" experienced by any moderate or severe TBI member in the cohort was 42 in the 2 years post-index hospitalization.
 
Note that members who died within 30 days of index hospitalization are counted as having one transition (from the index hospitalization to the
 
"state" of death).
 

Appendix A (p. 31) includes any moderate or severe TBI member who had a "Primarily Chronic Rehabilitation Facility" (CRF) stay in the 24 months
 
follOWing their index hospitalization. These individuals did not enter the CRF immediately following their index hospitalization stays; rather, they
 
entered the CRF after having transitioned to another inpatient hospitalization, a "Primarily Acute Rehabilitation Facility" (ARF), a nursing home, or
 
after having gone back into the community. These members predominantly had other transitions to nursing homes, waiver services, or back into the
 
community following their stays in a CRF.
 

Appendix B (p. 32) includes any moderate or severe TBI member who had an ARF stay in the 24 months following their index hospitalization. These
 
individuals generally experienced a transition to an ARF immediately following their index hospitalization, and then re-entered the community
 
follOWing their ARF stays.
 

Finally, Appendix C (p. 33) includes any moderate or severe TBI member who had a nursing home stay or was on a waiver in the 24 months following
 
their index hospitalization. These individuals either tended to remain in nursing homes.or on waivers, or they died or re-entered the community. It is
 
noteworthy that these individuals tended to have the least amount of transitions back into the community in comparison to other individuals in the
 
cohort.
 

Please note that all members included in the transition figures had to have experienced an index hospitalization between 2003 and 2006 with a
 
moderate or severe TBI in order to be included in the 1,296 cohort depicted in the follOWing transition graphs. All transition graphs have been
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"blurred" to mask the actual length of 
mask individually identifying information 
members may appear in multiple sub-
figures are not mutually exclusive). 
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Analysis #5: What differences exist between TBI and non-TBI patients with regard to types of cass received and costs of services? 

Goals Analysis #5 describes the categories of services received by those with moderate to severe TBI and the differences between those with 
moderate to severe TBI compared to those without TBI' in terms of COS Rollups utilized, as well as costs associated with those cos Rollups. This 

analysis was designed to answer the following questions: 
• What services do Medicaid patients with moderate to severe TBI patients receive and how much do they cost?
 
., How does the moderate and severe TBI patient group look with regard to common COS Rollups and costs?
 

• How do the TBI groups differ from the non-TBI group in costs and COS Rollups in the 24 month post incident TBI period? 

Results , 
The costs and proportion of members with each COS are shown in Table 7a below. The 12 services that account for 94% of the costs ofTBI patients 
are highlighted in dark yellow. The 12 services that account for 88% of non-TBI members are highlighted in the darker blue. The services are listed in 
order of costs for the non-TBI cohort with the services contributing to the highest proportion ofthe costs listed at the top. The comparison cohort 
(N=978,591) is comprised of those without TBI in Medicaid during the two-year time period from 1/1/2004-12/31/2005. Many of the most costly 
services overlap with the exception of ICF/MR service, child dental and other mental health services that contribute to a higher proportion of costs for 
non-TBI members. Medical supplies, transportation and rehabilitation facilities services contribute to a higher proportion ofTBI patient costs. 

The light yellow (TBI) and light blue (non-TBI) shaded service areas denote serv,ices which were received by 10% or more of members. Approximately 
70-100% ofTBI patients received the top 6 services (inpatient, physician, x-ray, outpatient, drugs, and clinical). About 40-50% received lab services, 
eye exa,ms, and mental health services. About a quarter ofTBI members receive durable medical equipment, dental services (child or adult), and 
eyewear. Prescribed drugs were the COS with the highest proportion of non-TBI members (44%). Between 30-43% of non-TBI members received 
physician services, outpatient services, dental services and clinic services, and between 20 and 24% received x-ray services, lab services.and eye 
exams. Ten to thirteen percent received other mental health, inpatient hospital, eyewear and adult dental services. In comparison to the non-TBI 
members, the TBI members used as much or more of every COS except ICF/MR, home health and child dental services. In fact, even amongthe most 
frequently used services for non-TBI members (With the exception of child dental services), the proportion of TBI patients using those services was 
generally 2-3 times higher. 
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Table 7a. Categories of Service for TBI members and Non-TBI member with Most Frequent and Highest Cost Services Highlighted 

Moderate-Severe TBI Members N:;1,Z96 Non-TBI Members N:;978,591 

COS Nof %of Nof %of 
Rollup COS Rollup description . Total $ for COS %of costs members members Total $ for COS % of costs members members 

1 Inpatient Hospital 26,166,744 50.8% 1296 100.0% ~?':·;:'.···.;]6'lYr812;~2-3~· ::}~'.':17~7%:;: 112,076 11.5% 

7 Prescribed Drugs 2,849,205 .5.5% . 995 76.8% Y;:'.:;\:;··5~3:ii3;96~) jEt·" ':?i:i~:o%~;' 434,398 44.4% 

26 Mental Health Services 874,626 1.7% 211 16.3% r'\>;,:;'3:i7;815;907~;'. ;.Li·;":·:;;,:9':l;6'; 72,256 7.4% 

36 Waiver Services 2,084,661 4.0% 44 3.4% '::.·~·~·-··.::;27,(j;65·3;~5£ ',;;::; >:\7}i%~; 5,448 0.6% 

6 Physician Services .2,549,779 4.9% 1267 97.8% \)/~;':::224;aoi6~ij ;&~.; '·.ii):6~4%;:~ . 424,906 43.4% 

15 ICF/MR Services 0 O.O"~ 0 0.0% Uc':;':;:2i§;~87;~5g;;' ;·::(;niii.:~6~i%'i~ . 1,241 0.1% 

14 Nursing Home Services 6,182,354 12.0% 136 10.5% \):~X,> :106;87~;4ih f'":;i(ij{}s;:~%:'; 4,504 0.5% 

3 Outpatient Services 1,734,597 3.4%· 1134 87.5% ':';::\":.(';:194;'391;498:(' ;);i:;:q;,;>5~6%> . .334,251 .34.2% 

27 Dental Services-Child 222,427 0.4% 324 25.0% :\A\;'f163;'248:949'~i ;}:it;t~'::;·46~~i 314,092 32.1% 
" .) ::5jiLio~j2j;~Y2g:if ·~~%;~;:;;;iQi~fi. 232,085:'17 Clinic Services 908,887 1.8% 903 69.7% 23.7% 

26 Mental Health Other 284,906 0.6% 494 38.1% .:;:;:;".>,.\r;;%:1l:~b~5;:{ L·;V"::)2;~%~.! '. 117,882 12.0% 

.16 Home Health Services 610,628. 1.2%' 108 8.3% 
·f:·,":.:;~: :,: ~~".'.~ ...:~"" T.,.:..:::?..'-~. "-:.~ ?,~\: :':.',:.:'2:;1%;: 7,975 0.8%.....•.,. ,,74,234,5.150,· 

2 Inpatient Psych Svcs 343,600 0.7% 30 2.3% 63,310,600 1.8% 10,575 1.1% 

28 Dental Services-Adult 217,781 0.4% 284 21.9% 62,094,683 1.8% 95,594 9.8% 

9 Durable Medical Equipment (DME) 431,278 0.8% 341 26.3% 44,449,645 1.3% 39,558 4.0% 

8 Medical Supplies 511,360 1.O"~ 199 15.4% 38,725,772 1.1% 39,432 4.0% 

13 Transportation Services i,516,042 2.9% 752 58.0% 30,227,782 0.9% 55,356 5.7% 

12 X-Ray Services 418,407 0.8% 1153 89.0% 28,919,675 0.8% 204,314 20.9% 

5 Targeted Case Management (TCM) Services 325,467 0.6% 125 9.6% 21,090,602 0.6% 16,868 1.7% 

11 Lab Services 85,841 0.2% 604 46.6% 19,546,349 0.6% 191,779 19.6% 

18 Hospice Services 88,517 0.20% 0 0.0% 17,511,740 0.5% 1,377 0.1% 

31 Eye Care and Exams 85,182 0.2% 513 39.6% 14,183,090 0.4% 131,250 13.4% 

34 School Corporation Services 11,799 o.O"~ 24 1.9% 11,417,614 0.3% 15,610 1.6% 

33 Freestanding Dialysis Services 106,978 0.2% 10 0.7% 10,928,720 0.3% 644 0.1% 

19 Ambulatory Surgical Services 
~ 

30,968 0.1% 58 4.5% 8,802,699 0.3% 11,742 1.2% 
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1 32 1 Eyewear 1 28,1391 0.1% 1 300 I 23.1% 1 7,958,934 I 0.2% I 97,255 I 9.9% 

I Table 70 Continued Below 

Moderate-Severe TBI Members N=1,Z96 Non-TBI Members N=978,591 

COS Nof· .. - .. %of· .. Nof· . .. %·of· 

Rollup COS Rollup description Total $ for COS % of costs members members Total $ for COS % of costs members members 

38 EPSDT Services 19,469 O.O"Ai 191 14.7% 7,286,907 0.2% 79,172 8.1% 

29 ChIropractic Services 19,803 0.0% 43 3.3% 4,709,598 0.1% 13,092 1.3% 

25 Rehabilitation Facilities Services 2,459,819 4.8% 28 2.2% 3,589,197 0.1% 2,338 0.2% 

30 Podiatrist Services 7,995 0.0% 80 6.2% 2,167,554 0.1% 10,034 1.0% 

99 Unknown Services by Claim Type 178,869 0.3% 60 4.6% 1,324,109 0.0% 2,116 0.2% 

20 Therapy Services - Physical 10,219 0.0% 46 35% 1,139,531 0.0% 4,818 0.5% 

23 Therapy Services - Respiratory 29,999 0.1% 180 13.9% 843,580 0.0% 21,652 2.2% 

24 Therapy Services - Audiology 3,748 0.0% 77 5.9% 780,836 0.0% 15,068 1.5% 

37 Nursing Services 2,404 0.0% 20 15% 585,085 0.0% 3,554 0.4% 

10 Prosthetic/Orthotic Services 3,325 0.0% 20 15% 274,366 0.0% 2,820 0.3% 

22 Therapy Services - Occupational 1,239 0.0% 0 0.0% 189,128 0.0% 760 0.1% 

21 Therapy Services - Speech 96 0.0% 0 0.0% 163,346 0.0% 194 0.0% 
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Table 7b, below, shows the services accounting for the highest proportion of costs in the 2 years after the incident hospitalization shown as the total, 

for those with moderate TSI and those with severe TSI. The green shaded areas are the top 10 most costly total services, the yellow are the top 10 

most costly services for those with moderate injury, and the red shaded area is the s~(V.i<;~sJorthosewith severe injury..Those with severe injury had 

a somewhat higher proportion oftheir costs spent on medical supplies and inpatient psychiatric services, while those with moderate injury had a 
higher proportion oftheir costs spent on transportation and mental health services.. 

Table 7b. cos Rollups Accounting for the Highest Proportions of Costs in 2 Years Post-Index Hospitalization 

cos Rollup COS Rollup Description % of cohort's total costs % of moderate total costs I % of severe total costs 
1 I Inpatient Hospital '~:'.'. '", ;:::. :;':P:~O;'r-';: 25.40% 1:<.".:.: ""~i:::~~(f: 

14 I Nursing Home Services I. ":.' ": :': ',,: .... ;.·~.}9·;~9%'·; 21.80% L ···."·16;7~~· 

7 I Prescribed Drugs ··:·.~~2~~:, 10.00% F";'''.::~;. ;",..'·':!.()O%: 

25 I Rehabilitation Facil1ties Services I<:"~:' .':';"'- .";'",:":~ "::~~:' <~;~?~;; 7 00·1• 70 p: ·c··,__·:,·;....· ',,;.; ""10 '10.1
'. • 70. 

,,'.. .. :::.-......:' ~ ... ", 

36 I Waiver Services' 1:,':: ,-,~ _ ,,'',;:;:::6,::~Q~i 6.80% r ";":.6.80% 
' .•• '.r.,.., 

3 I Outpatient Services I:<::,<,·~·ii: .: .'. 5;,~0"1~ 5.30% ,..""7:;, :.. ::--. ..•... 5:6~%,': 

6 I Physician Services ." ; .. . :': 4.40%': 
.:'..;,: ,.;.: .~. 

4.40% I •.. .:. ," 
.. 4.30%'.. 

.....:,:. :,,::; 

26 I Mental Health Services •.' .~:.Z.8Q%' 
: ,. 3.60% 1.30% 

13 I Transportation Services ':'1';',. ';,' :" 2:40%.'" 2.70% 1.30% 

16 I Home Health Services .. 2,OQ%·.
" ....., . '-'., ~ 

2.00% 
..~ . ·2.0Q% . 

8 I Medical Supplies 1.60% 1.50% I;":~::'--:' '~, ..~. .',' Z:OO,¥:', 

2 I Inpatient Psych SVC5 1.10% 0.30% I.:. . .. .•.. . :·"..2:W"{ 
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Analysis #6: What are characteristics of patients going specifically to the Carbondale (Mentor ABt Center for Comprehensive Services) facility in the 
study period? 

Goals Analysis #6 describes the characteristics of patients who entered the Mentor ABI Center for Comprehensive Services in Carbonda.le, IL. This 
anaiysis was designed to answer the following questions: 

• 'How many members in the study cohort entered the Carbondale facility during the study period? 

• What were these members' primary COSs and associated costs? 

Results 
Sixteen of the 1,296, or 1.2% of the incident cohort of moderate to severe TBI patients received services from the Carbondale Facility over the 24 
months offollow-up after index hospitalization (some ofthese falling into "states" beyond the scope ofthese analyses). The majority had moderate 
TBI diagnoses. They were predominantly white (13/16) and male with a median age of 28 (mean 31; range 17- 58). Over $2,000,000 was spent on TBI 
patients in Carbondale over the two-year follow-up period. The median cost of a Carbondale stay was $106,000 (mean $126,500; range $20,300 
$354,200; the PMPM cost was jUst over $17,000). The median length of stay was about 7 months (213 days; mean 229 days; range 6 days-661 days). 
The vast majority of claims were paid for the category of services 2500 (Rehabilitation Facilities Services). See Table 8a below. 

Table Sa. COS Rollups and Costs of the 16 Patients Who Received Services at Carbondaler l 
cos Rol/up I cos Rollup Description 1 $ in Carbondale % of costs (% of Carbondale total) 

:25 :~ ,:. ·lRehabllitiitionFacilities:se.r,iiices· ::. " ....'.. :.~: I." :'1;901;490:· '. . .... '. ':93:90% '.'. ... ... 

7 I Prescribed Drugs 1 55,625 2.70% 

.... ·T.':' ·.··.,:J.i'llipatlehtHospital:": .: ." '. :+.~:",:: :33)649'. ,. '.'.' .·,1;70%' .., 

14 1 Nurslng Home Services 1 20,213 1.00% 

...,·.:3:... . ... !".OlJtpatlei:!tSei'liici!s.::.· ···.f,·.: .c··: .,.'" Il:'.~:;,. <.6)032:,,' ,,:" . '...' .. :~.: .• 0.30%:: "; ...". 

28 I Dental Services-Adult 1 3,144 0.20% 

6.: .·::J:;PHysidan:SerYices ~ ;".,. " Y.':. '.:. "1;120 '. :: 0,10%>,:, .. ~.. 

13 I Transportation Services I 1,086 0.10% 

. 3L' :·.·.:.\"'Eye.Care:and ..Exam:s··:,: '.:' :'" . . '-li ·,,668'.. ::'0,00%. 

9 I Durable Medical Equipment (DME) 1 553 0.00% 

12:\ X~RayServices,· . '1' 163: 0;00%'· 

17 I Clinic Services 1 86 0.00% 

. :32 ,'. . I; Eye.....ear:. . ·1:: n 0.00% 

5 1 Targeted Case Management (TeM) Services I 47 0.00% 

il ..I:tab Services'· .·1. . 18.. 0.00% 



Traumatic Brain Injury: Synthesis of Indiana Medicaid Data 

I ITotal I 2/023/966 I 100% I 

In a separate analysis to better understand the number of Medicaid recipients receiving services in Carbondale, ILl during the study period, there were 
151 unique Indiana Medicaid patients with "Memorial Hospital of Carbondalell claims overthe course ofthe six years 2003-2008. The numbers of 
unique patients per year in the study period are in Table 8b below. 

Table 8b. Indiana Medicaid Patients with "Memorial Hospital of Carbondale" Claims (2003-2008) 

Year Unique Patients 

" .;'. "';~~~.~~;. ::::. .I:':~ :C... :'~".~. .::.:~.4,i 
2004 I 46 

'. .. ..:·,200.5:<,::.··.1 '. "':;.47': -

2006 I 36 

.. 2001 37 

2008 45 
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Of the members with Carbondale location codes on their claims, 45% were in the mild TBI group; 10% were in the moderate to severe TBI group; and 
40% were in neither group (attending Carbondale with a primary or secondary diagnosis other than TBI). This separate analysis looking at all unique 
Indiana Medicaid patients receiving services in Carbondale, IL, serves to illustrate an important point: there is a substantial number of individuals that 
ultimately go to the facilities in Carbondale, IL, to receive services that were not "picke.d_lIR". in, ow co.hort sample. ,Recall that 16 members were 
"picked up", inthe cohort of moderate-severe -r:B1 patients who received services atthe Mentor ABI Center for Compre.hensive Services in Carbondale, . 
IL. We estimate that the number of individuals receiving services at Carbondale's facilities is actually 4-5 times the number included in our cohort 
sample. Reasons that individuals may not have been IIpicked up" in the sample for this study are that they had private insurance (or another payer 
source besides Medicaid) at the time oftheirTBI injury and reached their limit or cap and then became Medicaid eligible. Another explanation is that 
they could be individuals' whose TBIICD-9 diagnosis would not have fallen under our definition ofTBI or moderate-severe TBI. Extrapolating the $2M 
in costs over a two year period for the 16 people receiving services at Carbondale that were included in our sample, we estimate that Medicaid is 
paying approXimately $4M to over $5.5M for 34-47 individuals receiving services at Carbondale in a given two year period. 
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Summary & Discussion of Findings 

Demographics of the Indiana Medicaid TBI Cohort. 

The study cohort of moderate to severe TBI members in Indiana Medicaid with index hospitalizations occurring in calendar years 2003-2006 
(plus 2 years ·post-index hospitalization) account for only 0.13% of members, but a disproportionate amount (1.5%) oftotal Medicaid costs. These 
prevalence figures are not dissimilar to national data, which estimate that 5.3 million (2%) of Americans in the general population currently live with 
TBI, with 20% ofthese (or 0.4%) having had the moderate-severe injuries associated with longer-term impairment [17]. In addition, our finding in the 
moderate-severe TBI Medicaid cohort that there is a preponderance of males (61%), Caucasians (75%), and young adults (median age=22) is 
consistent with the overall results of the Traumatic Brain Injury Model Systems (TBIMS) research program [18]. 

We observed that African-American Medicaid members with moderate-severe TBI were less likely than Caucasian Medicaid members to get 
inpatient rehabilitation after incident hospitalization. This finding has been demonstrated in the literature [16]. However, other research did not find 
evidence of racial disparities in access to rehabilitation, but rather that there was variation in long-term functional outcomes by racial and ethnic 
group [16,19-20], arguing that this is more reflective of disparities in acute trauma care [21-23]. In addition, we noted, in our cohort, that females 
were less likely to get any type of rehabilitation. This could reflect a genuine healthcare disparity, or, alternatively, could be a function of systematic 
differences between males and females with regard to TBI severity [24-25]. For example, females have been repeatedly shown to have better 
outcomes after neurotrauma, even after controlling for severity of injury. This "advantage" has been attributed to neuroprotective and restorative 
effects of estrogen and progestin both at time of injury and post-injury [12,26-30]. In contrast, one meta-analysis concluded the opposite, namely 
that females fared worse than males in terms of recovery from TBI [31]. 

Costs and Disposition ofModerate-Severe TBI Patients in Medicaid 

The incident hospital costs for those discharged to inpatient rehabilitation were a little higher than for those discharged to an inpatient 
hospital. This is interesting in light of the fact that costs for an inpatient hospital stay after the incident hospitalization are higher than an inpatient 
rehabilitation stay (see Table 4b). If the difference was attributable to the "sicker" patients being discharged to a hospital rather than to 
rehabilitation, one might expect that the initial hospital stays would also be more expensive. The majority (78%) of moderate-severe TBI patients are 
discharged to the community and remain there without admittance to rehabilitation facilities or hospitals. Both costs and Medicaid service use are 
highly concentrated in a relatively small proportion of moderate to severe TBI cases. The highest-cost utilizers tend to (a) use inpatient services short 
of longer-term rehabilitation, followed by (b) nursing home and hospice, and then followed by (c) waiver. They also tended to use the following 
categories of service: inpatient hospital care, prescription drugs, nursing home care, rehabilitation care, and outpatient, waiver, and mental health 
services. Just over 1% (16) of the moderate-severe TBI cohort sampled by this study went on to receive longer-term rehabilitation services at 
Carbondale,lL. These patients were predominantly younger white males (median age of 31). The median cost of a stay at Carbondale was $106,000. 
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Relatively few patients are receiving acute inpatient rehabilitation (7.5%), after initial hospitalization, while 18% received a rehabilitation service in 
some setting (not necessarily inpatient). These rates for rehabilitation services seem rather low, and beg the question ofthe need to encourage short~ 

term, intensive rehabilitation to improve outcomes, and eventual community reintegration. 

Recommendations 

Improving Indiana's infrastructure forTBI management is our primary recommendation. This involves several steps, and we recommend that these 
improvements be a function of collaborative efforts between the Indiana State Department of Health, the Office of Medicaid Policy and Planning, as 

well as other key stakeholders. 

1)	 First,·building on the MMAC's previous two reports on Traumatic Brain Injury (TBI reports I and II, dated June 2009, and October 2009, 
respectively) we recommend that, because TBI impacts such a small proportion of Indiana's population that the Home and Community Based 

TBI waiver be revised and expanded to provide services to more individuals. Because >75% ofthose with moderate and severe TBI are 
discharged into the community without receiving rehabilitative services, and given that a sizable number (over 25%) have "severe" TBI 
diagnoses, waiver expansion could provide significant opportunities for improvementto these individuals. It is tempting to assume thatthese 
individuals must have good prognoses because they do not receive rehabilitation; however, such an assumption is not testable by these 
claims-based data due to the impossibility of analyzing such individuals' outcomes. Further, expanding waiver services could prOVide an 
opportunity for individuals, who might otherwise be placed in rehabilitation facilities or nursing facilities to receive assistance in their 
communities, a strategy cited as leading to even more improvement in outcomes post-TBI by site leaders ofthe Model TBI Systems Program 
[32-33]. With this in mind, we also recommend that Indiana increase its provision of vocational rehabilitative services with the intent of 

returning as manyTBI survivors to the workforce. 

2)	 Next, we strongly recommend that, in lieu of pursuing a single, large-scale, Carbondale-like facility in the .state of Indiana, that consideration be 
given to the establishment of regional TBI facilities (possibly one for each of the 8 Medicaid care regions across Indiana). Improving regional 
infrastructure to enhance TBI outcomes will help serve rurally located individuals, and increase the chances that more individuals could remain 
closer to home to receive treatment. 

3)	 Similarly, we recommend that existing facilities in the state, both rehabilitative and nursing facilities, work to train staff in TBI treatment, or 
hire staff specifically for treating individuals with TBI. Enhanced Medicaid reimbursement could be offered to nursing homes that meet criteria 
for offering specialized TBI care (e.g., have staff with accredited specialized training in behavior management, and space renovated to suitthe 
needs ofTBI patients, such as monitored seclusion room areas). 
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4) If longer-term rehabilitation (chronic rehabilitative facility, "CRF," care) is clinically' necessary, we recommend that OMPP incentivize the 
utilization of these rehabilitative services within the first two years of injury (as recommended in the previous MMACTBI reports I and II) in 
order to maximize clinical outcomes, and limit longer-term costs. Case review of a number of Carbondale TBI patients together with our 
current analyses suggest that there are significant delays in the delivery of these services, which likely limits their effectiveness. Further, 
incentivizing immediate, post-injury rehabilitative services will help to keep bfiltter tra.ck of when an individual's inju ry occurred in relation to 
r~bCl~iJiti:ltiveservic~s they either have or are s~eking to receive. Th!s is expected to be especially pertin~nt in the cases of individuals who 
became Medicaid-eligible months (or years) post-injury, and had another source paying for any prior TBI-related care. Tracking date of injury 
and use of services will help to determine whether an individual will (most likely) benefit more from rehabilitative care (Le., it has been 
approximately two years or less since the date C?fthe person's TB!), or care that assists the individual in compensating for their TBI-related 
deficits (Le., it has been more than two years since the date ofthe person's TBI). 

5) We also recommend that efforts be made to increase primary prevention approaches. The data reported herein demonstrate the significant 
costs associated with index hospitalizations, which could be avoided with primary prevention efforts, such as seatbelt, distracted driving, and 
helmet laws and enforcement. For moderate and severe TBI patients in our cohort, of the $51.4M spent from the time of index hospitalization 
through two years.thereafter, nearly $21M of this was attributable just to the index hospitalization. Strong primary prevention efforts, again 
recommended to be collaborative between key stakeholders in the state of Indiana, could substantially decrease these costs. Funding models 
ofthe type recommended in TBI report II, such as the establishment of "Auto no-fault" fund, through a levy on auto insurance ora portion of 
traffic violations being allocated to increased TBI funding, could also help defray the cost of acute care, allowing more Medicaid dollars to be 
utilized for rehabilitative efforts. 

6) Since, in the current analysis, we did not have access to some key mediating/moderating clinical variables such as type or severity of disability, 
we recommend that for future quality monitoring purposes, OMPP consider including a reporting requirement of standardized functional 
assessment data in Medicaid patients with moderate-severe TBI (we recommend utilizing either the FIM, DRS or GOS-E as described in MMAC 
TBI report I). This information could be captured upon admission and discharge from acute hospitalization, pre- and post-acute rehabilitation 
care, and each six months thereafter for patients receiving some type of sub-acute rehabilitation. This would facilitate outcomes comparisons 
with those achieved in other TBI programs across the country. 

7) Finally, we strongly recommend that OMPP further investigate whether differences in receiving inpatient rehabilitation for minorities and for 
women, compared to Caucasian men, reflect disparities in care for individuals sustainingTBls. Based on the,differences emerging in the current 
analyses, Caucasian men with moderate or severe TBI were disproportionately more likely to receive inpatient rehabilitation after their index 
hospitalization. OMPP could also consider monitoring outcomes for moderate to severe TBI patients to examine whether disparities in long
term outcomes emerge for minorities and/or women and compare this to national and other states' statistics. 
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Appendix A 

Any Moderate or Severe TBI Member with a Primarily Chronic Rehab Stay (COSs 2500/2510); N = 21 
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Appendix B 

Any Moderate or Severe TBI Member with a Primarily Acute Rehab Stay (COS 0120); N = 96 
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Appendix C
 

Any Moderate or Severe TBI Member with a Nursing Home Stay or on a Waiver; N = 167 
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Neurobehavioral Rehabilitation Services
 

Draft Administrative Rules
 

ITEM 1. Adopt the following new rule 441-77.47: 

441- 77.47 Community Based Neurobehavioral Rehabilitation Services. 

a.	 The following agencies may provide community based neurobehavioral services 

(1) An agency that is accredited by a nationally recognized accreditation agency as 

a specialty brain injury rehabilitation service providerResidential Rehabilitation 

Program for persons 'Nith a brain injury. 

(2) Agencies not accredited by a nationally recognized accreditation agency as a 

specialty brain injury rehabilitation service Residential Rehabilitation Program 

fofprovider persons with a brain injury that have applied for accreditation within 

the last 16 months to provide services may be enrolled. that qualify as 

residential rehabilitation for persons with a brain injury. However; §An agency 

that has not received accreditation within 16 months after application is-shall no 

longer be a qualified provider 

b.	 All Neurobehavioral Rehabilitation Service providers shall meet the following 

criteria: 

(1) Organizational standards (Outcome 1). Organizational outcome-based standards 

for Community-based Neurobehavioral Rehabilitation Service providers are as 

follows: 

(a) The organization demonstrates the provision and oversight of high-quality 

supports and services to Gonsumermembers, 

(b) The organization demonstrates a defined mission commensurate with 

Gonsumermember's needs, desires, and abilities, 

(c) The organization establishes and maintains fiscal accountability. 
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{QlThe organization has qualified staff trained in the provIsion of direct care-- ----{ Formatted: Tab stops: 0.5", Ust tab 

services to people with a brain injury. The training is commensurate with the 

needs of the Gonsumermembers they serve. These staff demonstrate 

competency in performing duties and in all interactions with clients including 

but not limited to: __ _	 ----{ Formatted: Font: (Default) Arial 
L 

(1) Structure and support for persons served so they can learn or regain their-------- Formatted: Numbered +Level: 1 + 
Numbering Style: 1, 2, 3, _.. + Start at: 1 + 

skills in a new reality Alignment: Left + Aligned at: 0.5" + Indent at: 
0.75", Tab stops: 0.75", Left + 1", Left 

(2) Assistance with ADL's (activities of daily living) 

(3) Quality of life issues 

(4) Behavioral Supports, identification of antecedent triggers and self recognition 

(5) Medication Management 

(6) Dietary and nutrition programming 

(7) Sobriety Support _ 

ca) Structured leisure 

(9) Promotion of maximum community inclusion and access 

(10) Self management and self interaction skills 

(11) Flexibility in programming to meet individual needs 

(12) Importance of teaching compensatory strategies 

(13) Community accessibility and safety 

(14) Household maintenance 

(15) Service support to family 

W Formatted: Indent: Left: 0.75", No bullets or 
numbering, Tab stops: 0.75", Left + 1", Left +

fB- 1.13", Left 

~	 Formatted: Indent: Left: OS', No bullets or 
numbering 

2 

07/011201107f25f20111mm 



Neurobehavioral Rehabilitation Services 
" 

. ---
Draft Administrative Rules 

(e) The organization provides needed training and supports to its staff. This 

training is provided before direct service provision and includes at a minimum: 

(1) Completion of the DHS, IME Brain Injury Training lVlodulesf4
 

(2) The services listed in 77.47 (b)(1) (d).
 

@LGoo51,Hfl-efMember-fights.
 

f1l..f21-Confidentiality and privacy.
 

--(3) Provision of consumer medioation.
 

l§.L(4) IdentifioatiooMember identification and reporting of child abuse-and
 

dependent adult abuse.
 

iQ.Ltatlndividual oonsumermember- rehabilitation treatment plans.
 

(f) The organization demonstrates that it has an outcome management svstem 

which measures the efficiency and effectiveness of service provision, member 

and stakeholder satisfaction, and access to services. 

{gLThe organization has a systematic, organization wide, .planned approa~h to 

designing, measuring, evaluating, and improving the level of its performance. 

. The organization: 

(1) Measures and assesses organizational activities and services annually. 

(2) Gathers information from oonsumermembers, family members, and staff and 

shares the Information with stakeholders. 7 

(3) Conducts an internal review of oonsumermember service records, including 

all major and minor incident reports according to subrule 77.37(8). 

(4) Tracks incident data and analyzes trends annually to assess the health and 

safety of oonsumermembers served by the organization. 

3 
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Neurobehavioral Rehabilitation Services 

.Draft Administrative Rules 

(5) Identifies areas in need of improvement. 

(6) Develops a plan to address the areas in need of improvement. 

(7) Implements the plan and documents the results. 

aw) ConsumerMembers and their legal representatives have the right to appeal 

the provider's implementation of the organizational outcomes, or staff or 

contractual person's action which affects the Gonsumermember. The provider 

shall distribute the policies for GGR-sttmefmember appeats and procedures to 

eeFlWmeFmembers. 

(iA). The provider shall have written policies and procedures and a staff training 

program for the Identification and reporting of child and dependent adult abuse to 

the department pursuant to 441-Chapters 175 and 176. 

aJ) The governing body has an active role in the administration of the agency. 

(/5.-1). The governing body receives and uses input from a wide range of local 

community interests and oonsumermember representation and provides 

oversight that ensures the provision of high-quality supports and services to 

consumermembers. 

(2) Rights and dignity. Outcome-based standards for rights and dignity are as 

follows: (Outcome 2) ConsumerMembers are valued 

(a) (Outcome	 3) Individuals using the service and staff mutually develop an 

individualized service plan that focuses on the neurobehavioral issues and 

problems identified at admission. Goals are based on the individual's need 

for services. 

taiill.L(Outcome 1J) Consumerlndividuals s live in positive environments.receive 

appropriate residential services and employment supports 

B:»-JOutcome 4) Consumers work in positive environments. 

07/011201107/25/2011lmm 
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fGt-jOutcome 5) Consumers exercise their rights and responsibilities, 

{Gt-jOutcome 6) Consumers have privacy. 

(e) (Outcome 7) VVhen there is a need, consumers have support to exercise and 

safeguard their rights. 

tfj{gL-(Outcome .Q.g).~oF}?umElrMembers.cl~~id.E?yv_hic.~p.ers()n.al)nforl11atiol1 is... --·-r Formatted: Font: Italic 

shared and with whom. 

f91--jOutcome 9) Consumers make informed choices about where th~ 

(h) (Outcome 10) Consumers make informed choices on how they s~El--thei-r 

free time. 

~_(Outcome 11) Consumers make informed choices about where and with 

'""hom they live. 

0) (Outcome 12) Consumers choose their daily routine. 

tk) (Outcome 13) Consumers are a part of community life and perform varieci 

social roles. 

(I)	 (Outcome 14) Consumers have a social network and varied relationships. 

(m) (Outcome 1 €i) Consumers E!evelof3 anE! accomf3lish f3ersonal goals. 

WiQL-(Outcome §-1-e) Management of consumers' money is addressed on an 

individualized basis Members receive assistance with financial managements 

needed. 

~@L(Outcome	 --1-7) ConsumerMembers maintain good health. receive 

appropriate and timely health care 

W.tfl- (Outcome -1-8) The consumermember's living environment is reasonably 

safe in the consumermember's home and community, 

willL (Outcome --1-9) The consumermember's desire for intimacy is respected 

and supported. 
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fBiliL (Outcome-2-QiQ) ConsumerMembers have an impact on the services they 

receive. 

(3) When a member has a guardian or legal representative that person will 

provide informed consent to treat and provide informed consent for any 

restrictive measures that may be required to protect the health or safety of 

the member. 

Item 2. Adopt the following new rule 441-78.53
 

441- 78.53 Community Based Neurobehavioral Rehabilitation Services.
 

Payment will be made for Neurobehavioral Rehabilitation Services that do not duplicate
 

other services covered in this chapter.not otheRNise covered in this chapter that are
 

designed to enhance and promote a member's neurobehavioral rehabilitation.
 

78.53(1) Definition
 

Brain injUry" means a diagnosis a diagnosis in accordance with 441 lAC 83.81:
 

Member' means a person who has been determined to be eligible for Medicaid under
 

4411AC Chapter 75.
 

"Neurobehavioral intervention" means skill-building services that focus on:
 

(1)	 Addressing the physical, emotional, cognitive, medical and psychosocial 

residuals of the brain injUry that negatively affect a member's integration and 

stability in the community and quality of life; and 

07l01l201107/25/20111mm 
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(2)	 Improving a member's health and well-being, related to the membeF-s 

neurobehavioral residuals by reducing or managing the symptoms~--Gf 

behaviors that prevent inhibit the member from functioning at the member's best 

possible functional level; and 

(3)	 Promoting a member's recovery and resilience through increasing the member's 

ability to manage symptoms; andsymptoms and behaviors 

(4) Modifying or adapting the member's environment to improve overall functioning. 

"Standardized Assessment" means a nationally recognized valid. reliable assessment 

tool approved_-by the department for use in the assessment of an individual's needs. 

78.53 (2) Member Eligibility 

Member eligibility. To be eligible to receive community-based neurobehavioral 

rehabilitation services, a member shall meet the following criteria: 

a. Brain injury diagnosis 

To be eligible for community based neurobehavioral rehabilitation services the 

member must have brain injury diagnosis as listed in 83.81 

b. Risk factors. The member has at least one of the following risk factors: 

(1) The member has undergone or is currently undergoing treatment more intensive 

than outpatient care more than once in the member's life; or 

(2) The member has a history of presenting with neurobehavioral or psychiatric 

symptoms resulting in at least one episode of continuous, professionai supportive care 

other than hospitalization, institutionalization, incarceration or homelessness; 9fand 

(3) The member is exhibiting neurobehavioral symptoms in such frequency and 

severity that the member is at risk of hospitalization, institutionalization, incarceration or 

homelessness 

07/01/201107/25/20111mm 
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c. Need for assistance. The member has a need for assistance demonstrated by 

meeting the following criteria on a continuing or intermittent basis: 

(16) The member shows severe inability to establish or maintain a personal social 

support system, and 

(4~) The member exhibits neurobehavioral symptoms in such frequency, severity and/or 

intensity that results in a demand For intervention is required. 

d. Income. Be eligible for Medicaid under SSI, SSI-related, FMAP, or FMAP-related 

coverage groups or be eligible under the special income level (300 percent) coverage 

group consistent with a level of care in a medical institution. 

e. Needs assessment. A standardized neurobehavioral assessment has been 

completed by a certified brain injury specialist trainer or other a qualified professional 

licensed as a Psychologist, M.D. or 0.0 trained in the completion of an--the approved 

standardized assessment tool{§} for persons with brain injury. The neurobehavioral 

assessment documents the member's need for service, and, based on that 

assessment, the Iowa Medicaid enterprise medical services unit has determined that 

the member is in need of specialty neurobehavioral rehabilitation services. 

(1)	 Standards for assessment. Each assessment of a member's individual physical, 

emotional, ~ognitive, medical and psychosocial residuals related to their 

brain injury must include: 

(a)	 identification of the neurobehavioral needs that put them at risk including: 

verbal aggression, physical aggression, self-harm, unwanted sexual behavior, 

perseveration, repetitive behavior, wandering or elopement, lack of motivation, 

lack of initiation or other unwanted social behaviors not otherwise specified. 

{hLldentification of triggers of unwanted behaviors and the member's ability to self 

regUlate 

07,L01i201107/25/?Olllmm 
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(B1(c) the member's medication history and status 

fGt(d) the member's ability to work and the member's barriers to work 

~Gt(e) the member's ability 

relationships 

to develop and maintain social and personal 

~}(f) the member's dietary and nutritional needs 

tf1(g) the member's community accessibility and safety 

@(h) the member's history of substance abuse 

fA-Hi) the member's history of psychiatric treatment 

wIDthe member's ability to self-protect and history of susceptibility to victimization 

ti1(1~) the member's history of relationships and socialization including social 

isolation 

78.53(3) Covered Services 

a. _Service Setting. 

(1) Community based neurobehavioral services are available to a member 

living in a community based living environment licensed by the Department 

of Inspections and Appeals or 

(2) in their primary residence 

.QLNeurobehavioral Rehabilitation services are not available in a medical 

institution such 

retardation, 

as a intermediate care facility for. persons with mental 

fdt-nursing faciHty,-~skilJed nursing facJlity or intermediate care facility for 

persons with mental retardation, 

b. Neurobehavioral rehabilitation services may include: Formatted: Indent: Left: 
0.55", Left 

0.31", Tab stops: 
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(1) Structure and support for persons seNed so they can learn or regain their 

skills in a new reality No Change 

(2) Assistance with ADL's (activities of daily living) No Change 

(3) Need to address quality of life issues ~Jo Change 

(4) Case management oversight change title to Auxiliary SeNice 

Coordination 

(5) Behavioral Management programming change title to Behavioral 

Supports 

(6) Medication management and consultation with pharmacy No Change 

(7) Dietary and nutritional programming No Change 

(8) Substance Abuse Treatment and new skills determined that this falls 

under Beha\4oral Health .Services, but that "Ssobriety support 

development" could be offered 

mStructured leisure activities-No Change 

f9-)t1Ql 

f1-Gf- trlGividual counseling to build social skills change to "Assist with the 

self-identification of antecedent triggers triggers" or "Behavioral 

Supports". and/or "self recognition of antecedents" 

(11)	 AssistanAssistancet with preparation for transition including community 

accessibility 

(12) Flexibility in programming to meet individual needs 

(13) Importance	 of Assistance with learning teaching coping and 

compensatory strategies 

(14) counseling	 to §support and assistance in seeking substance abuse and 

co-occurring disorders counseling 

07/01120H07/25120111mm 
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(15) Assistance with cGommunity accessibility and safety 

(16) Assistance with learning hl=lousehold maintenance 

(17) Assistance with rRecreational and !heisure §.~kill9.Qevelopment 

(18) Assistance with the development and application of s~lf-advocacy skills
 

to navigate the service system
 

(19)	 Opportunities to learn about brain injury and individual needs following
 

brain injury
 

(20)	 Support for carrying out the individuals' goals in the rehabilitation
 

-treatment plan
 

(21) Assistance	 with pursuit of Support for education and employment
 

activitiesgoals
 

(22) Assistance with pParticipation'in the community with protective oversighL ..···f Formatted: Font color: Auto 

fd-}(23)	 Assistance and education to family and friends supporting the person
 

receiving neuro-behavioral rehabilitation services.
 

c.	 Neurobehavioral rehabilitation services shall include a minimum of 12 hours post
 

service support to family/staff.
 

C.	 Approval of treatment plan. 

The Community based neurobehavioral services provider shall submit the 

treatment plan, the results of the formal assessment, and medical documentation 

supporting a brain injury diagnosis to the Iowa Medicaid enterprise (IME) medical 

services unit for approval before providing the services. 

a. Initial treatment plan. The IME medical services unit shall approve the'
 

provider's initial treatment plan if:
 

11 
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-
(1) The treatment plan conforms to the medical necessity requirements in subrule 

78.53(3) 

(2) The treatment plan is consistent with the written diagnosis and treatment 

recommendations made by a licensed medical professional trained in the 

diagnosis and treatment of brain injury and are a Neuro-Psychologist, 

Neurologist. M.D., or D.O. 

(3) The plan is sufficient in amount, duration, and scope to reasonably achieve its 

purpose; 

(4) The provider can demonstrate that the provider possesses the skills and 

resources necessary to implement the plan 

(5) The plan does not exceed six months' duration; and 

(6) A treatment summary detailing the member's response to treatment during 

the previous approval period must be submitted when requesting approval for 

subsequent plans. 

b. Subsequent plans. The IME medical services unit may approve a 

subsequent neurobehavioral rehabilitation treatment plan according to the 

conditions in paragraph "a" if the services are recommended by Neuro

Psychologist, Neurologist, MD, Qi...D.O. or C~JP who has: 

(1) ReexaminedExamined the member; 

(2) Reviewed the original most recent diagnosis and treatment plan; 

(3) Evaluated the member's progress, including a review of the member's most 

recent neuro-behavioral assessment 

(4) Submitted the results of the assessment review with the recommendation fef 

----Bontinued services.that this level of specialty care is medically necessary. 

07/01/2011 07/25/2011 lmm 
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d.	 Quality review. The IME medical services unit will establish a quality review 

process. Reviews will evaluate: 

(1) The time elapsed from referral to rehabilitation treatment plan
 

development;
 

(2) The continuity of treatment; 

(3) The length of stay per member 

& The affiliation of the medical professional recommending services with the 

neurobehavioral rehabilitation services provider; 

(4) Gaps in service; 

(5) The results achieved; and 

(6) Member satisfaction. 

78.53(3) Medical necessity. Nothing in this rule shall be ~eemed to exempt coverage 

of neurobehavioral rehabilitation services from the requirement that services be 

medically necessary. "Medically necessary" means that the service is: 

a.	 Consistent with the diagnosis and treatment of the member's condition; 

b.	 Required to meet the medical needs of the member and is needed for reasons 

other than the convenience of the member or the member's caregiver; 

c.	 The least costly type of service that can reasonably meet the medical needs of 

the member; and 

d.	 In accordance with the standards of good medical practice. The standards of 

good practice for each field of medical and remedial care covered by the Iowa 

Medicaid program are those standards of good practice identified by: 

(1) Knowledgeable Iowa clinicians practicing or teaching in the field; and 

1.	 The professional literature regarding best practices in the field. 

07J01l201107/25/20111mm 
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This rule is intended to implement Iowa Code section 249A.4 

79.1 (25) Reimbursement for Neurobehavioral Rehabilitption Services 

Reimbursement for community based neurobehavioral rehabilitation services shall be 

made on the basis of a unit rate that is calculated retrospectively for each provider, 

considering reasonable and proper costs of operation. The unit rate shall not exceed the 

established unit-of-service limit on reasonable costs pursuant to subparagraph 79.1 (23) 

"eu (1). The unit of service may be a quarter-hour, a half-hour, an hour, a half-day, or a 

day, depending on the service provided. 

a. Interim rate. Providers shall be reimbursed through a prospective interim rate equal 

to the previous year's retrospectively calculated unit-of-service rate. On an interim 

basis, pending determination of the neurobehavioral. rehabilitation provider costs, the 

provider may bill for and shall be reimbursed at a unit-of-service rate that the provider 

and the Iowa Medicaid enterprise may reasonably expect to produce total payments to 

the provider for the provider's fiscal year that are consistent with Medicaid's obligation to 

reimburse that provider's reasonable costs. The interim unit-of-service rate is subject to 

the established unit-of-service limit on reasonable costs pursuant to sUbparagraph 

79.1 (25) "e u (1). 

b. Cost reports. Reasonable and proper costs of operation shall be determined based 

on cost reports submitted by the provider. 

(1) Financial information shall be based on the provider's financial records. When the 

records are not kept on an accrual basis of accounting, the provider shall make the 

adjustments necessary to convert the information to an accrual basis for reporting. 

Failure to maintain records to support the cost report may result in termination of the 

provider's Medicaid enrollment. 

07/0l/201107/25/2011lmm 
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(2) The provider shall complete Form XXX-XXXX Financial and Statistical Report for 

Neurobehavioral Rehabilitation Services, and submit it to the IME Provider Cost Audit 

and Rate Setting Unit, P.O. Box 36450, Des Moines, Iowa 50315, within three months 

of the end of the provider's fiscal year. 

(3) A provider may obtain a 30-day extension for submitting the cost report by sending a 

letter to the IIVIE provider cost audit and rate setting unit before the cost report due date. 

No extensions will be granted beyond 30 days. 

(4) Providers of services under multiple programs shall submit a cost allocation 

schedule, prepared in accordance with the generally accepted accounting principles 

and requirements specified in OMB Circular A-8? Costs reported under 

neurobehavioral rehabilitation services shall not be reported as reimbursable costs 

under any other funding source. Costs incurred for other services shall not be reported 

as reimbursable costs under services. 

c. Rate determination. Cost reports as filed shall be subject to review and audit by the 

Iowa Medicaid enterprise to determine the actual cost of services rendered to Medicaid 

members, using an accepted method of cost apportionment (as specified in OMS 

Circular A-8?). 

(1) A reasonable cost for a member is one that does not exceed 110 percent of the 

average allowable costs reported by Iowa Medicaid providers for providing similar 

neurobehavioral rehabilitation to members who have similar diagnoses and live in 

similar settings, less 5 percent. 

(2) When the reasonable and proper costs of operation are determined, a retroactive 

adjustment shall be made. The retroactive adjustment represents the difference 

between the amount received by the provider through an interim rate during the year for 

07/011201107/25/2011 Imm 
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covered services and the reasonable and proper costs of operation determined in 

accordance with this subrule. 

d. Documentation Standards. Neurobehavioral Rehabilitation Service Providers shall 

maintain service provision records, financial records, and clinical records in accordance 

with the provisions of 441 lAC 79.3. 

79.3 d. Basis for service requirements for specific services 

(40) Neurobehavioral Rehabilitation Services 

1. Physician orders. 

2. Progress or status notes. 

3. Service notes or narratives. 

4. Procedure, laboratory, or test orders and results. 

5. Physical therapy, occupational therapy, and speech therapy notes. 

6. Medication administration records. 

7. Form 470-0042, Case Activity Report. (ReF placement) 
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, 
Traumatic Brain Injury Program Placement Criteria 

Higher .-:; '" 'C", '\":,i';i;- :i,'" '" 

(Central)': 

Level I 
Intense NeuroRehabilitatiori/ 
NeuroBehavioral Programming 

Admission Conference 

• Identify roles and goals for key 
participants (facility, State, 
member, caregiver/family 

• Initiate discharge/transition 
planning 

• Determine guardianship need 

• Waiver applications made 

• Validate member's ability and 
motivation to actively participate 

• Review how therapy endpoint 
determinations will be made 

Member Profile: 

• Mayo-Portland score >50 

• Injury within 1 year or unable to 
begin aggressive rehabilitation 
due to medical complexity 

• Potential for improvement 
professionally identified 

• Received Acute Rehabilitation 

• Needs focused neuro-cognitive 
and/or behavioral intervention 

• Defined goals for improvement 

• Brain injury specialist 

The Continuum of Services 
',:, \:>,\,~:;:,;c"'-,,":: 

Level II 
Active NeuroRehabilitation/ 
NeuroBehavioral Step-Down 
Program 

Interval Reviews 

•	 Assess progress/ identify barriers 

.' Match needs and services to 
level of care 

•	 Identify new needs (medical, 
behavioral & social) 

•	 Provide transparency of program 
and needs 

Member Profile: 

•	 Progress noted on Mayo-
Portland 

•	 Progress toward goals 

•	 Continued benefit for neuro
cognitive rehabilitation 

•	 Continued behavioral needs 

.;', 

Level III 
NeuroRehabilitation/ NeuroBehavioral 
Step-Down Program 

Interval Reviews 

Assess progress/identify barriers • 
Match needs and services to level• 
of care 

•	 Identify new needs (medical, 
behavioral & social) 

•	 Provide transparency of program 
and needs 

Member Profile: 
Progressive improvement of Mayo• 
Portland 

•	 Some goals accomplished or 
achieved maximum benefit 

•	 Behavioral improvements noted 

•	 Working toward discharge in near 
future and transition to community 
resources 

i,_ 
Lower 

v (Local) 

Level IV 
NeuroRehabilitation/ NeuroBehavioral Step-
Down Support Services 

Discharge/Transition Planning Conference 

•	 Residential needs 

Continued therapy needs • 
Continued Medical and Behavioral Health • 
needs
 
Family support
 • 
Waiver availability • 

Member Profile: 
, 'Optimal residential/inpatient service 

achievement 

Transition for custodial services • 
•	 Requires continued support due to 

complexity of care and/or continued 
behavioral management 
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evaluation/referral 
-

Needs Experienced in at least 7 of Needs Experienced in the following Needs Experienced in the following Needs Experienced in the following Areas: 
10 following Areas: 

Medical: Requires daily nursing 
availability to ensure 
safety/wellbeing 

Medication management: Unable to 
self-manage 

Physical: Coordination of physician 
specialists and/or any 
orthotic/prosthetic devices 

Cognition: Memory, impulsivity, 
poor judgment, lack of initiation, 
poor problem solving, poor social 
skills-that significantly Impact 
safety and well being 

Supervision: which may require one-
on-one supervision for behaviors 

Environment: which may require 
durable, secure, highly supervised 
living environment to decrease risk 
to self or others 

Behavioral: Non-compliance with 
:raditional therapies due. to 

Areas: 

Medical: requires training in self-
management of Challenges 

.Physical: requires training in self-
management of challenges 

Cognition: requires training in self-
management of challenges 

Behavioral: requires training in self-
management of challenges 

Areas: 

Medical: Supported practice with 
individualized strategies to minimize 
health and safety risk 

Physical: Supported practice with 
individualized strategies to minimize 
health and safety risk 

Cognition: Supported practice with 
individualized strategies to minimize 
health and safety risk 

Behavioral: Supported practice with 
individualized strategies to minimize 
health and safety risk 

Medical: Supported practice with 
individualized strategies to minimize health 
and safety risk 

Physical: Supported practice with 
individualized strategies to minimize health 
and safety risk 

Cog.nition: Supported practice with 
individualized strategies to minimize health 
and safety risk 

Behavioral: Supported practice with 
individualized strategies to minimize health 
and safety risk 

:ognitive/behavioral barriers 

'harmacological intervention: 
'equired through psychiatrist Therapy: At least ~ of the following are 
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consult 

Therapy: 10 of the following are 
identified as medically necessary at a 
high level: 

•	 Residential 
0	 Significant assistance 

with residential needs 

•	 Case Management 
0	 Significant management 

of complex medical and 
social issues 

•	 Medical Management 
0	 Significant and complex 

medical issues 

•	 Speech Language Therapy 
0	 Intensive speech therapy 

for language, speech, 
and receptive skills 

•	 Productive Activity/ Physical 
Activity 

0	 Intensive and frequent 
services requiring skilled 

Therapy: at least Zof the following 
are identified as medically necessary 
at a moderate or high level: 

•	 Residential 
0	 Moderate assistance 

with residential living, 
OR 

0	 Significant assistance 
with residential needs 

• Case Management 
0 Moderate coordination 

of care and family 
engagement, OR 

0	 Significant management 
of complex medical and 
social issues 

• Medical Management 

0 Moderate basic medical 
services and care 
delivery, OR 

0	 Significant and complex 
medical issues 

• Speech Language Therapy 
0 Moderate frequency of 

speech therapy with 
progress to goals, OR 

0	 Intensive speech therapy 
for language, speech, 
and receptive skills 

•	 Productive Activity/ Physical 
Activity 

". nerapy: At least 2. of the following are 
identified as medically necessary at a 
moderate or high level: 

.. 

•	 Residential 
0 Moderate assistance with 

residential living, OR 
0	 Significant assistance with 

residential needs 

• Case Management 
0 Moderate coordination of 

care and family 
engagement, OR 

0	 Significant management of 
complex medical and social 
issues 

•	 Medical Management 
0	 Moderate basic medical 

services and care delivery, 

OR 
0	 Significant and complex 

medical issues 

Speech Language Therapy • 
0	 Moderate frequency of 

speech therapy with 
progress to goals, OR 

0	 Intensive speech therapy 
for language, speech, and 
receptive skills 

•	 Productive Activity/ Physical 
Activity 

0 Moderate individualized 

identified as medically necessary at a low or 
moderate level: 

•	 Residential 
0 Basic residential services, OR 
0 Moderate assistance with 

residential living 

•	 Case Management 
0 Minimal logistical assistance, OR 
0 Moderate coordination of care 

and family engagement 

•	 Medical Management 
0 Routine medical care, OR 
0 Moderate basic medical services 

and care delivery 

•	 Speech Language Therapy 
0 Maintenance services for speech 

and language skifils, OR 
0	 Moderate frequency of speech 

therapy with progress to goals 

•	 Productive Activity/ Physical Activity 
0 Basic activity that does not 

require skilled staff, OR 
0	 Moderate individualized therapy 

with progress to goals 

•	 Occupational Therapy 
0 Basic activity that does not 

require skilled staff, OR 
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professional staff o Moderate individualized therapy with progress to o Moderate individualized therapy 
therapy with progress to goals, OR with progress to goals 
goals, OR o Intensive and frequent 

o Intensive and frequent services requiring skilled • Rehabilitation Therapy 

• Occupational Therapy services requiring skilled professional staff o Basic activity that does not 
o Intensive and frequent professional staff require skilled staff, OR 

services requiring skilled • Occupational Therapy o Moderate individualized therapy 
professional staff • Occupational Therapy o Moderate individualized with progress to goals 

o Moderate individualized therapy with progress to 
therapy with progress to goals, OR • Vocational Therapy 
goals, OR o Intensive and frequent o Basic activity that does not 

• Rehabilitation Therapy o Intensive and frequent services requiring skilled require skilled staff, OR 
o Intensive and frequent services requiring skilled professional staff o Moderate individualfzed therapy 

services requiring skilled professional staff with progress to goals 
professional staff • Rehabilitation Therapy 

• Rehabilitation Therapy o Moderate individualized • Neuro-Cognitive Therapy 
o Moderate indi;vidualized therapy with progress to o Basic activity that does not 

therapy with progress to goals, OR' require skilled staff, OR 

• Vocational Therapy goals, OR o Intensive and frequent o Moderate individualized therapy . 
o Intensive and frequent o Intensive and frequent services requiring skilled with progress to goals 

services requiring skilled services requiring skilled professional staff 
professional staff professional staff • Mental/Behavioral Therapy 

• Vocational Therapy o Basic activity that does not 

• Vocational Therapy o Moderate individualized require skilled staff, OR 
o Moderate individualized therapy with progress to o Moderate individualized therapy 

• Neuro-Cognitive Therapy therapy with progress to goals, OR with progress to goals 
o Intensive and frequent goals, OR o Intensive and frequent 

services requiring skilled o Intensive and frequent services requiring skille<;i Other Services: 
professional staff services requiring skilled professional staff 

professional staff Discharge Planning Goals: prepare participant 

• Neuro-Cognitive Therapy for future placement in the home community 

• Neuro-Cognitive Therapy o Moderate individualized 
• Mental/Behavioral Therapy o Moderate therapy with progress to Supported Living Skill Training: with 

o Intensive and individualized goals, OR supervision and feedback. Experience and 

frequent services therapy with o Intensive and frequent feedback with a variety of daily living 

requiring skilled progress to goals, OR services requiring killed situations to ensure self-management skills 
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professional staff 

Other Services: 

Discharge Planning Goals: to match 
home/ Indiana State resources 

Transportation/Escort 

Family/Caregiver Training 

Crisis Intervention and Ultra High 
Risk Support 

o	 Intensive and frequent 
services requiring killed 
professional staff 

•	 Mental/Behavioral Therapy 
o	 Moderate individualized 

therapy with progress to 
goals, OR 

o	 Intensive and frequent 
services requiring skilled 
professional staff 

Other Services: 

Discharge Planning Goals: geared 
toward exploring and securing living 
environments, therapeutic services, 
and productive activities that match 
the needs and desires of the 
participant with a focus on returning· 
to the home community 

professional staff 

•	 Mental/Behavioral Therapy 
o	 Moderate individualized 

therapy with progress to 
goals, OR 

o	 Intensive and frequent 
services requiring skilled 
professional staff 

Other Services: 

Discharge Planning Goals: prepare 
participant for transfer to an 
alternative environment or to reside in 
the most independent environment 
possible 

Supported Living Skill Training: with 
supervision and feedback. Experience 
and feedback with a variety of daily 
living situations to ensure self
management skills are effective and 
risk is minimized 

are effective and risk is minl/nized 

Billing Information 
Per diem reimbursement rates are based on 
average score for intensity of services on the 
10 domains of therapy. 

Service intensity for each domain is rated on a 
scale from 0-10 (with 0 being none/low and 
10 being high). 

The scores for each domain are averaged and 
per diem rates are broken into 10 levels and 
reimbursed accordingly. 

Billing Level IV 

Billing 1nformation Goal Maintenance: therapeutic 

Per diem reimbursement rates are interventions geared toward 

based on average score for intensity maintaining the durability of goals 

of services on the 10 domains of achieved as well as continued work 

therapy. on upgraded objectives 

Service intensity for each domain is 
rated on a scale from 0-10 (with 0 
being none/low and 10 being high). 

Billing Information Billing Information 

The scores for each domain are Per diem reimbursement rates are Per diem reimbursement rates are 
based on average score for intensity of 

Average Score Corresponding 
of Domains per diem rate 
2 $ 317 
1 $ 285 
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averaged and per diem rates are based on average score for intensity services on the 10 domains of therapy. 
broken into 10 levels and reimbursed of services on the 10 domains of 
accordingly. therapy. Service intensity for each domain is Other Information: 

rated on a scale from 0-10 (with 0 
Billing Level I Service intensity for each domain is being none/low and 10 being high). Participant has made progress in more 

Average Score Corresponding rated on a scale from 0-10 (with 0 intensive, active rehabilitation and is 

of Domains per diem rate being none/IQw and 10 being high). The scores for each domain are appropriate for step down services to 

10 $ 567 averaged and per diem rates are maintain goals achieved through supportive 
9 $ 541 The scores for each domain are broken into 10 levels and reimbursed services. Participants who are appropriate for 
8 $ 509 averaged and per diem rates are accordingly. this level of step down support services will 

broken into 10 levels and reimbursed attempt to replicate the type of interventions 
accordingly. the person will experience once they return 

Billing Level III to their home community. Participants will 
Average Score Corresponding continue to practice learned strategies to 

Billing Level II of Domains per diem rate increase independence, safety, and 
Average Score Corresponding 4 $ 381 behavioral self management while pursuing 

Other Information: 7 
of Domains per diem rate 

$477 
3 $349 discharge placement in the appropriate 

community. During times of crisis, participant 

This level of service is intended for 
immediate admission and may be 
3ppropriate for up to the first 4 

6 
5 

$445 
$413 

may respite or be provided additional 
residential and programmatic support. If the 
crisis maintains, the participant will be 

nonths of intervention. 
recommended that a move to Levell, II, or "' 
with corresponding rate until he or she is 

:\,vailabfe continuum of 
sta bilized. 

:reatment/environmental options to 
>ractice skill acquisition and simulate 
iischarge environment. Other Information: 

: Interagency Still unable to access their home 

:ommunication/coordination environment, independent living 
options, or transitional supported 
living due to the continual unwanted 
behaviors or the significant 
cognitive/physical challenges. 

This level of program offers 
individualized support that is needed 
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at any given time, specifically during 
times of crisis, and a participant may 
respite or be provided additional 

. residential and programmatic 
support. The team may change the 
intensity of assistance from time to 
time, while taking advantage of 
certain "therapeutic windows" that 
may arise. Regardless of the setting 
or type of program, rehabilitation 
interventions are intended to help 
participants practice strategies to 
remain free from harm and attain 
personClI goals that are durable over 
time. 
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Summary 

In late 2007, the Center for State Health Policy surveyed 23 states that operate 
Medicaid waivers targeted to individuals with brain injuries. Data was obtained about the 
cost and number of individuals served by these waivers for the waiver years 2002 through 
2006. Three states began waivers for individuals with brain injuries in 2002 or later, and 
three other states discontinued waivers in 2006. Every state except Arizona has multiple 
Medicaid 1915(c) home and community-based services (HCBS) waivers. Arizona 
operates its long-term care system as an 1115 Waiver. 

Conversations with state staffabout why brain injury waivers were established 
indicate two frequently mentioned reasons: lobbying by advocates and the desire to end 
expensive out-of-state placements. Federal funding was invariably mentioned in 
discussions with states about why a waiver was established; however, only one state 
responded that the motivation to begin the waiver was primarily fiscal. 

Data developed for the Kaiser Commission on Medicaid and the Uninsured show 
that in 2004 there were 263 waivers nationally, providing services to over one million 
individuals at a cost of $20.5 billion.! These data also show that for a 5-year period, from 
2000 through 2004, the total number of participants in all Medicaid 1915(c) HCBS 
waivers increased 31 % and expenditures increased 62%. The Rutgers data indicate that 
waivers for individuals with brain injury grew more rapidly over the 5-year period than 
waivers in general. 

The waivers for individuals with brain injury are small in comparison to other 
waivers, providing services to approximately 11,214 unduplicated persons in 2006. 
According to the national data for 2004,9,393 persons were served on brain injury and 
spinal cored waivers, only the waivers targeted to individuals with mental health needs 
were smaller, having 2,089 participants. Only slightly larger were the waivers for 
children with special needs, 11,982 participants, and for individuals with mY/AIDS, 
14,254 participants. All ofthese waivers combined account for only 10% of the 
individuals served in 2004 and comprise 7% of the total expenditures. 

Although small, waivers for individuals with brain injuries have grown 
significantly in recent years, doubling from 5,400 individuals served in 2002 to 11,214 in 
2006, at a cost of$155 million in 2002 to $327 million in 2006. Three states with the 
largest waivers account for most of this growth. If these three states are excluded, the 
percentage increase reported by the remaining states is similar to the national data. The 
per capita cost remained relatively constant in this period although there was a dramatic 
variation in per capita costs in 2006, ranging from almost $12,000 to over $82,000. 
Providing HCBS to individuals with brain injury is less expensive than providing services 

lKaiser Commission on Medicaid and the Uninsured (2007, December); MedicaidHome and Community
Based Service Programs: Data Update, The Henry J. Kaiser Family Foundation, Washington D.C. Table 4 
Retrieved on 2-28-08 from http://www.kff.org/medicaid/upload/7720.pdf 
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in nursing homes, hospitals, and similar institutions. Data from 17 ofthe surveyed states 
indicate that when compared to institutional costs, a total ofalmost $273 million was 
saved by Medicaid through the use ofthese brain injury waivers. On average $30,000 
per person was saved 

As reported by Kaiser, in 2006 waiting lists for traumatic brain injury (TBI) 
waiver services were reported in eight states and totaled 1,658 persons. In late 2007, the 
Rutgers survey found that nine states had waiting lists for services, with a total of 1,228 
individuals. 

Services provided under the brain injury waivers vary considerably from a single 
waiver service to extensive arrays of services. The size ofthe waivers also varies from 
19 individuals to over 3,600 individuals served in a year. 

Introduction 

This paper addresses waivers targeted to individuals with a brain injury, a specific 
type ofdisability. States that had such waivers were identified and contacted to obtain 
information about how the state decided to create a waiver program, what the eligibility 
requirements were to obtain services, how many persons were served, what the services 
were, and what the cost ofthe services were. 

Background on Waiver Development 

Waiver services granted under the authority of section 1915(c) of the Social 
Security Act are designed to help Medicaid-eligible individuals who might otherwise be 
admitted to a hospital or nursing facility to live independently in the community and to 
permit a state to provide services that are not typically covered under the state's regular 
Medicaid program. This paper addresses waivers targeted to individuals with a brain 
injury. 

In order for a state to receive approval for a waiver, in its waiver request the state's 
Medicaid agency must: 

•	 Provide assurances that the waiver will protect the health and welfare of 
participants. 

•	 Specify how many people will be served during each yearofthe waiver's 
operation. Unlike its regular Medicaid program, a state can limit the number of 
individuals it will serve. This allows a state to control the costs of a waiver and 
have a waiting list when that number is reached. 

•	 Identify what services are in the wavier. A waiver allows a state to cover 
services that are not permitted in the regular Medicaid program and provides a 
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waiver participant with "optional" Medicaid services that a state has chosen not 
to include in its regular Medicaid program. A state may also provide a waiver 
participant with more of a service than it will provide to an individual through its 
regular Medicaid program. 

•	 Finally, the state must show that the cost of waiver services will not exceed what 
the state would have spent in the absence of the waiver; this is also referred to as 
cost neutrality. 

The Social Security Act lists seven specific services that may be provided under a 
HCBS waiver. In addition, states may apply for permission to provide other optional 
services as the state defmes them, which are above and beyond the services provided in 
the Medicaid State plan. The services that each of the states covers in its brain injury 
waiver are categorized, for the most part, according to categories and definitions used in a 
report examining waiver services targeted to support individuals with intellectual and 
developmental disabilities.2 

A waiver is also required to be cost neutral: "under such waiver the average per 
capita expenditure estimated by the State in any fiscal year for medical assistance 
provided with respect to such individuals does not exceed 100 percent of the average per 
capita expenditure that the State reasonably estimates would have been made in that 
fiscal year for expenditures under the State plan for such individuals if the waiver had not 
been granted,") 

Following federal policy, state Medicaid programs have medical requirements an 
individual must meet in order to be eligible for a waiver. The federal requirement for 
"level of care" assessment calls for the state to determine ''that but for the provision of 
such services the individuals would require the level of care provided in a hospital or a 
nursing facility or intermediate care facility for the mentally retarded, the cost of which 
could be reimbursed under the State plan.,,4 The "such services" referred to in this 
section are the services provided to individuals under a state's Medicaid waiver. 

When the brain injury is a result of either birth trauma or a degenerative disease, 
an individual is, in almost all states, not eligible for waiver services. Medicaid waivers 
providing home and community-based services are generally considered part of the long
term care service system. The services provided under these brain injury waivers vary 
considerably from a single waiver service to extensive arrays of services. In most states, 
the waiver for individuals with brain injury can also be characterized in this fashion. 
Individuals are provided with services that support them in a community-based living 
arrangement, and they continue to receive services for as long as they are needed. 

2 Smith, G.; Agosta, J.; Fortune, J. and O'Keeffe, J., Gauging the Use ofHCBS Supports Waivers for 
People with Intellectual and Developmental Disabilities: Final Project Report, April 2007 available at: 

htip://aspe.hhs.gov/daltcp/reports/2007/gaugingfr-appendA.htm. Using the same service categories make it 
easier to compare the descriptions of services in the different reports. 

3 Social Security Act, Section 1915(c) (2) (D) 
4 Social Security Act, Section 1915(c) (1), found at htip://www.ssa.gov/OP_Home/ssact/titleI9/1915.htm 
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Five states have structured waiver services in another way; they focus primarily 
on rehabilitation. Rather than provide supports designed to meet the long-term care 
needs ofthose individuals in the waiver, services are designed to provide rehabilitation 
and community reintegration, as well as to provide the other supports needed to reside in 
a community-based living arrangement. These "rehabilitation" waivers may have level 
ofcare requirements that are more stringent than nursing facility requirements. 

Table 1: States Surveyed 

StJte:: Jndi\ iduals Sen cd ill 2006 Year \\'Ji\er Establi~hed 

Colorado 293 1995 
Connecticut 344 1997 
Florida* 283 1999 
Idaho** 19 2001 
Illinois 3,601 1999 
Indiana 131 ·2000 
Iowa 825 1996 
Kansas 269 1991 
Kentucky 98 1999 
Maryland 23 2003 
Massachusetts 90 2001 
Minnesota 1,372 1992 
Nebraska 26 2000 
New Hampshire 140 1992 
New Jersey 276 1993 I 

New York 1,953 1995 
North Dakota** 29 1994 
Pennsylvania 324 2002 
South Carolina* 497 1995 
Utah 91 1995 
Vermont** 59 1994 
Wisconsin 334 1995 
Wyoming 137 2002 
Total 11,214 

Source: Center for State Health Policy, Rutgers University 
Note: Mississippi also operates a waiver; requested information was not received. 
Kentucky and Vermont based on 2005 data 
* Serves individuals with spinal cord injuries as well 
** Waiver no longer in operation 
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National Waiver Data 

Every state except Arizona has multiple Medicaid 1915(c) HCBS waivers. 
Arizona operates its long-term care system as an 1115 Waiver. In 2004, there were 263 
waivers nationally, providing services to over one million individuals at a cost of$20.5 
billion. Data presented in a report produced by the Kaiser Commission on Medicaid and 
the Uninsured show that for a five-year period, from 2000 through 2004, the total number 
ofparticipants in all Medicaid 1915(c) HCBS waivers increased 31% from 770,000 to 
1,015,000, and expenditures increased 62% from $12.6 billion to $20.5 billion.s 

Table 2: National Data - All Waivers 

Year Total =: Total 
Pa11ic ipants E\.penditures 

((J()()) (billion) 

2000 770,000 $12.60 
2001 841,000 $14.30 
2002 924,000 $16.90 

2003 982,000 $18.90 

2004 1,015,000 $20.50 
Source: Medicaid Home and Community-Based Service Programs: Data 
Update 

The information from the Rutgers Center for State Health Policy survey is based 
on interviews with state staff in 23 states that operate Medicaid waivers for individuals 
with brain injury, as well as on participant and expenditure data from these states. 
Whenever it was available from the state, data from the federal reporting form called the 
eMS 372 was used. When CMS 372 data was not available, expenditure or participant 
data reported by a state from other sources was used. 

The Rutgers survey indicates that waivers for individuals with brain injury grew 
at a higher rate over five years than all waivers. Both the number ofparticipants and the 
total expenditures doubled, while the per capita cost remained relatively constant in this 
period. 

The three states with the largest waivers account for most ofthis growth. Ifthese 
three states are excluded, the percentage increase reported by the remaining states is quite 
similar to the Kaiser data, which shows a 31% increase in individuals served and a 62% 
increase in expenditures. 

5 Kaiser Commission on Medicaid and the Uninsured (2007, December); Medicaid Home and Community
Based Service Programs: Data Update, The Henry 1. Kaiser Family Foundation, Washington D.C. 
Retrieved on 2-28-08 from http://www.kff.org/medicaid/upload/7720.pdf 
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Table 3: Increases Over Time in Brain Injury Waivers 

Jndi\ iJuals Sencd 
Three Largest \\ ai\ers Remaining \\ ai\t~rs Total 

2002 . 2,908 2,501 5,409 
2006 6926 3807 10,733* 

Growth 185% 24% 98% 
Expenditures (1\lillion 

Three Largest \\"ai\ ers Remaining Wai\ ers Total 
2002 $71.5 $85.0 $157 
2006 $190.4 $138.6 $329 

Growth 166% 63% 110% 
*Represents only those states that provided 2006 expenditure data 
Source: Center for State Health Policy, Rutgers University 

Table 4: Annual Changes in Brain Injury Waivers 

Num bel' 
of states 

'" lim b",r of 
Particip'll1b 

E"p"'llditllr",,, 
Per Capita 

E" p",nd itur",,, 

2002 21 5,409 $156,719,621 $28,974 
2003 22* 6,901 $204,951,815 $29,699 
% Change from 
prior year 

28% 31% 3% 

2004 23* 8,446 $255,978,429 $30,308 
% Change from 
prior year 

22% 25% 2% 

2005 23* 9,920 $317,809,438 $32,037 
% Change from 
prior year 

17% 24% 6% 

2006 20** 10,733 $328,983,064 $30,652 
% Change from 
prior year 

8% 4% -4% 

* States began new waivers
 
** Data not available from all states
 

Source: Center for State Health Policy, Rutgers University 

The waivers for individuals with brain injury are small in comparison to other 
waivers. According to the Kaiser data for 2004, only the waivers targeted to individuals 
with mental health needs are smaller with 2,089 participants. Only slightly larger are the 
waivers for children with special needs with 11,982 participants, and individuals with 
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IllV/AIDS with 14,254 participants. When combined, all ofthese waivers account for 
only 10% ofthe individuals served and 7% ofthe total expenditures.6 

In conversations with state staffs, the Center for Health Policy was told that three 
states began waivers for individuals with brain injuries in 2002 or later.7 In addition, 
three states discontinued their small waivers in 2006 and individuals enrolled in these 
waivers continued to receive services through another ofthe state's waivers.!! 

Rationale for Establishing a Brain Injury Waiver 

Conversations with state staff about why brain injury waivers were established 
m<llcate two trequently mentIOned reasons: 10bbymg by advocates and the deSIre to end 
out of state placements. Seven states reported that lobbying efforts of advocates and 
advocacy groups, such as the brain injury association in the state, were major factors in 
the decision to establish the waiver." In one state, the waiver resulted from a citizen
based initiative. Io In another, the legislature created an advisory board charged with 
conducting a needs assessment; the needs assessment ultimately led to the waiver. I I A 
third state's legislature required a plan to address the needs of individuals with brain 
injuries; this plan led to the waiverP The remaining four states reported their waivers 
were established because advocates very actively lobbied the legislature and executive. 
In one other state, the waiver began as a response to litigation. U The organizations 
involved in the litigation, the state's Office of Protection and Advocacy and the legal 
services organization. participated in the planning and development of the waiver. as did 
the state brain injury associatioIi. Two states reported beginfJ.ing their waiver, as a 
proactive response to the unmet service needs of individuals with brain injuries.14 

Six states reported that prior to their waiver, Medicaid eligible individuals with 
brain injuries were frequently placed in specialized, high cost facilities outside the state. IS 

The decision to establish waivers in these states was an effort on the state's part to return 
its citizens to the community. In one state, families and advocates petitioned to 
"repatriate" its citizens.16 These states indicated that the high cost of the out of state 
facilities was a principal driver of the decision to establish the waiver. Three of these 
states also indicated that a waiver was established because the state lacked the capacity to 
provide specialized services to individuals with brain injuries and that the waiver was a 

/) The data reported by Kaiser show that waivers targeted to individuals who are aged and disabled account 
for 50% of the participants and 19% of the expenditures, and waivers targeted to individuals with 
developmental disabilities account for 40% of the participants and 74% of the expenditures. 
7 .... 1_.__1_ .• ..1 .... Ir , ..... • ..1 n_._ .• 1 .~~_ 

IV.1i:1l y la11U> IV.1~:::)(1,",l1U;:)t;iLl.;)auu r t;illl1;):t 1V (11114 

8 Idaho, North Dakota and Vermont 
9 Colorado, Illinois, Iowa, Kansas, Kentucky, Minnesota and Wyoming 
10 Colorado 
II Illinois 
12 Minnesota 
13 Connecticut 
14 1{ew York. a.od PeHiJ.:syl"aula 
15 Indiana, Maryland, New Hampshire, New Jersey, Vermont and Wisconsin 
16 New Hampshire 
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key element in building this capacity.17 Two additional states cited building their service 
capacity as a primary reason for their waiver, without linking it to returning citizens to 
..l.,~ ~ ..~ ..~ 18 

Medicaid waivers provide a mechanism for states to obtain federal reimbursement 
for covered services provided to Medicaid eligible individuals. During discussions with 
states ahout why a waiver was estJ'lhlisheo. feoeml nmoinp' WJ'lS invJ'lriJ'lhlv menti()nerl1-l~ 

part ofthe rationale. However, only one state responded that the motivation to begin the 
waiver was primarily fisca1. 19 This state was already operating a large state-funded 
nrOQ:ram for individuals with brain iniuries and state administrators viewed a waiver as a 
mechanism to maximize revenues. This state's waiver is one of the smaller waivers 
among those states surveyed, serving 90 individuals in 2006 with expenditures ofjust 
under $5 million. Bv comoarison. its state-funded Droe:ram serves aODroximatelv 1.200 
individuals with expenditures of approximately $15 million. Both programs provide 
identical services and operate in the same manner; waiver enrollment does not require 
anv soecific action on the Dart ofthe oarticioant: and. enrollment decisions for Medicaid 
eligible individuals are made based upon revenue maximization and cost neutrality 
considerations. The state noted that waiver approval entailed a five-year process before 
aooroval was received in 2001. 

Eligibility 

Waiver services granted under the authority of section 1915(c) of the Social 
:secunty Act are desIgned to help MedIcaId-elIgIble mdividuais WhO mIght otherwIse be 
admitted to a hospital or nursing facility live independently in the community.2° Federal 
regulations permit a state to provide services that are not typically covered under the 
state's regular Medicaid program. This permission is called a wavier and the use of 
waivers is regulated by the Social Security Act and the Code of Federal Regulations. 
Under these wavier rules. states are permitted to limit services to soecific geographical 
regions of a State and to target services to certain groups, such as persons over the age of 
65 and individuals with a general or a specific disability. Normally, such limitations are 
not allowed under the regular Medicaid program.2I • 

For an individual to be eligible for Medicaid, and specifically for one ofthe 
waivers for people with brain injury, the individual must meet fmancial criteria (Le., 

17 Indiana, New Jersey and Vennont 
18 Colorado and South Carolina 
19 M~c:c:~~h1Jc:p.ttc: 

20 There are two types ofwaivers based on two provisions of the Social Security Act, sections 1115 and 
1915. This paper discusses 1915(c) waivers regarding the provision of home and community-based services 
for persons who have brain injuries. See HCBS.org for reports on waivers. For a list of waivers by state see 
••• ..- .. '4 __ • .... __ • .. --......... ..
 

IHLjJ.11 WWW.11I.;U:>.Ulgil11I:::;.I 1"<"</UUUO/.rr\..-D.:> VV (Uvl::r:>..<uuu-- .lCLU11::1.;U:> (UIU 

http://www.hcbs.org/files/122/6065/HCBSWaivers2006--Table2.xls retrieved 2-27-08 
21 The Northeast Center for Special Care has an excellent collection of articles about Medicaid waivers and 
readers are referred to their collection at 
http://www.northeastcenter.com/links_hcbs_medicaid_waivers.htm 
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income and resources) and non-financial criteria. States have flexibility, within limits 
defmed by the federal requirements to determine the specific eligibility criteria for a 
waiver. 

Financial Eligibility 

To be eligible for home and community-based waiver services a person must meet 
the financial requirements of a state's Medicaid program for services iIi. a hospital, 
nursing home, or intermediate care facility for the mentally retarded. 22 In an institution, 
an individual cim have an income up to 300% ofthe federal Supplemental Security 
Income, (SSI) benefit. The federal SSI benefit is $637 a month in 2008, and 300% equals 
$1,911 a month.23 

Waivers allow states to cover individuals who "over income" for Medicaid while 
living in the community if their income would allow them to be eligible in an institution 
such as a hospital or nursing facility. Federal rules allow states to set higher income 
limits for people in institutions or in a waiver, up to 300% of the federal Supplemental 
Security Income (SSI) benefits or higher ifa state has a medically needy program. A 
state is not required to cover individuals with incomes up to this limit; each state can 
determine the income level it will cover. 

Typically, the maximum amount ofresources (savings and other assets) that an 
individual may have and still be eligible for Medicaid is $2,000; this amount is the SSI 
resource limit. Fifteen ofthe states use this amount for waiver eligibility: three have a 
lower resource limit, either $1,500 or $1,600; and, five states a higher resource limit, 
ranging from $3,000 to $8,000. 

Nationally, financial eligibility is 300% of SSI in 77% ofall HCBS waivers 
according to the Kaiser data. It is set at SSI in 20% ofthe waivers and is between these 
amounts in only 3% ofthe waivers.24 Ofthe 23 states Rutgers Center for State Health 
Policy surveyed, 15 set the income level at 300% of the federal SSI payment25

• In the 
remaining eight states, the income eligibility criteria are set at a lesser amount: three at 
the SSI income level and five at between 300% of SSI and the SSI income level. Three 
states set eligibility at the SSI income level26

• States are permitted, and some choose, to 
supplement the Federal SSI benefit with additional payments based on income, living 

22 There is a substantial literature on Medicaid financial eligibility. For short fact sheet on financial 
eligibility see Mollica, R. (2005, October), Medicaid Financial Eligibility, Center for State Health Policy, 
Rutgers University, New Brunswick, NJ Retrieved on 2-28-08 from 
http://www.cshp.rutgers.edu/clelProducts/MedicaidFinancialEligibilityWEB.pdf 
See also, Mollica, R. (2005, October), Medically Needy Individuals, Center for State Health Policy, Rutgers 
University, New Brunswick, NJ Retrieved on 2-28-08 from 
http://www.cshp.rutgers.edu/clelProducts/MedicaidEligibilityMedicallyNeedyWeb.pdf 
23 The Supplemental Security Income program is described at http://www.ssa.gov/ssi/ 
24 Kaiser; ibid. Table 8 
25 Colorado, Connecticut, Florida, Iowa, Idaho, Kansas, Kentucky, Maryland, New Jersey, Pennsylvania, 
South Carolina, Utah, Vermont, Wisconsin, and Wyoming . 
26 Illinois, Indiana and North Dakota 
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arrangements, and other factors.27 As a result, the actual income for Medicaid waiver 
eligibility in a state may be higher than the federal SSI payment ($637 per month). 

Table 5: Eligibility - Income Limits 

The following figures show the comparison of income eligibility standards 
between all waivers nationally and the states with waivers for individuals with brain 
injuries. The data for all waivers represent all states except Arizona. Data for Brain 
Injury Waivers represent 23 states. Typically, states use the same eligibility criteria for 
all waivers that they operate. Therefore, the differences in eligibility criteria observed 
may be attributable to differences in state's eligibility policies. 

Figure 1: Income Eligibility: All Waivers 

All Waivers 
(m=263) 

300%551, 
77% 

Source: Medicaid Home and Community-Based Service Programs: 
Data Update 

27 Understanding Supplemental Security Income SSI Benefits, found at http://www.ssagov/ssi/text
benefits-ussi.htm 
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Figure 2: Income Eligibility - Brian Injury Waivers 

Brain Injury Waivers 
(n=23) 

551,13% 

Between 
551& 

300%,22% 

300% 551, 
65% 

Source: Rutgers University, Center for State Health Policy, 2008 

This reSourCe amount is used by 15 of the stateS fOr Medicaid eligibility.28 Three have a 
lower resource limit for Medicaid than the SSI limit, either $1,500 or $1,600.29 Five 
states utilize a higher limit for Medicaid, ranging from $3,000 to $8,000.3° 

Table 6: Eligibility - Resource Limits 

28 Colorado, Florida, Iowa, Idaho, Illinois, Kansas, Kentucky, Maryland, Massachusetts, New Jersey, South 
Carolina, Utah, Vermont, Wisconsin and Wyoming 
29 Connecticut, Indiana and New Hampshire 
30 Minnesota, Nebraska, New York, North Dakota and Pennsylvania 

11 



Non-Financial Eligibility 

The non- financial eligibility requirements for Medicaid waivers can be 
characterized as "Level ofCare" and "other criteria." Individuals seeking services on a 
brain injury waiver must also meet the state's non-financial criteria for admission to a 
nursing home or other institution. These criteria are often referred to as "medical," 
functional," or "Level ofCare," and these have been developed to assure that only 
individuals needing institutional service are admitted to one of those settings. Waivers 
are intended to substitute for institutional care and; therefore; are limited to serving only 
individuals who could be admitted to a nursing home or institution if they applied, or 
individuals who live in one of these institutions and want to move to the community. 
States also set additional requirements that individuals must meet in order to be enrolled 
in one of these waivers. These criteria vary from state to state and are discussed later; the 
specific requirements are also listed in each state's summary (see Appendices). 

Waivers for aged and disabled persons invariably use a nursing home level of 
care, and waivers for persons with intellectual and developmental disabilities invariable 
use a ICFslMR institutional level. 

The level ofcare that a state specifies has a significant effect on the cost 
neutrality calculation for a waiver. A non-specialized nursing facility is, in all likelihood, 
the least expensive ofthe institutional options potentially available to an individual. To 
the extent that a state has other higher cost facilities and there are individuals enrolled in 
the waiver that meet the level of care for those facilities, there is the potential to provide a 
more expensive service package and still meet the federal cost neutrality test. States can 
and do include more than one level of care in brain injury waivers. 

In evaluating eligibility, states also consider the causation ofthe individual's brain 
injury, the age of onset ofthe disability, and the current age ofthe individual as criteria 
for waiver eligibility. Within these broad categories, states use these specific criteria to 
structure eligibility for these waivers. Rather than try to compare states' specific criteria, 
we used broader, more easily comparable criteria. 

Individuals with a traumatic brain injury may be eligible for the waiver in all of 
the surveyed states. Six31 ofthe surveyed states limit their waiver to individuals who 
have a traumatic brain injury, an additional three states specify that the individual must 
have a traumatic brain injury, but have a broad definition of "traumatic" that may include 
stroke.32 The remaining 14 states have broader eligibility criteria to include individuals 
with an acquired brain injury. 33 Three states list specific ICD-9 codes that are required in 

31 Florida, Indiana, Kansas, Maryland, Nebraska a and Pennsylvania 
32 New Jersey, New York and Vennont 
33 Colorado, Connecticut, Idaho, Iowa, lllinois, Kentucky, Massachusetts, Minnesota, New Hampshire, 
North Dakota, South Carolina, Utah. Wisconsin and Wyoming 
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order for an individual to be eligible. 34 In addition, the waiver in Florida and South 
Carolina is designed to serve individuals with a spinal cord injury in addition to 
individuals with a brain injury. 

When the brain injury is a result of either birth trauma or a degenerative disease, 
an individual is, in almost all states, not eligible for waiver services. New Hampshire 
does include individuals with a degenerative disease if it occurred between the ages of22 
and 60. Three35 states specifically require that the brain injury occur after adulthood (age 
21) and one state requires in its waiver that participants be age 16 or older with a "recent" 
brain injury. 36 Most of the other states indicated that a child with a brain injury would, in 
all likelihood, be considered developmentally disabled and, therefore, would be enrolled 
in the DDIMR waiver; however, they did not specify an age ofonset/acquisition ofthe 
brain injury. 

Regardless of the cause, brain injuries result in a range of effects. Some may be 
subtle and-difficult to initially diagnose; others may be obvious and serious. Some 
individuals who have experienced a minor brain injury may recover completely in a 
relatively short time, while others may experience life-long disability.37 The effects of a 
brain injury may be physical (e.g., ambulation problems, speech difficulties, seizure or 
fatigue), cognitive (e.g., memory loss, difficulty concentrating, or poor judgment), and/or 
behavioral (e.g., impulsiveness or the need to be reminded to begin or finish tasks). 
Services needed by individuals with brain injury are specialized, such as substance abuse 
or cognitive therapy, and are not normally included in the waivers for individuals with 
physical disabilities such as those that suffer a loss oflimbs in a car accident. 

The level of care that a state specifies has a significant effect on the cost neutrality 
calculation for a waiver. A non-specialized nursing facility is, in all likelihood, the least 
expensive ofthe facility/institutional options potentially available to a state.38 To the 
extent that a state has other higher cost facilities and individuals enrolled on the waiver 
meet the level of care, there is the potential to provide for the persons who require more 
resources than others require and still meet the federal cost neutrality test. Persons in 
states that seek to establish a brain injury waiver, such advocates in West Virginia and 
Alaska, should take this consideration into account. 

34 International Classification ofDiseases, Ninth Revision, Clinical Modification (lCD-9-CM), is the 
official system ofassigning codes to diagnoses in the United States and is used by Colorado, Idaho and 
Iowa. 
35 Idaho, Maryland and New Jersey 
36 Vermont 

37 Ofthe 1.4 million who sustain a TBI each year in the United States: 50,000 die; 235,000 are 
hospitalized; and 1.1 million are treated and released from an emergency department. The number of 
people with TBI who are not seen in an emergency department or who receive no care is unknown. 

38 One of the states surveyed reported a per capita cost of a specialized facility almost 700% ofthe per 
capita nursing facility cost. . 
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The cost neutrality calculations for brain injury waivers are markedly different 
than the cost neutrality of other waivers that use a uniform level of care comparison. 

Ofthe states surveyed, six reported using more than one level of care in their 
waiver; accordingly, the figures below add up to more than 23. Nineteen of the states use 
a nursing facility as the level of care. Five ofthe states require the nursing facility to be a 
specialized facility.39 Six states utilize a hospital, generally a specialized hospital, as the 
'Level ofCare." 40 Four states use an intermediate care facility for the mentally retarded 
as the "Level of Care." 41 

Table 7: Level of Care: Institution 

"Other criteria" for Medicaid waiver eligibility include the causation of the 
individual's disability, the age of onset ofthe disability, and the current age ofthe 
individual. Within these broad categories, states use these specific criteria to structure 
eligibility for these waivers.42 Rather than try to compare states' specific criteria, 
broader, more easily compared criteria were used. 

States vary considerably in the designation of the age of individuals who may be 
eligible for the waiver. Fourteen ofthe states provide services only to adults. However, 
the defmition of "adult" varies slightly, with a range of 18,21 or 22. 43 Three states 
provide services to individuals as young as 16. 44 The remaining six states include 
individuals "any age".45 Twelve ofthe states have an upper age limit, most typically 64, 

39 Colorado*, Connecticut, Florida, Idaho, Illinois, Indiana, Kentucky, Maryland, Massachusetts*, 
Minnesota, Nebraska, New Hampshire*, New Jersey, New York, North Dakota, Pennsylvania*, South 
Carolina, Utah and Vermont* 
* must be specialized 
40 Colorado, COIillecticut, Kansas, Maryland, Minnesota and Wisconsin 
41 Connecticut, Iowa, South Carolina and Wyoming 
42 These criteria are more specific than the criteria for mandatory eligibility groups such as aged, blind and 
disabled individuals who receive benefits under the federal SSI program. 
43 Connecticut, Florida, Idaho, Kentucky, Maryland, Massachusetts, Nebraska, New Hampshire, New 
Jersey, New York, North Dakota, Pennsylvania, Utah and Wyoming 
44 Colorado, Kansas and Vermont 
45 TIlinois, Indiana, Iowa, Minnesota, South Carolina and Wisconsin 
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with one state using 62 and two states using 65 years old. 46 Those states that have a 
lower age limit generally report that younger persons are potentially covered by the 
waiver for individuals with developmental disabilities/mental retardation. States with an 
upper age limit similarly report that those individuals who "age out" are provided 
services through the waiver for the aged and/or the disabled. 

Two states responded that an individual must be assessed and attain "scores" in a 
defmed range, using a specific, standardized measure of neuropsychological or cognitive 
functioning. 47 Other states may include one or more of these measures in the assessment 
process, but do not require that the results ofthe measure be within a specified range. 

Waiting Lists 
In 2006, waiting lists for TBI waiver services were reported in eight states and 

totaled 1,658 individuals, as reported by Kaiser. In late 2007, the Rutgers Center for 
State Health Policy survey found that nine states had waiting lists for services, with a 
total of 1,228 individuals. The different states included in the Center's survey and 
Kaiser's Medicaid Home and Community-Based Service Programs: Data Update do not 
appear to have any bearing on the decrease in the number of persons on the waiting list 
from one year to another. The preponderance ofthe change is a result ofone state that 
reported that it uses waiting lists kept by local agencies and that it has been working over 
time to establish greater consistency in waiting list practices. 

46 Colorado, Connecticut, Iowa, Kansas, Kentucky, Massachusetts, Minnesota, Nebraska, New Jersey, New 
York, South Carolina and Wyoming. 
47 New Jersey and Wyoming 
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Table 8: Eligibility for Waiver Services 

cI uf Carl: InCllllll: 
CO I Specialized Nursing Facility 300% of federal SSI 

Hos ital 
CT 

L.I 

FL 

I Nursing Facility 
Intermediate Care Facility-

I Mental Retardation (ICF
MR) 
Chronic Disease Hospital 
Acquired Brain Injury 
Facili . 

I Skilled Nursing Facility 

IA IICF-MR 
Intermediate Care Facility 

ID I Skilled Nursing Facility 

IL I Skilled Nursing Facility 

IN I Skilled Nursing Facility 

k IKS I Traumatic Brain Injury 
Rehabilitation Hospital 

300% of federal SSI 

I300% of federal SSI 

1300% of federal SSI 

I300% of federal SSI 

I SSI 
MN, spend down to 
FPL 

ISSI 

1300% of federal SSI 
MN spend down to 
$716 

I 
$2,000 

$1,600 

n;2,000 

I$2,000 

I $2,000 

$2,000 

$1,500 

I $2,000
 

Age 16 to 64 with a condition in a specified group of
 
ICD-9 codes.
 
Age 18 and to 64 with an acquired brain i~jury not
 
from a degenerative or a developmental disorder.
 

IAge 18 or older with a brain injury caused by external 
trauma and/or a spinal cord injury; must be medically 
stable. 
~e one month to 64 with a traumatic or non-traumatic 

injury to the brain that occurred since birth in a 
s ecified set of ICD-9 codes. 
Have a brain injury attained after the age of21 in one 
ofas. ecified set of ICD-9 codes 
Any age with an acquired brain injury not including 
degenerative, congenital, or neurological disorders 
related to a in . 
Any age and have experienced an external insult 
resultin in a traumatic brain in'u
 
Age 16 to 64 and have a traumatic injury to the brain.
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t/I 

KY I Skilled Nursing Facility I 300% of federal SSI I$2,000 I Age 21 to 65 with a post-birth acquired brain injury 
excluding a stroke treatable in a nursing facility 
providing routine rehabilitation services, spinal cord 
injury with no brain injury, progressive dementia of a 
chronic degenerative nature (including alcoholism or 
another addiction , 

MD I Skilled Nursing Facility 300% of federal SSI $2,000 Have a traumatic brain injury that occurred after age 21 
Chronic Hospital and inpatient in a state Mental Hygiene Administration 

facility, a state owned and operated nursing facility, or 
laced b Medicaid in an out-of state facili 

MA I Specialized NF 1100% FPL I$2,000 Age 21 to 62 with a traumatic or non-traumatic brain 
in'u that has occurred since birth. 

MN ISkilled Nursing Facility 
Neurobehavioral Hospital 

NE Skilled Nursin Facility 
NH Specialized NF 

(including degenerative conditions such as Multiple 
Sclerosis and Huntington's Disease) acquired between 

IFPL 
MN spend down to 
75% ofFPL 

$3,000 

$4,000 

Under age 65 at the time of application with a 
traumatic or acquired brain injury, or a degenerative 
disease not con enital with a co nitive im airment. 
A es 21 to 64 and have a traumatic brain in'u FPL 

$1,250 $1,500 Age 22 or older with an acquired brain disorder 

Iage 22 and 60. 
NJ I Skilled Nursing Facility I 300% of federal SSI 1$2,000	 Ages 21 to 65 with a traumatic or acquired brain injury 

with an age of onset of 21 and a minimum score of 4 
on the Rancho Los Amigos Levels ofCognitive 
Functionine Scale. 
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NY I Skilled Nursing Facility I FPL I $4,200 IAge 21 to 64 with traumatic brain injury: individuals 
with deficits similar to traumatic brain injury because 
of anoxia, toxic poisoning, stroke or other neurological 
conditions may also be eligible. Gestational or birth 
difficulties or degenerative diseases are not eligible. 

ND I Skilled Nursing Facility ISSI I$3,000 !Age 18 and older, determined disabled according to 
Social Security criteria. (See profile as this Waiver is 
now mer ed into the state's A ed and Disabled waiver 

PA I Specialized Rehabilitation 1300% of federal SSI 1$2,000 Age 21 and older with a diagnosis oftraumatic brain 
'\...- I Nursing Facility after a injury not of a degenerative, congenital or post

$6,000 operative nature and requiring a service plan designed 
disregard specificaUy to meet the needs of individuals with 

traumatic brain in'u 
SC I Skilled Nursing Facility 1300% of federal SSI I$2,000 Under 65 with a brain injury that has occurred since 

ICF-MR birth that may have been caused by an external 
physical force or by a metabolic disorder and is not 
congenital or induced by birth trauma. "Similar 
disabilities" are included if not progressive; 
degenerative; a result of chronic disease or 
alcohol/drug use; or not a neurological disorder related 

I to aging. 
UT I Skilled Nursing Facility I300% of federal SSI I $2,000 Age 18 or older with an acqUIred brain injury that 

occurred after birth. 
VT I Specialized Nursing Facility I 300% of federal SSI I $2,000 IAge 16 or older with a recent traumatic brain injury 

that is not degenerative but that may include stroke. 
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WI I Inpatient Traumatic Brain 
Injury Rehabilitation !-

WY IICF-MR 

300% of federal SSI I $2,000 

300% of federal SSI I $2,000 

Any age and have a mechanical or infectious brain 
injury including one vascular in origin that is sustained 
by the person prior to attaining age 22. Not including 
alcoholism, Alzheimer's disease or a like irreversible 
dementia. 
Age 21 to 64 with a traumatic or non-traumatic brain 
injury that has occurred since birth caused by an 
external physical force or by a metabolic disorder; not 
including congenital or birth trauma related injury :and 
a specified score range on one or more standard 
assessments. 

Source: Rutgers University, Center for State Health Policy, 2008. 

Abbreviations used 

300% of federal SSI - Is three times the amount ofSupplemental Security Income paid by the federal government to eligible 
individuals. In 2008, this is $1.,911 (federal SSI is $637). . 

SSI - the actual amount of SSI varies from state to state because the state may make supplemental payment in addition to the 
federal portion. There may also be variations within a state as the supplemental payment may differ with the type of setting of 
the individual. 

FPL - In 2008, it is $866.66/month for a single person in all states except Hawaii and Alaska. 75% ofthe Federal Poverty 
Level (FPL) is $650. 

MN - Medically Needy is an optional eligibility group that a state may elect to cover in its Medicaid State plan. However, 
even if a state covers this group for some services, they are eligible for waiver services in a state if specified in the state's 
waiver. Medically Needy individual's a have incomes too high to qualify for Medicaid. This option allows them to "spend 
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down" to Medicaid eligibility limits by payililg for medical care. The exact amount to which they need to spend down varies 
by state. 
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Waiver Services 

The Social Security Act lists seven specific services that may be provided under a 
home and community-based services waiver: case management, homemaker services, 
home health aid services, personal care services, adult day health, habilitation, and respite 
care. In addition, states may apply for permission to provide other optional services 
above and beyond the services provided in the Medicaid state plan.48 The state requests 
and defines the services it plans to provide on its waiver application. 

The services that each of the states covers in its brain injury waiver were 
categorized, for the most part, according to a set of categories and definitions used in a 
report examining waiver services targeted to support individuals with intellectual and 
developmental disabilities.49 These service categories are: 

• Case Management/Service Coordination 
• Supports ofParticipant Direction (Support Broker) 
• In-Home Services 
• Person-Directed Goods and Services 
• Equipment/Supplies 
• Vehicle RepairlModificatioIi 
• Respite 
• Clinical Services 
• Day Supports 
• Environmental Accessibility Adaptations 
• Health Related 
• Financial Management Services 
• Supported Employment 
• Family and Caregiver Training 
• Transportation 

• Other 

In order to not to over use the "other" category for the services developed and 
targeted to the needs of individuals with brain injuries, four additional categories were 
created for this report, in order to better quantifY and describe offered services and they 
included: 

• Residential 

48 Section 1915 of the Social Security Act available at 
http://www.ssa.gov/OP_Home/ssactititleI9/1915.htm 

49 Smith, G.; Agosta, J.; Fortune, J. and OKeeffe, J., Gauging the Use ofHCBS Supports Waivers for 
People with Intellectual and Developmental Disabilities: Final Project Report, April 2007 available at: 

http://aspe.hhs.gov/daltcp/reports/2007/gaugingfr-appendA.htm 
Using the same service categories make it easier to compare the descriptions ofservices in the different 

reports: 
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•	 Night Supervision 
•	 Substance Abuse 
•	 Behavioral Services 

Table 10 (see page 31) indicates the specific categories of services included in 
each state's waiver. The Appendix "States Profiles," contains more detailed information 
about the specific services that are included in the each state's waiver. 

Case Management is intake, assessment, service planning, and on going 
monitoring of individuals applying for, or enrolled in, the waiver.5o All of the states 
surveyed provide case management. In all but four of the states, it is a waiver service. In 
these four states, it is a service available either through the State plan5

! or included as a 
speci'fi d Ie	 f h' . 52component part 0 t e waIver servIce . 

Supports of Participant Direction is assistance to individuals/families that use 
conslimer-directed services. Such assistance may include the development of the person
centered plan, managing individual budgets, recruiting workers, and accessing generic 
services and supportS.53 This service was reported available in only three states. It is a 
waiver service in only one of the three states, where it replaces case management ifthe 
individual chooses to utilize consumer-directed services.54 The other two states reported 
that this service is required if the waiver participant chooses to Use consumer-directed 

•	 55servIces. 

In-Home Services include personal care/assistance, chore services, companion 
services, and homemaker services.56 These services are available in all states except for 
twO.57 We have chosen to expand the defmition ofthis category to include other waiver 
services that may be provided in an individual's home and other settings, for example a 
workplace or a provider's office. Examples of these services are: 

•	 Behavioral programming 
•	 Community Integration Counseling Service and Personal Adjustment Counseling 

and Training, a counseling service provided to a waiver participant who is coping 
with altered abilities and skills, the need to revise long term expectations, and 
changed roles in relation to significant others. 

•	 Crisis Response Services which may also include training to staff related to the 
needs of the individual and/or emergency back-up staff to assist during the crisis. 

50 Smith et al.
 
51 lllinois, Kansas, and Massachusetts.
 
52 Nebraska offers one Waiver service, Assisted Living.
 
53 Smith et al.
 
54 Kentucky
 
55 Iowa and Utah.
 
56 Smith et al.
 
57 Nebraska offers one Waiver service (Assisted Living) which specifically includes personal care and other
 
services related to homemaker or chore services. North Dakota, which no longer operates a separate brain
 
injury Waiver, included a service (Residential Care) that provided the essential elements ofIn-Home
 
Services as major components.
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•	 Family Counseling and Training as well as Family Assistance and Supports 
•	 Home delivered meals 
•	 Independent Living Skills Training and Transitional Living Skills 
•	 Interim Medical Monitoring and Treatment 
•	 Residential habilitation 
•	 Respite care 
•	 Supported living, individual support services, community support services, and 

home and community support services. These services are provided to waiver 
participants able to live independently or semi-independently in the community if 
provided services and supports to meet their needs. These include assistance in 
daily living skills, instrumental activities ofdaily living, use of community 
resources, community safety, and social skills. These may also include 
coaching/cueing services for consumers needing minimal or no "hands on" 
assistance. 

•	 Therapy such as: occupational therapy, physical therapy, speech-language 
therapy, behavioral therapy, cognitive therapy, and drug and alcohol therapy 

Person-Directed Goods and Services permit waiver participants to purchase 
goods and services that are not specifically covered in a waiver but contribute to meeting 
the person's needs for assistance.58 Services provided in this manner may also be 
referred to as "Cash and Counseling.,,59 Fourteen states provide at least one element of 
this service for participants in their brain injury waiver. Eleven provide this as a waiver 
service60 and three permit participants to use consumer-directed options as included in the 
state plan.61 These last three states were among the initial participants in the Cash and 
Counseling Demonstration and Evaluation.62 As such, they may be expected to have 
more robust options available in their service system for all Medicaid beneficiaries, not 
just waiver participants. Six more of the states that cover these services in their brain 
injury waiver are expansion states in Cash and Counseling.63 

Equipment/Supplies including but not limited to adaptive equipment, 
augmentative communication devices, control switches, chairs and other mobility aids, 
and personal emergency response systems (PERS).64 Nineteen states have specific 
waiver services that meet this defmition. Two states cover items that meet this defmition 
as part ofEnvironmental Accessibility Adaptations but do not specifically include one or 
more waiver services, such as adaptive equipment or PERS that are clearly in this 
category.65 The two remaining states66 that do not provide this service cover a very 

58 Smith et al. 
59 http://www.cashandcounseling.orglabout 
60 Connecticut, Iowa, Illinois, Kansas, Kentucky, Minnesota, New Hampshire, Pennsylvania, South 
Carolina, Utah and Wisconsin 
61 Florida, New Jersey and New York (which did not complete the demonstration) 
62 Florida, New Jersey and New York (which did not complete the demonstration) 
http://www.cashandcounseling.org/resources/20051205
134040/CDocumentsandSettingsVITALEBDesktopcclibDeterminingPreferenceSurveyResults.pdf 
63 http://www.cashandcounseling.org/about/participating_states 
64 Smith et al. 
65 Kentucky and New Jersey 
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limited number of services, primarily in a residential setting, to a small number of 
individuals. 

Executive function deficits are common and associated with damage to the frontal 
lobes of the brain. These impairments can have marked impact on a person's ability to 
initiate, plan, organize, and complete everyday and higher-level tasks related to activities 
ofdaily living and to work tasks. They may hinder the person's ability to follow-through 
with suggestions and to use compensatory strategies.67 Providing flexibility in the types 
of equipment that can be purchased can be beneficial in assisting an individual to 
compensate for these functional deficits and at the same time help the persons to be self
reliant. A wide variety of "off the shelf' electronic equipment, specialized equipment, 
adaptive aids, as well as web-based applications and computer software, is available to 
assist individuals. 

Vehicle RepairlModiflcation provides for alterations to a vehicle to 
accommodate a person with a physical disability.68 Either eleven states cover this as a 
waiver service either explicitly or as an option that can be covered through 
Environmental Modifications.69 . 

Respite is relief to a person's primary caregiver and is provided in 18 states as a 
distinct service. 70 As noted above, three states, the two previously noted,?! and a third72 

provide a very limited number of services, primarily in residential settings staffed by paid 
shift workers, where respite would not be an expected or appropriate service. Another 
state's waiver has a strong rehabilitation focus and provides the supportive services an 
individual needs to become independent; 73 the focus of respite is on the caregiver, so it is 
not surprising that it is not a covered service in this waiver. One state that offers a wide 
array of waiver services and does not offer respite as a distinct service does provide 
"companion care" for up to 6 hours/day of supervision and assistance as relief for 
caregivers.74 

Clinical Services include physical therapy, occupational therapy, behavioral 
interventions, speech and language services, and similar services performed by 
credentialed professionals.75 These services are included in 18 states as a waiver service. 
Of the five states not offering clinical services, one state provides these services through 
the state plan with few limitations, as long as the individual is making progress towards 

66 Maryland and Nebraska 
67 http://vesid33.nysed.gov/publications/briefs/braininjury/#What%20is%20the%20Impact 
68 Smith et al. 
69 Connecticut, Iowa, Indiana, Minnesota, New Hampshire, New Jersey, New York, Pennsylvania, South 
Carolina, Wisconsin and Wyoming 
70 Smith et al. 
71 Maryland and Nebraska 
72 North Dakota 
73 Kansas 
74 Florida 
75 Smith et al. 
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goals. 76 Another also uses its state plan for these services despite there being issues with 
the state plan limits on scope and duration of services. 77 Finally, three states provide 
residential service as a component the primary waiver service but do not consider 
residential services as a distinct waiver service.78 

For the purposes ofthis report, we also included additional therapies provided by 
professional specialists. Cognitive, physical, emotional, and behavioral impairments may 
follow brain injury. Physical, motor, and basic sensory functions can be affected. 
Individuals with brain injury may also have subtle to significant impairments in their 
perception, language, attention, concentration, information processing, learning, and/or 
memory.79 In addition to the basic clinical services noted above, we expanded the 
definition to include additional specialized services (cognitive therapy, psychological and 
other counseling, other specialty services and crisis response) that are needed to 
rehabilitate and provide on-going support to many individuals with a brain injury. 

Thirteen states provide one or more of these services as a defmed waiver service: 
cognitive therapy is provided by eight states80, psychological and other counseling is 
provided by six states,81 other specialty therapy is provided by two states,82 and crisis 

83response is offered by one state. The individual state profiles provide information about 
the specific services covered and whether they are unique waiver services or extended 
state plan services. 

Day Supports are services furnished outside the person's residence in facility
based settings such as day habilitation centers or in the community to promote 
community inclusion (e.g., community participation).84 Eighteen states provide this 
service,85 and one state includes day service in its definition of specialized assisted 
living.86 Supported employment is a separate category and was, therefore excluded from 
this category. Pre-vocational service is, however, included in this category and is 
provided by seven states.87 One state provides day supports as a component of crisis 
service.88 

Environmental Accessibility Adaptations are home modifications to 
accommodate physical disabilities (e.g., ramps, bathroom modifications, and others). 
Nineteen states provide this service. The three states that provide residential service as 

76 Iowa 
77 Utah 
78 Maryland, Nebraska and North Dakota provide primarily residential service. 
79 http://vesid33.nysed.gov/publications/briefslbraininjury/#What'l1020is%20the%20Impact 
80 Colorado, Connecticut, TIlinois, Kansas, Minnesota, New Jersey, Pennsylvania and Wyoming 
81 Florida, New Jersey, New York, Pennsylvania, South Carolina and Wisconsin 
82 New Hampshire and Vermont 
83 New Hampshire 
84 Smith et al. 
85 the exceptions being Connecticut, Florida and North Dakota 
86 Nebraska 
87 Iowa, TIlinois, Minnesota, Pennsylvania, South Carolina, Wisconsin and Wyoming 
88 Vermont 
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the sole or primary waiver service89 do not provide these modifications because the 
residential setting is expected to be accessible. Only one state provides a broad array of 
waiver services does not cover this service.90 

Health-Related Services are ''typically skilled nursing services.',91 These 
services are provided as waiver services in seven states.92 These services are also 
included by one additional state in its defmition of specialized assisted living.93 

For the purposes ofthis report, the definition ofhealth-related services was 
expanded to reflect additional ways states are meeting the specialized needs of 
individuals with brain injury. One state that provides nursing services also provides 
health education for individuals using consumer-directed care as a waiver service.94 

Another state provides Interim Medical Monitoring and Treatment; which it defines as 
monitoring and treatment ofa medical nature, requiring specially trained caregivers 
beyond those normally available in a day care setting for persons age 20 and under.95 

One state provides limited oral health services not available through its state plan.96 One 
state provides both crisis response services and specialty services for participants whose 
medical, behavioral, therapeutic, health and personal well being require these specialized 
services for the unique conditions and aspects of acquired brain disorders.97 

Financial Management Services are those that support individuals who directly 
hire their own workers and/or manage an individual budget.98 These services include 
payroll, accounting, hiring, training in employer skills, and similar activities that 
individuals exercising the consumer-directed services ofstion need to perform. Only three 
states provide these services as part of waiver services. 9 Four additional states make 
these services available to individuals who choose consumer direction, but it is not 
considered a waiver service. 100 One ofthese latter four states requires that financial 
management service be used if an individual elects to use consumer-directed services. 101 

Supported Employment is a service to assist individuals to secure regular 
community jobs and support their on-going employment. It is offered by waivers in 16 
states. 102 

89 Maryland, Nebraska and North Dakota 
90 Utah 
91 Smith et al. 
92 Idaho, Illinois, Indiana, Pennsylvania, South Carolina, Wisconsin and Wyoming 
93 Nebraska 
94 South Carolina 
95 Iowa 
96 Kansas 
97 New Hampshire 
98 Smith et al. 
99 Connecticut, New Hampshire and Wisconsin 
100 Iowa, Kansas, New Jersey and Utah 
101 Iowa 
102 Connecticut, Idaho, Illinois, Indiana, Iowa, Kentucky, Maryland, Massachusetts, Minnesota, New 
Hampshire, Pennsylvania, South Carolina, Utah, Vermont, Wisconsin and Wyoming 
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Family and Caregiver Training includes services that teach family members 
and/or caregivers to perform activities that address one or more dimensions of a person's 
disability.l03 Rather than limit the definition to training, we have expanded it to include 
counseling, therapy, and treatment involving the family and/or caregiver as well as the 
individual. Twelve states provide one or more services that have at least one ofthese 
elements.104 One of these states specifically includes substance abuse treatment 
services,105 two ofthese states specifically include services of a dietician,106 and three of 
these states specifically include family training as part of the behavioral programming 
service.107 

Transportation to community activities and/or other waiver services is a service 
offered by 12 states,108 and another state specifically includes transportation in the single 
broadly defined waiver service that it provides.109 

The following service categories were created for this report: 

Residential Services are services that provide the individual with a place to live 
as well as some, or all, ofthe supports needed by the individual. This is one additional 
category developed for this paper. Fifteen states make some type ofresidential service 
available to waiver participants.llo Federal matching funds may only be used to make 
deposits on residences and for services within the living setting, but not for room and 
board. These services include 24-hour support and assistance from a licensed or 
otherwise approved, provider. Examples of residential services are: 

•	 Assisted Living, Assisted Living Plus and Specialized Assisted Living 
•	 Habilitation and Support as well as Residential Habilitation 
•	 Residential Care Facility, Residential Care Services, Residential Care 
•	 Supportive Living, Supported Community Living, Community Residential. 

Services, Personal Care Services and Community Living Supports 
•	 Transitional Living - designed to be a short-term service to prepare an individual 

for more independent living. 
Note: In some cases, these services may also be provided to individuals 
living with family or in a home of their own. 

These services are provided in several different settings as detailed below. 

103 Smith et al.
 
104 Colorado, Connecticut, Florida, Idaho, Iowa, Kentucky, Massachusetts, Minnesota, New York,
 
Pennsylvania, Utah and Wyoming
 
105 Colorado
 
106 Pennsylvania and Wyoming
 
107 Connecticut, Florida and New York
 
108 Colorado, Connecticut, Idaho, Iowa, Massachusetts, Minnesota, New Jersey, New York, Pennsylvania,
 
South Carolina, Utah and Wisconsin
 
109 Nebraska
 
llO Colorado, Connecticut, Iowa, Kentucky, Maryland, Massachusetts, Minnesota, Nebraska, New
 
Hampshire, New Jersey, North Dakota, Pennsylvania, Utah, Wisconsin, Wyoming
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Table 9: Residential Service Settings 

T) pc of Setting Number of States 

Residential Care Facility 3 
Assisted Living Facility (may be 
specialized for individuals with a brain 
injury) 2 

Group Home, or other small home with 
paid staff 5 
Foster Care 4 
Unspecified Congregate Facility 6 

Note: Totals to more than 15 because some states offer services in more 
than one type of setting 
Source: Rutgers University, Center for State Health Policy, 2008. 

Night Supervision services provide physical assistance and/or supervision during 
normal sleeping hours in the individual's place ofresidence. Typically, this service 
includes: physical assistance or supervision with toileting, transferring, turning, feeding 
of liquids, mobility; and prompting and reminding ofmedication when the individual's 
mobility, memory and cognition is affected by the brain injury, These services are 
provided in eight states. In four ofthese states, the service is referred to as either night 
supervision or sleep cycle support, III In the other four states, the service is part ofa 

' 1" rt' 112broader communIty Ivmg suppo servIce. 

Other states that did not specifically report providing this service provide similar 
in-home supports for waiver participants, Additionally, one state reported that night 
supervision was not billable by providers of residential service because it was expected 
that providers would deliver essentially the same service whenever it was required by the 
resident(s),113 We believe it is reasonable to consider it likely that this service is more 
widely available than reported. 

Substance Abuse Services assist the individual in building skills to resist alcohol 
and drug use, to replace alcohol and/or drug-using activities with constructive and 
rewarding non-alcohol and non-drug-using activities, and to address associated problems. 
The incidence of substance abuse among individuals who survived a traumatic brain 
injury is high. It is estimated that over half of the individuals who sustained a traumatic 
brain injury were substance abusers prior to the injury, and that from 25% to 50% 

, b I h I ft h'" 114contmue to a use a co 0 a er t err lIlJury. 

III Kansas, Minnesota, New Jersey and Pennsylvania 
112 Connecticut, Iowa, Utah and Vermont 
Il3 New Jersey 
114 Katz, R, "Substance Abuse In TBI Survivors" available at 
http://www.tbihelp.orgisubstance_abusejn_tbLhtm 
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These services are available as waiver services in seven states I 15 and are either a 
stand-alone service specifically for substance abuse or part of a broader counseling 
service. One state reported that substance abuse services are available to waiver 
participants through its mental health system. 116 

Behavioral Services assist the individual to change behavior, replacing 
maladaptive, badly adjusted, or self-destructing behaviors by learning new, more 
appropriate behaviors. A brain injury can modify an individual's emotional behavior and 
behavior patterns. Emotional changes may include depression, anxiety, and problems 
with substance abuse. Behavioral problems include difficulties with emotional control 
and problems with controlling anger and aggression. ll7 Behavioral issues often are the 
greatest challenge faced by family and other persons involved with an individual 
sustaining a brain injury. Individuals with brain injury are effectively served by 
providers that are aware of or sensitive to the unique issues faced by the individual with a 
brain injury. If the provider is not aware ofthe unique issues, there is an increased 
chance that the relation between the brain in~ury and the behavior will become blurred, 
disregarded, or sometimes completely lost. I 8 

Sixteen states provide behavioral services as a distinct waiver service, and two 
states119 provide behavior services as a defmed part of their residential service. Although 
five states do not provide a discrete service labeled "behavioral," they each offer broad 
services such as residential care, habilitation, or support services that may be expected to 

'd	 b h e . 1. t' 120provl e aVlOra mterven IOns. 

Other - Eleven states offer one or more ofthe services described briefly below. 

•	 Adaptive Health and Wellness - membership in a "health studio" to follow an . 
exercise regimen ordered by a physician and designed by a physical therapist.121 

•	 Community Integration Services and related trainin§ enable the consumer to 
plan for and engage in meaningful adult activities. 12 

•	 Community Transition - one-time costs to relocate from an institution to the 
community or to obtain the individual's first community home is offered in four 
states.123 

•	 Home delivered meals are available to waiver participants in four states.124 

•	 Independent Living Skills Therapies - art, music and recreation therapiesl25 

•	 Interpreter servicel26 

115 Colorado, Florida, Kansas, Kentucky, Massachusetts, New Jersey, and New York 
116 Connecticut 
117 http://vesid33.nysed.gov/publications/briefs/braininjury/#Whaf'1020is%20the%20Impact 
118 http://www.nashia.org/issues/neurobehaviora1.htrnl 
119 Maryland and Nebraska 
120 Massachusetts, North Dakota, Utah, Wisconsin and Wyoming 
121 Florida 
122 Pennsylvania 
123 Minnesota, New York Pennsylvania and Wisconsin 
124 Illinois, Indiana, Minnesota and Wisconsin 
125 Minnesota 

29 



•	 Mental Health, including Psychological Testing127 

•	 Prescribed drugs beyond state plan limits. 128 

•	 Specialized Assisted Living - with service components of: adult day care, escort 
services, essential shopping, health maintenance activities, housekeeping 
activities, laundry services, meal service, medication assistance, personal care 
services, transportation services, behavioral services.129 

•	 Training or education services that help the waiver participant re-learn or regain 
skills and knowledge that were lost due to the brain injury, or assist in acquiring 
new skills to compensate for lost skill(s), are available in three statesyo 

•	 Transitional living designed to assist an individual move from a congregate or 
institutional setting to hislher own home.13l 

126 Massachusetts 
127 Minnesota 
128 South Carolina 
129 Nebraska 
130 Florida, Pennsylvania and Wisconsin 
131 North Dakota 
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Table 10: Services Covered as Waiver Services 

I X ! 1 I X 1 4 I X !XIXIX!Xlxlx!xlxl X 

I I I I 2 
X X X X X X X X X X I X I X ! X 

Case Management I X I X IXIXIXIXIXI 1 I X 
Supports of Participant Direction 
(Support Broker) 1,2 X3 
In-Home Services X X X X X X X X X 
Person-Directed Goods and 
Services X 1 X X X X 
Equipment/Supplies X X X X X X X X 
Vehicle Repair/Modification X X X 
Respite X X X X X X X 
Clinical Services X X X 1 X X X X X 
Day Supports X X X X X X 
Environmental Accessibility 
Adaptations X X X X X XX X X 
Health Related X X X X X 
Financial Management Services X 1,2 1 
Supported Employment X X X XX X 
Family and Caregiver Training X X XX X X 
Transportation X XXX 
Residential XX X X 
Night Supervision X XX 
Substance Abuse X XX X1 
Behavioral Services XX X X X XX X X 
Other XXX 

X X 1 1 X X X 
X X X X X X X X 

X X X X X X 
X X X X X X X X X , 

, X X X X X X X X 
X X X 4 X X X X X X X 

, 

X 

X 

X X X XX X X X X I X 
4 X X X X I X 

1 1 2 X 
X X X XX X X X I X 

XX X XX Ix 
X 4 X XX X X XX 

X X X4 1 X X X X I X 
X X X XX 

X X X 
X X4 X xl I X ! X I Ix 

X X X X xlxlxl I IX 

Note: See State profile for specific services. State plan services may provide a service not specifically indicated. 
1 - Service is available to Waiver participants, but not as a specific Waiver service. 
2 - Service is required if the individual is using consumer-directed services. 
3 - Replaces case management ifthe individual is using consumer-directed services. 
4 - The service is specifically delineated in the definition ofAssisted Living. 

Source: Rutgers University, Center for State Health Policy, 2008. 

X 
X X 

X X 
X X 

X X 
X X 
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Other Considerations 

Focus ofthe Waiver 
Medicaid waivers providing Home and Community-Based Services are generally 

considered part ofthe long-term care service system. In most states, the waiver for 
individuals with brain injury can also be characterized in this fashion. Individuals are 
provided with services that support them in a community-based living arrangement, and 
they continue to receive services for as long as they are needed. 

Five states have structured their waiver services in another way: they focus 
primarily on rehabilitation.132 Rather than provide supports designed to meet the long
term care needs ofthose individuals in the waiver, the services provided are designed to 
provide rehabilitation and community reintegration, as well as to provide the other 
supports needed to reside in a community-based living arrangement. 

These "rehabilitation" waivers may have level of care requirements that are more 
stringent than nursing facility, including specialized nursing facility, hospital, 
rehabilitation hospital, or intermediate care facility. There may also be additional 
requirements that: 

•	 the brain injury be relatively recent; 
•	 the individual requires goal-oriented therapy with medical management; 
•	 the individual requires and benefits from specialized rehabilitation services; 
•	 significant supervision and structure is necessary to manage the individual; 
•	 there is a prognosis for continued functional improvement; 
•	 there is potential for rehabilitation and reintegration into the community; 
•	 progress must be demonstrated in the annual review; 
•	 an administrative review be conducted when an individual is in the waiver for a 

specified number ofyears; and, 
•	 the individual demonstrates benefit from the program from which he/she is 

referred. 

Kentucky submitted a long-term care waiver to CMS for individuals with brain 
injury. CMS approval had not been received at the time of contact with the state. 
Vermont's waiver had a very strong rehabilitation focus, but not all ofthe individuals 
initially enrolled had made the progress that they needed to be successfully discharged 
from the waiver. Accordingly, there was a long-term services option for these 
individuals. 

Cost Effectiveness 

132 Colorado, Iowa, Kansas, Kentucky and Vermont 
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Providing home and community-based services (HCBS) to individuals with brain 
injury is less expensive than providing services in nursing homes, hospitals, and similar 
institutions. Data including institutional costs were available from 17 ofthe surveyed 
states: only waiver data were available from the remaining states. In these 17 states 
alone, a total of almost $273 million was saved annually by providing home and 
community-based services when compared to the institutional cost of services for the 
same number of individuals. On average, $30,000 per person was saved. 

Table 11 shows the state data for home and community-based services and 
institutional services costs, as well as the number of individuals who received services in 
that year. Data from the most recent waiver year available was used. Typically, this was 
2006, but in a few cases it was an earlier year (indicated with a note). Institutional cost 
data was not available for every state. 

In waiver applications, a state must demonstrate that the estimated cost ofHCBS 
under the waiver will not exceed the estimated cost ofproviding institutional services. 
Two terms are used in the waiver application that states must submit, as well as in annual 
reports that are required for waivers. "Factor D" is the total cost ofwaiver services 
provided during the year, divided by the number of individuals who received waiver 
services in that year. "Factor G" is the average per person cost of services in the 
institution(s) used for the waiver's level of care. 

As indicated in Table 11, states experience cost savings with HCBS, as these 
costs are lower than the cost of institutional services. 
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Table 11: Cost-Effectiveness of Brain Injury Waivers 

State 

Factor D 
Per Capita 

Cost 
HCBS 

Factor G 
Per Capita 

Cost 
Institution 

Dift~rence 

Facwr G & 
Factor D 

Lnduplicatcd 
Participanb 

Total 
S,l\ ing" 

Colorado $30,811 $58,556 $27,745 293 $8,129,172 

Connecticut (1) $74,683 $117,588 $42,905 344 $14,759,261 

Florida $20,860 $32,521 $11,661 283 . $3,300,033 

Idaho $59,660 nr 19 
Illinois $11,814 $20,008 $8,194 3,601 $29,507,582 

Indiana $25,884 $39,322 $13,438 131 $1,760,424 

Iowa $13,192 nr 825 

Kansas $23,379 $61,603 $38,224 269 $10,282,136 

Kentucky (2) $66,659 nr 98 
Maryland (l) $64,753 $171,710 $106,957 23 $2,460,009 

Massachusetts $54,265 nr 90 
Minnesota (l) $50,266 $105,052 $54,786 1372 $75,166,045 

Nebraska $28,202 $67,058 $38,856 26 $1,010,261 

New Hampshire (3) $82;223 $118,346 $36,123 119 $4,298,637 

New Jersey $66,575 $83,727 $17,152 276 $4,733,855 

New York $40,465 $71,297 $30,832 1953 $60,213;921 

North Dakota $27,496 nr 29 

Pennsylvania (2) $45,380 $125,587 $80,207 285 $22,858,995 

South Carolina (l ) $24,642 $40,586 $15,944 497 $7,924,114 

Utah $22,848 $29,916 $7,068 91 $643,215 

Vermont(3) $53,719 $160,600 $106,881 51 $5,450,931 

Wisconsin $60,165 nr 334 

Wyoming $28,766 $175,715 $146,949 137 $20,132,077 

Total Savings $272,630,668 

Notes: 
(1) state uses 2 or more institutions 

(2) 2005 data 
(3) 2004 data 

"nr" indicates no response. Factor G data not reported, state data 
.nr provided was in a form other than a complete CMS 372 report 

Source: Rutgers University, Center for State Health Policy, 2008 

I 
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Conclusions 

Medicaid waivers targeted to individuals with brain injuries operate in half of the 
states and are small when compared to waivers targeting other groups. These waivers 
provide significant cost savings, on average $30,000 annually per person, when compared 
to institutional facility-based services. 

A state's experience and policies for its other waivers, especially fmancial eligibility, 
will set the parameters within which a waiver for individuals with brain injuries will 
operate. State officials, advocates, and others considering whether to pursue a new 
waiver or modifying an existing waiver may benefit from the experiences ofother states 
by examining and considering the waivers described in this paper in order to make 
decisions about four key areas: 

•	 What age range and how many persons will be included in the waiver? 
•	 What services will be included and what costs may be expected? Will the waiver 

have a long-term care focus, a rehabilitation focus, or both? Will the cause of the 
brain injury (e.g. traumatic or acquired) be a determining factor in an individual's 
eligibility for the waiver? 

•	 What institution will be used to determine the level of care? Will more than one 
be used? 

•	 What providers will be enrolled and how will case management be done? 

These waivers have been successful both programmatically and fmancially. In 
addition to cost savings, these waivers have provided other significant benefits. The 
existence ofthese waivers supports the growth of community non-profit brain injury 
agencies. There is clear evidence ofthe desirability ofhome and community-based 
services among those directly affected by brain injury: there has been growth of these 
waivers that has resulted in a doubling of the number ofpersons served over five years; 
and, there is a visible role played by advocates in encouraging states to develop these 
waivers. These waivers, over time, have contributed to states' efforts to create and grow 
an in-state service capacity to provide services to individuals with brain injuries. 
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Terminology/Glossary 

The following frequently used tenns in this report may not be familiar to every reader. 

Acquired Brain Injury - According to The Brain Injury Association ofAmerica 
(BlAA), acquired brain injury is an injury to the brain which is not hereditary, congenital, 
degenerative, or induced prior to birth or by birth trauma.133 An acquired brain injury 
may result in mild, moderate, or severe impainnents in one or more areas, including 
cognition; speech-language communication; memory; attention and concentration; 
reasoning; abstract thinking; physical functions; psychosocial behavior; and infonnation 
processing.134 

This definition does not exclude traumatic brain injuries. 

Birth trauma - refers to a physical injury to the infant that occurred during the birth 
process. 

Centers for Medicare and Medicaid Services (CMS) - The federal agency, within the 
Department of Health and Human services, that administers the Medicare and Medicaid 
programs; it also administers the State Children's Health Insurance Program. It was 
initially established as the Health Care Financing Administration.135 

Cost neutral (or cost neutrality) - When the average per capita expenditure by the State 
in any fiscal year for medical assistance provided under a Waiver to Waiver participants 
does not exceed 100 percent ofthe average per capita expenditure that the State 
reasonably estimates would have been made in that fiscal year for expenditures under the 
State plan for these individuals ifthe Waiver had not been grantedY A state uses 
estimates ofthese service costs when applying for a Waiver. Once a state is operating a 
federally approved Waiver, actual costs are used. 

Developmental Disability - according to the Developmental Disabilities Assistance and 
Bill of Rights Act of2000, the tenn "developmental disability" means a severe, chronic 
disability of an individual that is attributable to a mental or physical impainnent or 
combination ofmental and physical impainnents; is manifested before the individual 
attains age 22; is likely to continue indefinitely; results in substantial functional 
limitations in 3 or more of the following areas ofmajor life activity: self-care, receptive 
and expressive language, learning, mobility, self-direction, capacity for independent 
living and economic self-sufficiency; and reflects the individual's need for a combination 
and sequence of special, interdisciplinary, or generic services, individualized supports, or 

133 http://www.biausa.org/education.htm#causes
 
134 http://www.biausa.orgIPages/types_oCbrain_injury.html#aquired
 
135 http://www.hhs.gov/about/whatwedo.html/
 
136 Social Security Act, Section 1915(c) (2) (D)
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other forms of assistance that are of lifelong or extended duration and are individually 
planned and coordinated. 137 

Federal Poverty Level - The commonly used term for the federal Health and Human 
Services Poverty Guideline. The poverty guidelines are a federal poverty measure issued 
each year by the Department ofHealth and Human Services (HHS). The guidelines 
derived from more detailed "poverty thresholds." The guidelines are used for 
administrative purposes, for instance, determining financial eligibility for certain federal 
programs. 

The poverty guidelines are designated by the year in which they are issued; the 
guidelines issued in January 2008 are designated the 2008 poverty guidelines. However, 
the 2008 I-ll-IS poverty guidelines only reflect price changes through calendar year 2007 
as measured by the Consumer Price Index.138 The 2008 poverty guideline for a one
member household is $10,400 in all states except Alaska and Hawaii where it is higher.139 

Medicaid 1915(c) Home and Community-Based Services (HeBS) Waiver - these are 
frequently referred to as an HCBS Waiver, a Medicaid Waiver, or just Waiver. 
According to the federal Department ofHealth and Human Services,140 states may offer a 
variety of services to consumers under an HeBS Waiver program with no limit on the 
number of services that can be provided. A combination oftraditional medical services 
as well as non-medical services (i.e. respite, case management, environmental 
modifications) is permitted. Similarly, states may determine the maximum number of . 
individuals that will be served in a HCBS Waiver program. 

Spinal Cord Injury - According to the National Sp-inal Cord Injury Association, sp-inal 
cord injury (SCI) is damage to the spinal cord that results in a loss of function such as 
mobility or feeling. In addition, individuals with SCI also experience other changes such 
as; bowel and bladder dysfunction; in the case of very high neck injuries, loss of many 
involuntary functions including the ability to breath~ necessitating breathing aids such as 
mechanical ventilators or diaphragmatic pacemakers; low blood pressure; inability to 
regulate blood pressure effectively; reduced control of body temperature; inability to 
sweat below the level of injury; and chronic pain. 

The spinal cord is the major bundle ofnerves that carries nerve impulses to and 
from the brain to the rest ofthe body. It is surrounded by rings of bone called vertebra. 
These bones constitute the spinal column (back bones) and neck. In general, the higher 
in the spinal column the injury occurs, the more dysfunction a person will experience. 

Frequent causes of damage are trauma (car accident, gunshot, falls, etc.) or 
disease (polio, spina bifida, Friedreich's Ataxia, etc.). The spinal cord does not have to 
be severed in order for an individual to experience loss of functioning; most ofthe time 

137 114 STAT. 1684 Public Law 106-402 
138 http://aspe.hhs.gov/poverty/08poverty.shtml 
139 Federal Register, V'll. 73, No. 15, January 23, 2Q08, pp. 3971-3972 
140 http://www.cms.hhs.govJMedicaidStWaivProgDemoPGJJOS_HCBSWaivers-Section191S(c).asp 
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the spinal cord is intact, but damaged. SCI is very different from back injuries such as 
ruptured disks, spinal stenosis or pinched nerves. 

It is possible for an individual to "break their back or neck" yet not sustain a 
spinal cord injury. This would occur when only the hones around the spinal cord (the 
vertebrae) are damaged, but the spinal cord is not affected. In these situations, the 
individual may not experience paralysis after the bones are stabilized.141 

Stroke (also referred to as cerebrovascular accident or CVA) - According to the National 
Stroke Organization, 142 there are two types of stroke: 

•	 Ischemic stroke - blocked arteries resulting from blood clots or by the gradual 
build-up ofplaque and other fatty deposits and 

•	 Hemorrhagic stroke - a blood vessel in the brain breaks, leaking blood into the 
brain. 

When an individual has a stroke,. brain cells begin to die and brain damage occurs. 
Where the stroke occurs in the brain and how serious the brain damage is determine what 
abilities (such as speech, movement and memory) are lost and how serious the loss is. 

Supplemental Security Income (SSI) - a federal program that gives monthly cash 
payments to people who are age 65 or older or are blind or have a disability and who also 
have low income and few resources. The Social Security Administration runs the SSI 
program deciding who is eligible, making payments and keeping a master record of 
recipients. Even though Social Security runs the program, SSI is not Social Security; it is 
not fmanced by Social Security trust funds. 

In 2008-, the highest federal SSI payment is $637 a month for a person and $-956 a 
month for a couple. States may add money to the federal SSI payments and may change 
the payment amounts based on where and with whom people live. States can let the 
federal government manage the state supplement and pay the costs. In these states, 
individuals apply at a Social Security office. Or, a state may manage its own supplement. 
In states that manage the supplement, individuals must apply to the state for the 
supplement. States managing their own supplement are: Alabama, Alaska, Arizona, 
Colorado, Connecticut, Florida, Idaho, Illinois, Indiana, Kentucky, Louisiana, Maine, 
Maryland, Minnesota, Missouri, Nebraska, New Hampshire, New Mexico, North 
Carolina, North Dakota, Ohio, Oklahoma, Oregon, South Carolina, South Dakota, Texas, 
Virginia, Washington, Wisconsin and Wyoming.143 

Traumatic Brain Injury - According to the Centers for Disease Control, a traumatic 
brain injury is an injury to the head that is documented in a medical record, with one or 
more of the following conditions attributed to head injury: 

•	 observed or self-reported decreased level of consciousness, 

•	 amnesia, 

141http-://www.spinalcord.org/news.php?dep=17&page=94&list=119Q. 
142 http://www.stroke.org/sitelDocServer/STROKE_101]act_Sheet.pdf?docID=4541 
143 http://www.socialsecurity.gov/pubs/llOI5.htmlandFederaIRegister.Vol.73.No. 15, January 23, 
2008,pp.3971-3972 
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• skull fracture,
 
• objective neurological or neuropsychological abnonnality,
 
.. diagnosed intracraniallesiDn144
 

The BIAA defines a traumatic brain injury (TBI) as an insult to the brain, not of a 
degenerative or congenital nature but caused by an external physical force, that may 
produce a diminished 9r altered state of consciousness, which results in an impainnent of 
cognitive abilities or physical functioning. It can also result in the disturbance of 
behavioral or emotional functioning. These impainnents may be either temporary or 
pennanent and cause partial or total functional disability or psychosocial 
maladjustment.145 

Typically, the cause is a blow orJolt to the head or a penetrating head injury that 
disrupts the function ofthe brain. Not all blows or jolts to the head result in a TBI. The 
severity of such an injury may range from "mild," i.e., a briefchange in mental status or 
consciousness, to "severe," i.e., an extended period of unconsciousness or amnesia after 
the injury. A TBI can result in short or long-tenn problems with independent function. 146 

144 Thunnan DJ, Sniezek JE, Johnson D, et aI. Guidelines for Surveillance ofCentral Nervous System 
Injury. Atlanta: Centers for Disease Control and Prevention, 1995 
145 http://www.biausa.orglPages/types_oCbrain_injury.html#tbi 

146 http://www.biausaorgiaboutbLhtm 
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Appendix 

Colorado 

Waiver Name: Home and Community-Based Services Brain Injury Waiver 

Operated by the single State agency (Department ofHealth Care Policy and Financing). 

Target Population: Acquired Brain Injury 

Eligibility: 

Financial eligibility: income of300% of federal SSI countable resources of $2,000 or 
less. 

Level ofCare in approved waiver:	 Hospital 
Nursing Facility 

Must be between the ages 16 and 64, have injury to the brain of traumatic or acquired 
origin which results in residual physical, cognitive, emotional, and behavioral difficulties 
ofa non-progressive nature and that fall within a specified group ofICD-9 codes. 
The level of care is determined by a case manager of a single entry point agency or 
utilization review contractor. 
Hospital level ofcare: client is currently receiving inpatient hospital care in an acute 
medical facility or rehabilitation facility no more than six-months post Brain Injury; 
continues to require goal-oriented therapy with medical management by a physician; 
continues to require and benefit from medically necessary specialized rehabilitation 
services; cannot be therapeutically managed in the home without significant supervision 
and structure, specialized therapy and support services; and has a prognosis for continued 
functional improvement. 
Specialized nursing facility level ofcare: continues to require and benefit from medically 
necessary specialized supportive services; requires long-term specialized daily assistance 
that cannot be provided in a nursing facility; independence can be maximized in the 
community by provision of24-hour supervision, structure and supportive services 
provided by staffwith specialized behavioral and cognitive management training; and has 
maximized his or her acute care recovery and rehabilitation potential. 

Focus: Individuals must demonstrate benefit from the waiver or transfer to the state's 
elderly, blind and disabled waiver. Such transfers are infrequent and usually voluntary. 

Waiver Services 
Sen icc Categor: Y"i Specitic Sen icc 

Case Management Y Case Management 
Support Broker N 
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Sen ice Categor) 
In-Home Services 

Y'N 
Y 

Specific Sen ice 
Independent Living Skills Training 
Personal Care 
Supported Living 

Person Directed Goods and Services N
 
Equipment/Supplies Y Assistive Equipment 
Vehicle RepairlModification N
 
Respite Y .Respite Care 
Clinical Services Y Counseling and Training Including 

Substance Abuse Treatment and Family 
Counseling 

Day Support Y Adult Day Services 
Day Treatment 

Environmental Accessibility Y Environmental Modification 
Adaptations 
Health Related 
Financial Management Services 
Supported Employment 

N
N
N
 

Family and Caregiver Training Y Counseling and Training Including 
Substance Abuse Treatment and Family 
Counseling 

Transportation Y Non-medical Transportation 
Residential Y Supported Living 

Transit.ional Living 
Night Supervision N
 
Substance Abuse 

Behavioral Services 

Y 

Y 

Counseling and Training Including 
Substance Abuse Treatment and Family 
Counseling 
Behavioral Programming 

Monthly cost limit: $22,500. 

Background: 

Colorado began this Medicaid Waiver in 1995 as a result of legislation stemming from a 
citizen based initiative caning for the development of a comprehensive community-based 
rehabilitation program for Medicaid funded people who had sustained acquired or 
traumatic brain injuries. 
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Wai\ er Year 
ending 

2002 
2003 
2004 
2005 
2006 

:= Sen cd 

384 
404 
368 
328 
293 

b.penditurcs 

$6,462,081 
$8,337,702 
$8,945,382 
$9,002,955 
$9,027,736 

Waiver year is July 1, to June 30 

Waiting List: None. 

Annual per 
capita cost 

$16,828 
$20,638 
$24,308 
$27,448 
$30,811 

;\ \ ~rage 

length of ::-tJ.~ 

235 
267 
278 
255 
247 

Appendix 

P-:r dielll co~t 

$72 
$77 
$87 

$108 
$125 
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Connecticut 

Waiver Name: Acquired Brain Injury Waiver 

Operated by the Department of Social Services, the single State agency. 

Target Population: Acquired Brain Injury 

Eligibility: 

Financial eligibility: income of300% of federal SSI countable resources of$I,600 or 
less. 

Levels ofCare in approved waiver:	 Intermediate care facility for mentally retarded 
persons OCFslMR) 
Chronic Disease Hospital 
Acquired Brain Injury Facility 
Nursing Facility 

Must be between the ages 18 and 64 with an acquired brain injury; it does not include 
degenerative disorders or developmental disorders. An individual with cognitive 
impairment who does not qualify for the state's mental retardation services may qualify 
for the waiver; the state defmes the developmental period as ending at 18. 

After an initial screening of records, the individual is assessed by a social worker in 
person to determine the level of care. 

Focus: Long-Term Care 

Waiver Services 
Sen icc Categor) YiN Specific Sen ice 

Case Management y Case Management 
Support Broker N 
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Sen ice Categor~ 

In-Home Services 

Person Directed Goods and Services 

Equipment/Supplies 

Vehicle Repair/Modification 
Respite 
Clinical Services 
Day Support 
Environmental Accessibility 
Adaptations 
Health Related 
Financial Management Services 

Supported Employment 
Family and Caregiver Training 
Transportation 
Residential 

Night Supervision 

Appendix 

YiN Specific Sen ice 
Y Personal Care Assistance 

Homemaker Services 
Chore Services 
Respite Care 
Companion Services 
Home Delivered Meals 
Independent Living Skill Training
development and implementation of a 
plan to assist the individual to meet 
ADL and IADL needs. Individuals 
are expected to require this service for 
a limited duration and then transition 
to companion services. 

Y Personal Care Assistance 
Homemaker Services 
Chore Services 
Companion Services 

Y Specialized Medical Equipment and 
Supplies 
Personal Emergency Response 
Systems 

Y . Vehicle Modification Services 
Y Respite Care 
Y CognitivelBehavioral Programs 
N 
Y Environmental Accessibility 

Adaptations 
N 
Y One has been selected by the state to 

be available to participants. 
Y Supported Employment 
Y Cognitive/Behavioral Programs 
Y .	 Transportation 
Y	 Transitional Living Services - time 

limited and also limited to individuals 
requiring increased supports when 
relocating from an institution. 

Y	 Community Living Support Systems 
scheduled one to one supervision, 
typically overnight. May be shared 
among roommates in an apartment or 
among several apartments if there is a 
cluster. 
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Sen ice Categor) Y,N Specific Sen ice 
Substance Abuse N This service is available, through the 

state's mental health system 
Behavioral Services Y Cognitive/Behavioral Programs 

Monthly cost limits are defmed by policy as 200% of the level of care cost. The waiver 
is managed in aggregate. 

Nursing facility - $10,260 
Acquired Brain Injury Facility - $19,600 
ICFslMR - $25,867 
Chronic Disease Hospital- $57,200 

Background: 

Connecticut began this waiver in 1997, in part because of litigation. Advocates, 
including the state's brain injury association, protection and advocacy, and legal services 
participated in developing the waiver. Among the reasons for developing the waiver 
were: service maximization, provision of long-term care supports in the community and 
an effort to move away from a model of "intrusive" staff support. 

The waiver has remained generally stable since its inception. In the most recent renewal, 
the waiver was changed to allow individuals already enrolled to remain in this waiver 
after they are 65. Application still must be made before age 65. 

One unique aspect ofthe waiver administration is that the state uses a separate entity to 
process all bills for waiver services. Case mangers submit service authorizations to this 
entity, which then enters them into a claims management system. Waiver providers 
submit their bi11(s) to this entity and the bill is reviewed to assure that it is based on an 
authorized service. The entity then submits the appropriate claim to the state's Medicaid 
fiscal intermediary for payment. 

\\"ai\er Year ="el"\ed E'\penditures Annual per A\ erage Per diem co~t 

ending capita cost length nf :--t,l: 
2002 157 $9,072,381 $57,786 293 $197 
2003 193 $12,278,239 $63,618 292 $218 
2004 232 $15,750,722 $67,891 242 $281 
2005 304$21,949,671 $72,203 301 $240 
2006 344 $25,691,011 $74,683 305 $245 

Waiver year is January 1 to December 31
 

Waiting List: None at this time, but close to maximum number of individuals of369.
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Florida 

Waiver Name: Traumatic Brain Injury and Spinal Cord Injury HCBS Waiver 

Operated by the Department ofHealth, a separate department from the single State
 
agency (Agency for Health Care Administration).
 

Target Population: Traumatic Brain Injury (and/or Spinal Cord Injury)
 

Eligibility:
 

Financial eligibility: income of300% of federal SSI countable resources of $2,000 or
 
less.
 

Level ofCare in approved waiver: Skilled Nursing Facility
 

Be age 18 or older, have a brain injury caused by an external trauma and/or a spinal cord
 
injury and be medically stable. The Department ofElder Affairs determines the level of 
care based upon an assessment instrument and administrative process designated by the 
single State agency. 

Focus: Long-Term Care 

Waiver Services 
Sen icc Categor: Y'N Specific Sen icc 

Community Support Coordination 
Case Management Y every individual enrolled in the waiver 

must receive this service 
Support Broker N 
In-Home Services Y Attendant Care (may also be provided 

in the workplace) 
Behavioral Programming 
Companion Services 
Personal Adjustment Counseling and 
Training - ongoing therapeutic 
services to resolve interpsychic Of 

interpersonal conflict resulting from 
the traumatic injury. Counseling may 
be provided as an adjunct to 
behavioral programming, and may 
include services for substance abuse. 
Personal Care Services 
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Sen, ice Category Y N Specific Sen ice 
Person Directed Goods and Services N Available through a separate waiver. 

Some waiver services may be 
provided by independent vendors, not 
affiliated with an agency, who are 
enrolled Medicaid providers 

Equipment/Supplies Y Assistive technologies 
Consumable Medical Supplies as an 
expanded State plan service 
Rehabilitative Engineering Evaluation 

Vehicle Repair/Modification N 
Respite N 
Clinical Services Y Personal Adjustment Counseling and 

Training 
Day Support N 
Environmental Accessibility Y Environmental Accessibility 
Adaptations Adaptations 
Health Related N 
Financial Management Services N 
Supported Employment N 
Family and Caregiver Training Y Behavioral Programming 

Personal Adjustment Counseling and 
Training 

Transportation N 
Residential N 
Night Supervision N 
Substance Abuse Y If needed provided as either Personal 

Adjustment Counseling or Behavioral 
Programming 

Behavioral Services Y Behavioral Programming 
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Sen ice Categor~ Y/i\) SpecitiL: Sen ice 
Other Y Adaptive Health and WeUness 

membership in a "health studio" to 
follow an exercise regimen ordered by 
a physician and designed by a physical 
therapist. 
Life Skills Training - includes 
assistance and training: with fmancial 
resource management; utilization of 
community resources; management of 
personal assistance services; activities 
ofdaily living such as grooming and 
personal hygiene; household 
management, cooking and nutrition; 
family and child support activities; 
health and disability self-management; 
and social integration skills and 
interpersonal relationships. 

Background: 

Florida began this waiver in 1999; almost halfofthe individuals enrolled have sustained 
a brain injury. Most live in their own homes or with family; about 20-25 are estimated to 
be assisted living residents. The focus is on community reintegration. 

In addition to the waiver, Florida has a very similar state funded program, a trust fund 
(based'on motor vehicle surcharges). The state has a TBI/SCI registry with mandatory 
reporting and once reported, staffs ofthe registry are required to have a face-to-face 
meeting with the injured individual. Most referrals for the waiver come through this the 
registry. 

The waiver was initially approved for 100 individuals; this has increased to 375. 

Wai\er Year = seJ"\eJ E,penditures .-\nnual per A\era~e Per diem cost 
cndin~ capita el)sl length of ~t:l) 

2002 152 $1,835,909 $12,078 249 $49 
2003 200 $2,918,408 $14,592 274 $53 
2004 230 $3,938,491 $17,124 311 $55 
2005 265 $5,282,840 $19,935 321 $62 
2006 283 $5,903,410 $20,860 316 $66 

Waiting List: 450 as ofOctober 2007, prioritized based on a needs assessment. 
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Idaho 

Idaho no longer has a brain injury waiver. Because of the small number of individuals 
served, when it expired in 2006, it was combined with the state's aged and disabled 
waiver. The information that follows reflects the operation ofthe waiver up until its 
expiration. 

Operated by the single State agency (Department ofHealth). 

Target Population: Acquired Brain Injury 

Eligibility: 

Financial eligibility: income of300% of federal SSI countable resources of$2,000 or 
less. 

Level of Care in approved waiver: Nursing Facility 

Have a diagnosis ofbrain injury attained after the age of21 in one ofa specified set of 
ICD-9-CM codes. Staffof the Regional Medicaid Unit develop the initial comprehensive 
assessment including: A Uniform Assessment Instrument, a written narrative, medical, 
physical, and social history and, as necessary, specialized assessments, e.g. medical, 
behavioral, mobility, etc. 

Focus: Long-Term Care 

Waiver Services
 
Sen ice Categor~ Y N Specitic Sen ice
 

y
Case Management 
Support Broker N
 
In-Home Services Y	 Personal care services as an extension 

of State plan services. 
Residential habilitation 
Chore services 

Person Directed Goods and Services N
 
Equipment/Supplies Y	 Specialized medical equipment and 

supplies 
Personal emergency response system 

Vehicle Repair/Modification N
 
Respite 
Clinical Services 

Y 
Y 

Respite care 
As extended State plan services: 
Physical therapy 
Occupational therapy 
Speech, hearing and language services 
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Sen ke Category y,'N Specific Sen ice 
Day Support Y	 Day Rehabilitation: assistance with 

acquisition, retention, or improvement 
in self-help, socialization and adaptive 
skills that takes place in a non
residential setting, separate from the 
home or facility in which the 
individual resides. 

Environmental Accessibility Y Environmental accessibility 
Adaptations adaptations 
Health Related Y Skilled nursing 
Financial Management Services N 
Supported Employment Y Supported employment 
Family and Caregiver Training Y Residential habilitation includes 

family and caregiver training. 
Transportation Y Transportation services 
Residential N 
Night Supervision N 
Substance Abuse N 
Behavioral Services Y . Residential Habilitation includes 

behavior shaping.
 
Behavior consultation/crisis
 
management.
 

Background: 

Idaho's brain injury waiver was incorporated into the state's aged and disabled Waiver as 
noted previously. Most of the services were already contained in the aged and disabled 
waiver. However, the following services were added and restricted to individuals with 
traumatic brain injury: 

.• Residential habilitation 
• Day rehabilitation 
• Supported employment 
• Behavioral consultation/crisis management 

\\ ai\ er YcJr = ~':J"\ cd E\penditllrc~ Annual per .\ \ crage Per diem C(\.,t 
ending capita cost length of ~ta) 

2002 20 $741,856 $37,093 318 $117 
2003 19 $1,175,119 $61,848 301 $205 
2004 19 $965,435 $50,812 297 $171 
2005 20 $1,037,525 $51,876 318 $163 
2006 19 $1,133,542 $59,660 354 $169 
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lllinois 

Waiver Name: HCBS Waiver for Persons with Brain Injury 

Operated by the Department ofHuman Service, Division ofRehabilitation Services under 
an agreement with the single State agency (Department ofHealthcare and Family 
Services). 

Target Population: Acquired Brain Injury 

Eligibility: 

Financial eligibility: SSI recipients, Medically Needy at 100% ofFPL, TWWIIA Basic 
Coverage Group: countable resources of $2,000 or less. 

Level ofCare in approved waiver: Nursing facility 

May be of any age, with an acquired brain injury; does not include degenerative, 
congenital or neurological disorders related to aging. The state utilizes a "Determination 
ofNeed" instrument, administered by case managers to determine eligibility for nursing 
facility and this, and other, waivers. A minimum score is required for waiver eligibility, 
and the score is used to establish a maximum service cost. 

Focus: Long-Term Care. 

Waiver Services 
Sen icc Categor~ YiN Specitic Sen icc: 

Case Management 
Support Broker 
In-Home Services Y Personal Assistant 

Homemaker 
Respite 
Home health Care (as an extended 
State plan service) 

Person Directed Goods and Services Y	 Personal Assistant 
Individual may also hire Certified 
Nursing Assistant or Nurse (LPN or 
RN) 

N
N
 

52 



Appendix 

Sen icc Categor) 
Equipment/Supplies 

y,N 
Y 

Sp~cific Sen icc 
Assistive Equipment 
Specialized Medical Equipment and 
Supplies 
Personal Emergency Response System 

Vehicle Repair/Modification N
 
Respite 
Clinical Services 

Day Support 

Environmental Accessibility 
Adaptations 
Health Related 

Financial Management Services 
Supported Employment 
Family and Caregiver Training 
Transportation 
Residential 
Night Supervision 
Substance Abuse 

Y Respite 
Y Cognitive/Behavioral Services 

As extended State plan services: 
Speech, hearing, and language 
Physical Therapy 
Occupational Therapy 

Y Adult Day Care 
Day Habilitation 
Pre-vocational Services 

Y Environmental Modifications 

Y Skilled Nursing through Home health 
Care (as extended State plan service) 

N See Background 
Y Supported Employment Services 
N
N
N
N
N
 

Behavioral Services Y Cognitive/Behavioral Services 
Other Y Home Delivered Meals 

Monthly service cost limits vary from $1,659 to $3,349 depending upon the individuals 
score from the "Determination ofNeed" instrument. The limit may be exceeded on a 
monthly basis to meet a temporary increase in need for services if the average monthly 
cost for services during the twelve-month period does not exceed the limit. 

Background: 

Illinois began the waiver in 1999 afteroa needs assessment conducted by the Head and 
Spinal Cord Injury Advisory Board in partnership with the state. A waiver advisory 
committee (whose membership includes persons with brain injury, family members, 
advocates, services providers and state government representatives) developed the waiver 
program. The waiver is growing more rapidly than other waivers in the state. This 
growth is attributed to older individuals who have had strokes accessing the waiver in 
order to get services. 
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The consumer directed services were developed even before this waiver was 
implemented. Personal assistants, while hired and fIred by the waiver participant, are 
covered under a collective bargaining agreement, and their wages are set. The rates for 
certifIed nursing assistants and nurses can be negotiated up to an established cap. A state 
operated payroll system is used for these employees. 

A comprehensive assessment tool was developed to address all services needs and assist 
in planning. The waiver was amended to include the TWWllA eligibility group. 

The brain injury waiver is part of a larger program called the Home Service Program 
(HSP) that also includes the mv or AIDS program and the persons with disabilities 
program; both these programs have corresponding waivers. HSP is operated identically 
to the HCBS Waiver programs, with the exception of the fmancial eligibility 
requirements; these are more generous than Medicaid. Approximately 75% ofthe HSP 
participants are Medicaid eligible. All applicants for HSP services must also apply for 
Medicaid. If found eligible for Medicaid, they become part ofthe waiver. If they do not 
meet the Medicaid eligibility requirements, they are not included in the waiver, but 
receive all ofthe same services. 

\\'ai\er Y~Jr = ~cr\ed E:\]lenditul-~s Annual p~r A\erJg~ PCI' diem COst 

ending capita CLl"l length of ~t,1: 

2002 955 $7,959,572 $8,335 213 $39 
2003 1,641 $15,884,602 $9,680 230 $42 
2004 2,404 $25,933,490 $10,788 246 $44 
2005 3,085 $36,885,093 $11,956 260 $46 
2006 3,601 $42,541,226 $11,814 264 $45 
2007 3,619 $41,641,308 $11,506 255 $45 

Waiver year is July 1 to June 30 

Waiting List: None 
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Indiana 

Waiver Name: Traumatic Brain Injury Waiver 

Operated by the Division ofAging, a separate division within the single State agency 
(Family and Social Services Administration). 

Target Population: Traumatic Brain Injury 

Eligibility: 

Financial eligibility: SSI income eligibility countable resources of$1,500 or less. 

.Level ofCare in approved waiver: Nursing facility 

No age criteria and have experienced an external insult resulting in a traumatic brain 
injury. The Area Agency on Aging determines level of care based upon review ofan 
assessment by an independent case manager. 

Focus: Long-Term Care 

Waiver Services 
Scn kc Catcgl)r:: Y,''N Spccific Sen ice 

Case Management Y Case Management 
Support Broker N 
In-Home Services Y Attendant Care 

Homemaker 
Home Health Aide 
Residential Based Habilitation 

Person Directed Goods and Services N 
Equipment/Supplies Y	 Special Medical Equipment and 

Supplies 
Personal Emergency Response System 

Vehicle RepairlModification Y Vehicle Modification 
Respite Y Respite 
Clinical Services Y Extended State Plan Services: 

Physical Therapy 
Occupational Therapy 
Speech Therapy 

Day Support N 
Environmental Accessibility Y Environmental Modifications 
Adaptations 
Health Related Y Nursing 

Health Care Coordination 
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Sen ice CategorJ YiN Spec ific Sen ice 
Financial Management Services N
 
Supported Employment Y Supported Employment 
Family and Caregiver Training 
Transportation 
Residential 
Night Supervision 
Substance Abuse 

N
N
N
N
N
 

Behavioral Services Y Behavior Management 
Other Y Home Delivered Meals 

Background: 

Indiana began this Medicaid Waiver in 2000 and has an approved renewal that is 
effective January 1,2008. The waiver was developed to increase the state's capacity to 
provide services to individuals with brain injury and to decrease the number ofout of 
state placements. 

The state has authority to serve 200 individuals but is serving far fewer, in large part 
because there is a lack ofproviders. In addition, a slot stays with an individual for a full 
year, so there is no mechanism to add someone to the waiver when a slot is vacated. 

There is consideration to changing the income level for eligibility to 300% of SSI, the 
eligibility level for the state's aged arid disabled waiver. 

\\'ai\crYcar '-~cl"\cd E\!='cnditurc,", .~nnLlalpcr :'\\cra;;e PcrJi':lllcost 
endin~ capita cost length or ,ta) 

2002 139 $3,193,875 $22,978 342 $67 
2003 170 $3,210,380 $18,885 285 $66 
2004 164 $3,751,083 $22,872 326 $70 
2005 139 $3,424,024 $24,633 351 $70 
2006 131 $3,390,758 $25,884 355 $73 

Waiver year is January 1 to December 31 

Waiting List: Yes, 173 reported as ofNovember 2007. However, each Area Agency on 
Aging maintains its own waiting list with inconsistent criteria. Individuals listed on the 
waiting list may be receiving services through the state's aged and disabled waiver 
(which has a higher income eligibility threshold), not have been assessed for level of 
care, or not have had financial eligibility determined. 
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Iowa 

Waiver Name: HCBS Brain Injury Waiver 

Operated by the Department of Human Services, which is also the single State agency. 

Target Population: Traumatic and Acquired Brain Injury 

Eligibility: 

Financial eligibility: income of300% of federal SSI countable resources of $2,000 or 
less. 

Level of Care in approved waiver: Intermediate care facility for mentally retarded 
persons (lCFs/MR.) 
Intermediate Care facility 
Skilled Nursing Facility 

Must be between the ages one month and 64, have a traumatic or non-traumatic injury to 
the brain that has occurred since birth and that falls into a specified set ofICD-9 codes. 
The individual is assessed by a case manager or facility discharge planner who collects 
information using a state developed tool and forwards it to a nurse reviewer employed by 
Iowa Foundation for Medical Care (IFMC). The IFMC nurse will confirm the brain 
injury diagnosis and determine the level of care. 

Focus: The goal of the waiver is rehabilitation to the maximum extent possible. An 
individual must, at a minimum, receive case management services each quarter and use at 
least one BI waiver service each quarter. 

Waiver Services 
Sen icc Categor) Y"N Specific Sen icc 

Case Management y Cas~ Management 
Support Broker N Although not a waiver service, must 

be used ifparticipating in the 
Consumer Choice Option 

In-Home Services Y Consumer Directed Attendant Care 
Supported Community Living 
Family Counseling and Training 
Interim Medical Monitoring and 
Treatment 
Respite 
Behavioral Programming 
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S~r\ ic~ Cat~gor) Y"N Sp~cifjc S~r\ ic~ 

Person Directed Goods and Services Y Consumer Directed Attendant Care (in 
home or community) 
Note: the Consumer Choice Option is 
available to participants. It also 
includes self-directed supported 
community living and individually 
directed goods and services. 

Equipment/Supplies Y Personal Emergency Response System 
Specialized Medical Equipment 

Vehicle RepairlModification Y Home and vehicle Modification 
Respite Y Respite 
Clinical Services N Physical therapy, occupational therapy 

and speech services available as 
regular State plan services. 

Day Support Y Adult Day Care 
Pre-vocational Services 

Environmental Accessibility Y Home and vehicle Modification 
Adaptations 
Health Related Y Interim Medical Monitoring and 

Treatment - Monitoring and treatment 
of a medical nature requiring specially 
trained caregivers beyond what is 
ilormally available in a day care 
setting for persons age 20 and under 

Financial Management Services N Although not a waiver service, must 
be used ifparticipating in the 
Consumer Choice Option. 

Supported Employment Y Supported Employment 
Family and Caregiver Training Y Family Counseling and Training 

Transportation y Transportation 
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Serv icc Categor~ y, j\.; Spec ific Sen icc 
Residential Y Supported Community Living - one to 

twenty-four hours of support per day 
based on the individual's needs. This 
service is designed to assist the 
consumer with daily living needs. 
Assistance may include, but is not 
limited to: Personal and home skills, 
community skills, personal needs, and 
transportation and treatment services. 
SCL may be provided in the family 
home, the guardian home or other 
typical community settings (I.e., 
houses, apartments, condominiums, 
townhouses, trailers, etc.) All living 
arrangements must be integrated into 
the community. Ifnot the individual's 
own home, the living unit may include 
a "waiver home," one to four persons 
sharing a home and living with staffor 
a Residential Care Facility, up to 20 
persons with 24-hour supports. 

Night Supervision Y Supported Community Living 
Substance Abuse N 
Behavioral Services Y Behavioral Programming (in home or 

community) 

Monthly cost limits: $2,730 (an exception is possible). 

Background: 

Iowa's waiver was approved and implemented in October 1996 based upon legislation 
influenced by a strong advocacy group. These advocates were active participants in 
developing the waiver. Initially, the waiver could serve 150 individuals and this grew 
gradually over time. 

Waiver services are provided to children, and their care plans are requiredto be 
coordinated with the child's individual education plan (IEP) and EPSDT (Care For Kids) 
planes). 

In 2006, the state started a new, state funded program, offering the same services and 
using the same providers as the waiver. It is operated by a different department (the 
Department ofHealth) than the waiver. Individuals on the waiting list for the waiver, as 
well as those determined ineligible for Medicaid, are referred to this program. 
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\\"ai\ <:r Ye,lr :: ~el"\ed E\Pcl1lli!llr6 "-\l1nual P<:t" A\ <:r,l:;c Pcr diem co::-! 

el1ding C1llitJ C(\~t length llf ::-tJ: 

2002 473 $3,637,669 $7,691 233 $33 
2003 526 $6,354,695 $12,081 299 $40 
2004 569 $7,511,880 $13,202 313 $42 
2005 662 $8,638,048 $13.048 286 $46 
2006 825 $10,883,459 $13,192 296 $45 

Waiting List: 35 as of September 2007. It is 'fIrst come, fIrst served" based on date of 
application. Eligibility is evaluated when admission can be offered. 
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Kansas 

Waiver Name: Traumatic Brain Injury Waiver (formerly known as the Head Injury 
Waiver). 

Operated by the Department of Social and Rehabilitative Services separate agency from 
the single State agency (Kansas Health Policy Authority). 

Target Population: Traumatic Brain Injury 

Eligibility: 

Financial eligibility: income of300% offederal SSI or Medically Needy spending down 
to $716, countable resources of$2,000 or less. 

Level ofCare in approved waiver: Traumatic Brain Injury Rehabilitation Hospital 

Must be between the ages 16 and 64 and have a traumatic injury to the brain. 
Assessments are conducted by a private "enrolled case management agency" (Center for 
Independent Living, Home Health Agency) using the state's TBI Uniform Assessment 
Instrument and the TBI Assessment Addendum. 

Focus: Rehabilitation - no limit on the length oftime an individual may be enrolled in 
the waiver ifprogress is demonstrated. 

Waiver Services 
Sen ic~ Categor) y,N Specific Sen ice 

Case Management N 
Targeted Case Management (a State 
plan service) is required. 

Support Broker N 
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Sen- ice Categor) 
In-Home Services 

Person Directed Goods and Services 

Equipment/Supplies 

Vehicle RepairlModification 
Respite 
Clinical Services 

Day Support 

Environmental Accessibility 
Adaptations 

Y,1\i Specific Sen ice 
Y Personal Services - may include 

health maintenance activities when 
delegated bya physician or nurse. 
Transitional Living Skills 
comprehensive home and community 
training and support services designed 
to prevent and/or minimize chronic 
disabilities while restoring the 
individual to optimal levels of 
functioning. This service is required 
ofall waiver participants. 
Occupational Therapy, Physical 
Therapy and Speech Language 
Therapy as extended State plan 
services 
Behavioral Therapy 
Cognitive Therapy 
Drug and Alcohol Therapy 

Y Personal Services 
Sleep Cycle Support 

Y Assistive Services - provides adaptive 
equipment and assistive technology as 
well as durable medical equipment. 
Personal Emergency Response 
Systems. 

N 
N 
Y Occupational Therapy, Physical 

Therapy and Speech Language 
Therapy as extended State plan 
services. (State plan covers six 
months post injury, and then it 
becomes a waiver service.) 
Cognitive Rehabilitation 

Y Transitional Living Skills 
comprehensive home and community 
training and support services designed 
to prevent and/or minimize chronic 
disabilities while restoring the 
individual to optimal levels of 
functioning. This service is required 
ofall waiver participants. 

Y AssistiveServices 
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Sen ice Categor) y,N Specific Sen ice 
Health Related Y Oral Health Services not covered 

through the State plan dental services 
and limited to $600 per year. 

Financial Management Services N Consumers partner with Centers for 
Independent Living and Home Health 
Agencies as co-employers ofthe 
individuals who provide the self
directed service(s). Consumer selects 
and may fire ernployee. 

Supported Employment 
Family and Caregiver Training 

N 
N 
N 
N 

Transportation 
Residential 
Night Supervision Y Sleep Cycle Support 
Substance Abuse Y Drug and Alcohol Therapy 
Behavioral Services Y Behavior Therapy 

MontWy cost limits: NA aggregate used; there are limits on utilization ofeach service. 

Background: 

Kansas began the waiver in 1991 as a Model Waiver; in 2004 it was changed to a regular 
1915(c) Waiver and; in 2006, it was amended to: modify service limits, add oral health 
service, modify provider qualifications, expand the age group served to allow individuals 
who demonstrate progress in rehahilitation to remain on the waiver and reduce the 
maximum number served. 

There is no limit on the length oftime an individual may be enrolled in the waiver. 
However, progress must be demonstrated in the annual review, and an administrative 
review is conducted when an individual is in the waiver for four years. All plans ofcare 
are reviewed and approved at the program management office for the operating agency. 

\\'ai\~r Y~ar = ::-~ncd E'llcnditures -\nnual per -\\~r.lgc Per dielll co::-t 
ending capitJ co"t length of ".tJ) 

2002 156 $3,596,736 $23,056 226 $102 
2003 178 $4,835,317 $27,165 279 $97 
2004 190 $5,255,859 $27,662 264 $105 
2005 240 $5,427,857 $22,616 245 $92 
2006 269 $6,289,071 $23,379 242 $97 

Waiver year is July 1 to June 30 
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Wa-iting List None at this time. The state has a waiting list policy that is "first come 
fIrst served" based on the date of assessment. This can be superseded for 1) individuals 
transferring from the HCBSIPD waiver; 2) those exiting a Kansas Medicaid approved 
TBI Rehabilitation Facility or state hospital; or 3) those approved by the TBI Program 
Manager. 
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Kentucky 

Waiver Name: Acquired Brain Injury Waiver Program 

Operated by the Department of Medicaid, the single State agency. 

Target Population: Acquired Brain Injury 

Eligibility: 

Financial eligibility: income of300% of federal SSI countable resources of $2,000 or 
less. 

Level of Care in approved waiver: Nursing Facility 

Be between the ages 21 and 65 and have a post birth acquired brain injury. The 
following conditions excluded: stroke treatable in a nursing facility providing routine 
rehabilitation services, spinal cord injury in which there is no known or obvious injury to 
the intracranial central nervous system, progressive dementia ofa chronic degenerative 
nature (including alcoholism or another addiction), depression or a psychiatric disorder in 
which there is no known or obvious central nervous system damage, birth defect, mental 
retardation without an etiology to an acquired brain injury or a condition which causes an 
individual to pose a level ofdanger or an aggression which is unable to be managed and 
treated in a community. Additionally, must have the potential for rehabilitation and 
reintegration into the community. The determination is made by Kentucky Health 
Servlces, the state"'s QRO. 

Focus: Rehabilitative 

Waiver Services 
Sen ice Categor) 't ":\ ..SpeciJic Sen ice 

Case Management Y Case Management 
Support Broker Y Only for those utilizing the "consumer 

directed option." It is then required 
and replaces case management. 

In-Home Services Y Personal Care 
Companion 
Respite 

Person Directed Goods and Services Y The option includes personal care, 
residential services and companion. 

Equipment/Supplies N 
Vehicle Repair/Modification N 
Respite Y Respite 
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Sen ice Categor~ y,N Specific Sen ice 
Clinical Services Y Occupational Therapy 

Speech and language services 
Counseling and Training 
(physical therapy is a State plan 
service) 

Day Support Y Structured Day Program - previously 
supported employment was a stand 
alone service; now it is incorporated 
into Structured Day Program 

Environmental Accessibility Y Environmental Modification 
Adaptations 
Health Related 
Financial Management Services 

N
N
 

Supported Employment Y Supported Employment 
Family and Caregiver Training Y Counseling and Training 
Transportation .N 
Residential Y Community Residential Services 
Night Supervision N
 
Substance Abuse Y Counseling and Training
 
Behavioral Services Y Behavioral Programming
 

Background:
 

Kentucky began this waiver in 1999 with strong support and significant input from
 
advocates, particularly the state's Brain Injury Association. Originally, the service
 
package did not include residential services. After about two years ofwaiver operation,
 
the need for these services became apparent, and they were added. As ofOctober 2007,
 
73% ofthe waiver participants utilize these services.
 
The present waiver is considered rehabilitative; the state has recently submitted a similar,
 
but long-term care, waiver for CMS approval. Additional services (physical therapy,
 
nursing and transitional housing), not in the present waiver, would be provided to the
 
individuals served under this new.
 
In a recent reorganization, the office operating the waiver was moved to the state
 
Medicaid agency. 

\\'ai\erYeo.r =sened E'\penditures .';nnualper A\erage Perdielllcost 
ending capita co~t length of :>t~l: 

2002 104 $2,617,877 $25,172 270 $93 
2003 96 $3,841,498 $40,016 259 $154 
2004 92 $5,244,346 $57,004 287 $199 
2005 98 $6,532,587 $66,659 285 $234 
2006 Data ll(jt available 

Waiver year is January 1 to December 31 
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Waiting List: Over 100 individuals are on a first come first served waiting list. The state 
has a review panel and a process to allow individuals with urgent needs to be prioritized 
on the waiting list 
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Maryland 

Waiver Name: Waiver for Adults with Traumatic Brain Injury 

Operated by the Mental Hygiene Administration, a separate agency within the single 
State agency (Department ofHealthlMental Hygiene). 

Target Population: Traumatic Brain Injury 

Eligibility: 

Financial eligibility: income of300% of federal SSI countable resources of $2,000 or 
less. 

Level ofCare in approved waiver:	 Chronic Hospital 
Nursing Facility 

Individuals with a traumatic brain injury that occurred after the age of 21 and who are
 
inpatients in State Mental Hygiene Administration facility, inpatients in a state owned
 
and operated nursing facility, or individuals who have been placed by Medicaid in an out

of state facility.
 
Information is provided by medical staff at the facility and reviewed by a nurse at the
 
state's utilization control unit.
 

Focus: Long-Term Care
 

Waiver Services 
S~n ic~ Cat~gor) Y'N ..Specific Sen ic~ 

Case Management Y Case management 
Support Broker N
 
In-Home Services	 Y Individual Support Services 
Person Directed Goods and Services 
Equipment/Supplies 
Vehicle Repair/Modification 
Respite 
Clinical Services 

N
N
N
N
N
 

Day Support	 Y Day habilitation 
Environmental Accessibility 
Adaptations 
Health Related 
Financial Management Services 

N 

N
N
 

Supported Employment	 Y Supported employment 
Family and Caregiver Training 
Transportation 

N
N
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Sen ice Categor::. y,N Specific Sen ice 
Residential Y Residential habilitation - all Waiver 

participants receive this service as of 
October 2007. 

Night Supervision N 
Substance Abuse N 
Behavioral Services N 

Background: . 

Maryland began this waiver in 2003; it was designed to provide community-based 
residential services to individuals who require extensive supports and were living in 
institutional settings. 

It initially was restricted to residents of state operated facilities with the expanding to 
other settings, including out of state neuro-behavioral facilities, at renewal. 
Individual support services were added as a "step down" from residential habilitation; it 
is designed for individuals who reside in their own home or with family. As of October 
2007, this service has not been used. 

The waiver was initially approved for 10 individuals, growing at 10 additional per year 
for the initial waiver; it was renewed for 30. 

\\ ai\er Year = ~ened E"I'ellditures .\Illlll,ll per -\\era~e Per diem Cl)~t 

endillg capita cost lellgtl1 of st~l) 

2004 5 $196,272 $39,254 106 $370 
2005 12 $1,033,886 $86,159 296 $219 
2006 23 $1,489,321 $64,753 255 $254 

The difference in the annual per capita cost between 2005 and 2006 can be explained by 
the significantly different costs between the two levels of care and the small number of 
individuals in the much more expensive chronic hospital level of care. 

CH-2 $280,691 $140,3462005 
NF-12 $793,195 $79,320 
CH-3 $281,487 $93,829

2006 NF-20 $1,207,835 $60,392 

Waiver year is July 1 to June 30 

Waiting List: As of October 2007, this waiver is closed to enrollments and there is a 
waiting list ofeight. ' 
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Massachusetts 

Waiver Name: Traumatic Brain Injury Home and Community-Based Services Waiver 

Operated by the Brain Injury and Special Community Services Department, Mass 
Rehabilitation Commission, a separate organization within the same Secretariat as the 
single State agency. 

Target Population: Traumatic Brain Injury 

Eligibility: 

Financial eligibility: income at or below 100% offederal poverty level, countable 
resources 0[$2,000 or less. 

Level ofCare in approved waiver: Specialized Nursing facility 

Be between the ages 21 and 62 and have a traumatic or non-traumatic injury to the brain 
that has occurred since birth. MDS Homecare and supplemental information are 
completed by Case Manager, and a neuron-psychologist on staffmakes the determination 
-ofeligibility. 

Focus: Long-Term Care . 

Waiver Services 
Sen icc Categot) Y"\: Specific Scn icc 

Case Management 
Support Broker 

N
N
 

In-Home Services Y	 Personal Care Assistance 
Chore Service 
Homemaker Service 
Companion Services 

Person Directed Goods and Services N
 
Equipment/Supplies	 Y Specialized Medical Equipment 
Vehicle RepairlModification N
 
Respite Y Respite Care 
Clinical Services Y Occupational Therapy 

Physical Therapy 
Speech and Language Services 

Day Support Y Day Services 
Environmental Accessibility . Y EnvirOilltlental Adaptation 
Adaptations 
Health Related 
Financial Management Services 

N
N
 

Supported Employment Y	 Supported Employment 
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Family and Caregiver Training Y Family Training 
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ScI''' ice Categof) Y;'N Speci tic Sen ice 
Transportation Y Non-medical Transportation 
Residential Y Residential Habilitation 

approximately halfofthe individuals 
in the waiver receive this service. 

Night Supervision N 
Substance Abuse Y Substance Abuse Services 
Behavioral Services N 
Other Y Interpreter Services 

Monthly Cost Limits: NA aggregate used. 

Background: 

Massachusetts began this waiver in 2001 after many years ofnegotiation with CMS. The 
state views this waiver as a revenue maximization effort coordinated with its large, state 
funded program. The waiver is authorized to provide services for approximately 100 
individuals and is a mirror ofthe state funded program that provides services to 
approximately 1200 individuals. 

Initially, the waiver was authorized to serve 200 individuals and provided therapeutic 
recreation. When the waiver was renewed, the number ofpersons served was decreased 
and therapeutic recreation service was discontinued. 

As ofNovember 2007, the state is negotiating with CMS for an 1115 Waiver that will 
subsume this waiver. 

\\ ai\ er YeJr = ::-I:'n ed E,,~'el1dilllrl:'S AnnuJI per A\ er::l~c Per dielll cost 

endin~ capita co~t length nf ~ta) 

2002 28 $1,043,710 $37,275 240 $240 
2003 32 $1,304,919 $40,779 189 $216 
2004 33 $1,107,087 $33,548 118 $284 
2005 88 $5,042,421 $57,300 304 $188 
2006 90 $4,883,813 $54,265 315 $172 

Waiver year is July 1 to June 30
 

Waiting List: None at this time..
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Minnesota 

Waiver Name: Traumatic Brain Injury Waiver 

Operated by the Disability Service Division, a separate division within the single State 
agency (Department ofHuman Services). 

Target Population: Traumatic Brain Injury 

Eligibility: 

Financial eligibility: Income up to 100% of federal poverty or medically needy with 
spend down to 75% of federal poverty, resources up to $3,000. 

Level ofCare in approved waiver:	 Nursing Facility 
Neurobehaviora1 Hospital 

Be under 65 years of age at the time of application to the waiver and have a documented 
diagnosis oftraumatic or acquired brain injury or degenerative disease diagnosis where 
cognitive impairment is present, provided the diagnosis is not congenital. An individual 
who turns 65 while on this waiver may choose to remain in this waiver or transfer to the 
state's aged waiver. 

A county based Long-Term Care Consultant meets with the applicant and conducts an 
assessment using the state's standardized assessment tool. The individual must also 
experience significant/severe behavioral and cognitive problems related to the injury or 
disease and be assessed at Level IV or above on the Rancho Los Amigos Levels of 
Cognitive Functioning Scale. 

Focus: Long-Term Care 

Waiver Services 
Sen iCe Categl)r) Y,\ Specific Sen ice 

Case Management Y Case Management 
Support Broker N 
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In-Home Services 

Person Directed Goods and Services 

Equipment/Supplies 

Vehicle RepairlModification 
Respite 
Clinical Services 

Day Support 

Appendix 

Y N Specific Sen, ice 
Y Adult Companion Service 

Chore services 
Extended Home Care Services - home 
health aide, personal care aide, private 
duty nursing and therapies (physical, 
occupational, speech 
language/pathology and respiratory) 
beyond what is provided by the State 
plan. 
Homemaker 
Independent Living Skills 
Respite 

Y COhsumer Directed Comm1.trlity 
Supports - includes both goods and 
services 

Y Specialized Supplies and Equipment 
including durable medical equipment 
not provided or denied by the State 
plan 

Y Modifications and Adaptations 
Y Respite· 
Y	 Cognitive Remediation
 

Training - Services and
 
interventions specifically
 
designed to improve cognitive
 
functions, including: Attention
 
and concentration,
 
information processing skills,
 
learning and memory,
 
planning, problem solving,
 
executive functions (processes
 
by which a person plans,
 
prioritizes, organizes, sets
 
goals, executes strategies and
 
monitors personal behavior),
 
self-control and Visual-spatial
 
deficits
 

Y	 Adult Day Care
 
Adult Day Care Bath
 
Pre-vocational Services
 
Structured Day Program - that
 
includes physical, occupation, speech
 
language and cognitive therapies if
 
required in the care plan
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Sen, ice Categor) 
Environmental Accessibility 
Adaptations 

YIN 
Y 

Specific Sen ice 
Modifications and Adaptations 

Health Related 
Financial Management Services 

N
N
 

Supported Employment Y Supported Employment Services 
Family and Caregiver Training Y Family Training, Education and 

Counseling 
Transportation Y Transportation 
Residential Y Assisted Living 

Assisted Living Plus - includes 24,
hour on-site supervision in addition to 
services provided by home care aides, 
home health aides or residential staff. 
Foster Care 
Residential Care Services - supportive 
and health supervision services 
provided in a licensed residential 
setting 

Night Supervision Y Night Supervision Services 
Substance Abuse N
 
Behavioral Services Y Behavioral Programming 
Other Y Independent Living Skills Therapies 

specifically art, music and recreation 
therapies 
Home Delivered Meals 
Mental Health 
Mental Health Psychological Testing 
Transitional Services - needed to 
relocate from an institution or licensed 
setting to the individuals own home 

Monthly cost limits do not apply as the waiver is managed in aggregate. 

Background: 

Minnesota began this waiver in 1992; in 1995, the waiver was amended to remove the 
"Model" status. Advocacy groups, particularly the state's brain injury association, were 
instrumental in obtaining legislative approval for the waiver. Initially, the waiver 
provided for only nursing facility level of care with an amendment to permit 
neurobehavioral hospital level ofcare approved in 1993. In addition, eligibility criteria 
were changed substantially in 1993, expanding waiver coverage to include individuals 
with acquired as well as traumatic brain injuries that are not caused by a congenital 
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condition. In 2003, the waiver was amended to manage funding in aggregate rather than 
by individual. 

The state lead agency for brain injury services, the Department ofHuman Services, 
formed an ad hoc Advisory Committee to facilitate communications and coordination of 
policy and servic;e development. There is also a TBI Interagency Leadership Council that 
works through a formal Interagency Cooperative Agreement between the departments of: 
Human Services, Economic Development, Health, and Corrections as well as, the Brain 
Injury Association, the Minneapolis Veterans Affairs Medical Center and the state 
Disability Law Center. The state anticipates that the Mayo Clinic will join in 2008. The 
formal purpose ofthis interagency group is "To coordinate, support, evaluate and 
improve the effective and efficient provision of services for Minnesotan's with brain 
injury. Neither ofthese groups has direct, formal decision-making powers concerning the 
waiver; they do have weat influence. . 

\Yai'er Year =sened E:\penditure~ Annuall~er A\erage Per Jielll cost 
ending capita cu"t length of sta) 

2002 574 $22,376,846 $38,984 307 $127 
2003 895 $33,964,408 $37,949 274 $139 
2004 1196 $49,599,230 $41,471 308 $B5 
2005 1311 $60,575,581 $46,206 315 $147 
2006 1372 $68,965,299 $50,266 320 $157 

Note: there are two levels of care in the waiver. For the most recent year, approximately 
25% ofthe individuals were neurobehavioral hospital level of care and accounted for 
approximately halfofthe expenditures. 

Waiver year is April 1 to March 31 

Waiting List: No. 
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Nebraska 

Waiver Name: Traumatic Brain Injury Waiver 

Operated by the Department ofHealth and Human Services, Medicaid & Long-Term 
Care Division, the single State agency. 

Target Population: Acquired Brain Injury 

Eligibility: 

Financial eligibility: income of 100% offedera1 poverty level, resources of $4,000 or 
less. 

Level ofCare in approved waiver: Nursing Facility 

Be between the ages 21 and 64 and have a traumatic brain injury. A functional 
assessment tool is utilized by a service coordinator to gather information about activities 
ofdaily living, risk (physical such as falls and behavioral) and cognition that are needed 
to determine the level ofcare. 

Focus: Long-Term Care 

Waiver Services 
S~n ice Categor) Y 'I'-: Sp~cific Sen ice 

Case Management N 
Support Broker N 
In-Home Services N 
Person Directed Goods and Services N 
Equipment/Supplies N 
Vehicle RepairlModification N 
Respite N 
Clinical Services N 
Day Support N 
Environmental Accessibility N 
Adaptations 
Health Related N 
Financial Management Services N 
Supported Employment N 
Family and Caregiver Training N 
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Transportation N 
Residential N 
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Sen ice Category Y,:\ Specitic Sen ice 
Night Supervision N 

N 
N 

Substance Abuse 
Behavioral Services 
Other Y Specialized Assisted Living - With 

service components of: adult day care, 
escort services, essential shopping, 
health maintenance activities, 
housekeeping activities, laundry 
services, meal service, medication 
assistance, personal care services, 
transportation services, behavioral 
services. 

Monthly Service cost cap: NA as aggregate used. 

Background: 

Nebraska developed this waiver in 2000 to transition individuals from acute rehabilitation 
setting. In addition to the service components noted above, there is a community focus 
for supported employment and volunteer activities. There is one provider ofwaiver 
service. 

A Quality Council, begun through a Quality Assurance/Quality Improvement grant from 
CMS, is in place and acts in an advisory capacity for all the state's HCBS Waivers. 

The state was approved to serve 40 individuals and has consistently served about 20 to 
25. There are a limited number ofdischarges and enrollments; a few individualshave 
transitioned into more independent settings. 

Individuals with brain injury are one of the groups targeted in the state's Money Follows 
the Person grant. It is anticipated that this will lead to an increase in the number of 
persons served and an expansion ofservices. The state's aged and disabled waiver 
provides services to many individuals with acquired brain injury. 

\\ai\erYt:JI ::send E'\pcnditure-" Annual per .\\erage Perdiel11Co~t 

ending capita cost length of :-ita) 
2002 22 $682,455 $31,021 358 $87 
2003 24 $705,374 $29,391 332 $89 
2004 25 $772,133 $30,885 335 $92 
2005 25 $840,975 $33,639 356 $94 
2006 26 $733,247 $28,202 335 $84 

Waiver year is May 1 to April 30 

Waiting List: No 
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New Hampshire 

Waiver Name: Acquired Brain Disorder Waiver 

Operated by The Bureau of Developmental Services, an agency within the single State 
Medicaid agency (Department ofHealth and Human Services). 

Target Population: Acquired Brain Disorder 

Eligibility: 

Financial eligibility: 

Level of Care in approved waiver: Skilled Nursing Facility (a specialized facility). 

Must be over 22 years of age and have an Acquired Brain Disorder, this includes 
individuals with degenerative conditions such as Multiple Sclerosis and Huntington's 
disease. In order to be eligible, the brain disorder must be acquired between the ages of 
22 and 60; the age of the person at the time ofapplication is not considered. If an 
individual is over 60 and has had more than one incident, the incident that led to the level 
of care being met must have occurred prior to 60. An individual who acquired a brain 
disorder prior to age 22 may be eligible for this waiver ifhe/she is ineligible for the 
state's developmental disability waiver. 
The level of care determination is a two-step process. Staffofan Area Agency, the state 
contracts with 10 agencies in distinct areas, conducts an assessment to determine whether 
the individual has an acquired brain disorder and obtain other pertinent information. If 
the individual has an acquired brain disorder, then the information is sent to the Bureau of 
Development Services where an eligibility committee meets to determine whether the 
individual meets the level of care criteria. 

Focus: Long-Term Care-

Sen ice CJ.tcgL1l') 

Case Management 
Support Broker 

Waiver Serv
Y:\ 
Y 
N 

ices 

Service Coordination 
Specitic Sen ice 
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S~n ice Categor) 
In-Home Services 

Person Directed Goods and Services 

Equipment/Supplies 
Vehicle Repair/Modification 
Respite 
Clinical Services 

Day Support 
Environmental Accessibility 
Adaptations 

Y N Specific Sen ice 
Y Personal Care Services 

Community Support Services - services 
provided to individuals who have skills to 
live independently in the community if 
provided continuous availability of, and 
access to, services and supports, to assure 
that needs are met. Community support 
services include assistance in areas such 
as: daily living skills, money 
management, shopping skills, food 
preparation, laundry, household 
maintenance, use of community 
resources, community safety, and social 
skills. This service may begin while the 
individual is still residing with hislher 
family. 
Crisis Response Services - may also 
include training to staff related to the 
needs of the individual, and or emergency 
back-up staff for the direct support of the 
individual in crisis. 

Y Consolidated Acquired Brain Disorder 
Services - provides participants with full 
freedom and control in choosing 
provider(s) for each aspect of their 
services. 

Y Assistive Technology Support Services 
Y Environmental Modification Services 
Y Respite Services 
Y Specialty Services - services intended for 

participants whose medical, behavioral, 
therapeutic, health and personal well 
being require services which are 
specialized pertaining to unique 
conditions and aspects of acquired brain 
disorders 
Crisis Response Services - includes direct 
consultation and clinical evaluation for 
individuals who are experiencing a 
behavioral, emotional or medical crisis. 

Y Day Services 
Y Environmental Modification Services 
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Sen ice Categor) Y N Specific Sen ice 
Health Related Y Specialty Services - services intended for 

participants whose medical, behavioral, 
therapeutic, health and personal well 
being require services which are 
specialized pertaining to unique 
conditions and aspects of acquired brain 
disorders 
Crisis Response Services - includes direct 
consultation and clinical evaluation for 
individuals who are experiencing a 
behavioral, emotional or medical crisis. 

Financial Management Services Y Included as a part ofConsolidated 
Acquired Brain Disorder Services. 

Supported Employment Y Supported Employment Services 
Family and Caregiver Training 
Transportation 
Residential 

Night Supervision
 
Substance Abuse
 

N
N 
N 

N
N
 

Personal Care Services - may be 
provided to an individual residing in a 
setting that is not independent in the 
community, such as a group home or 
in Enhanced Family Care (adult foster 
care). 

Behavioral Services Y	 Crisis Response Services - includes direct 
consultation and clinical evaluation for 
individuals who are experiencing a 
behavioral, emotional or medical crisis. 

Monthly cost limits: None, as the waiver is managed in the aggregate. 

Background: 

New Hampshire began this waiver in 1992 because of efforts by families and advocacy 
groups to return individuals placed in out-of-state facilities to the state. The waiver has 
grown substantially over time. The waiver is unique because individuals with neuro
degenerative disorders may be enrolled in the waiver ifthey meet the other eligibility 
criteria. 

The state has a Brain and Spinal Cord Injury Council that provides advice on service 
needs and related matters. While not dedicated to this waiver, they may advise on issues 
related to the waiver. 
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Waiver Year # served Expenditures Annual per Average Per diem cost 
ending capita cost length of stay 

2002 103 $7,386,833 $71,717 304 $236 
2003 109 $8,965,150 $82,249 342 $240 
2004 119 $9,784,562 $82,223 332 $248 
2005 129 $10,283,470 $79,717 nr na 
2006 140 $11,487,626 $82,054 332 $247 

Waiver year is November 1 through October 31. 

Waiting List: Yes, 16 as of December 2007. In order to be placed on the waiting list the 
individual must meet the level ofcare criteria. Medicaid eligibility. determination need 
not be fmalized if it is clear that fmancial eligibility criteria are met. 
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New Jersey 

Waiver Name: HCBS Waiver for Persons with Acquired Traumatic Brain Injuries 

Operated by the Division ofDisability Services (DDS), an agency within the single State 
Medicaid agency, the Department of Human Services. 

Target Population: Brain Injury - "acquired traumatic" 

Eligibility: 

Financial eligibility: income of 300% of federal SSI countable resources of $2,000 or 
less. 

Level ofCare in approved waiver: Nursing facility 

Be between the ages 21 and 65 for enrollment; individuals already enrolled may remain 
in the waiver after reaching 65. Additionally, professional staffof the DDS verifies that a 
traumatic or acquired brain injury occurred with an age ofonset of 21 or older and meet 
in person with the applicant. 
In addition to the routine NF level of care detennination, the Rancho Los Amigos Levels 
ofCognitive Functioning Scale is administered with a minimum score of 4 being 
required. 

Focus: Long-Tenn Care 

Waiver Services 
Sen icc- Catc-gor) Y N Specific Sen icc 

Case Management - acceptance of 
Case Management Y case management is required of all 

enrollees. 
Support Broker N 
In-Home Services Y Personal Care Assistant 

Chore Services 
Companion Services 

Person Directed Goods and Services N Personal assistant services (PAS) may 
be consumer directed 

Equipment/Supplies N 
Vehicle Repair/Modification Y Environmental Modification 
Respite Y Respite Care - in home and out of 

home (not available to individuals 
residing in a community residential 
service setting). 
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Sen ice Categor) YiN Specific Sen ice 
Clinical Services Y Therapy services which include: 

physical and occupational therapy, 
speech-language pathology 
Cognitive Therapy services. 
Counseling services 

Day Support Y Structured day program 
Supported day program - independent 
activities (in-home or out of home) 
requiring initial and periodic support 
from a professional to sustain the 
program; it is a step-down alternative 
to structured day program. 

Environmental Accessibility Y Environmental Modification 
Adaptations 
Health Related N 
Financial Management Services N Available ifusing PAS 
Supported Employment N 
Family and Caregiver Training N 
Transportation Y Transportation - to access services in 

the individual plan; in addition to, but 
not replacing, State plan service; 
family members are not reimbursed 

Residential Y Community residential services (CRS) 
is a package of services provided to a 
beneficiary living in a community 
residence owned, rented or supervised 
by a licensed community residential 
services provider and includes 
personal care, companion services, 
chore services, transportation, night 
supervision and therapeutic activities. 
Approximately 2/3's ofthe waiver 
participants reside in these settings. 

Night Supervision Y Night Supervision services (not 
available to individuals receiving 
CRS) 

Substance Abuse Y Counseling services (indicated in 
"clinical services") specifically 
include substance abuse counseling. 
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Sen ice Cat~~or) y ~ Specific Sen ice 
Behavioral Services Y	 Behavioral program services - a daily 

program provided by and under the 
supervision ofa licensed psychologist 
and by aides (specialists) trained by a 
licensed psychologist; designed to 
serve individuals who display severe 
maladaptive or aggressive behavior; 
provided in or out ofthe home; time 
limited and designed to treat the 
individual and caregivers, if 
appropriate. 

Monthly cost limits are $8,178 for individuals receiving day services and living in the 
community and $10,032 for persons placed in CRS settings. 

Background: 

New Jersey began this waiver in 1993 as a way to return individuals with brain injury to 
New Jersey from expensive out of state placements. It initially was approved to serve 
150 individuals and is now approved to serve 350. Age ofonset ofthe brain injury was 
changed from 16 to 21. 

'v\ ai\cr Year = Senc'd E'l'enditurc';, Annual pcr -\\c'ra~c Pc'r diel11 C051 

cJldil1~ capita co"t leJl~tl1 of :ota) 
2002 236 $13,563,248 $57,471 330 $174 
2003 231 $14,577,348 $63,105 343 $184 
2004 232 $14,626,416 $63,045 343 $184 
2005 264 $17,378,970 $65,829 334 $197 
2006 276 $18,374,797 $66,575 329 $202 

Waiver year is July 1 to June 30 

Waiting List: In October 2007,44 individuals were on the "referrallisf' of individuals 
waiting for enrollment. A referral form, which can be submitted by anyone, is used to 
apply for the waiver. Upon receipt ofthis form, professional staffofDDS reviews 
medical and other pertinent records, meet with the individual to explain the waiver and 
assess the likelihood ofeligibility and appropriateness for the waiver. Arrangements are 
also made for one or more providers to meet with the individual to determine whether 
there is a willing, appropriate provider. Then, when a vacancy occurs, the next 
appropriate person on the ''referrallisf' is offered waiver enrollment. 
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New York 

Waiver Name: Adult HCBS Medicaid Waiver for Individuals with Trawnatic Brain 
Injury 

Operated by the single State agency (Department ofHealth). 

Target Population: Traumatic Brain Injury 

Eligibility: 

Financial eligibility: income of 100% of federal poverty level or medically needy and 
spend down to this level with countable resources of$4,200 or less. 

Level ofCare in approved waiver: Nursing Facility 

Be between the ages 21 and 64 and have a brain injury. Have a diagnosis of traumatic 
brain injury; individuals who experience deficits similar to a trawnatic brain injury 
because of anoxia, toxic poisoning, stroke or other neurological conditions may also be 
eligible. Individuals with gestational or birth difficulties such as cerebral palsy or autism 
or who have a degenerative disease are not eligible for the waiver. Be assessed by a 
nurse or licensed social worker using the state's Hospital and Community Patient Review 
Instrument and SCREEN tool as needing nursing facility level of care. 

Focus: Long-Term Care 

Waiver Services 
Sen ice Categol) YiN Specific Sen ice 

Case Management y Service Coordination is a required 
service 

Support Broker N 
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Sen icc Categor~ y,N Specific Sen ice 
In-Home Services Y Independent Living Skills Training 

and Development Services - not 
intended as a long-term support. 
Services may include assessment, 
training, and supervision of, or 
assistance to, an individual with issues 
related to self-care, medication 
management, task completion, 
communication skills, interpersonal 
skills, socialization, sensory/motor 
skills, mobility, community 
transportation skills, . 
reduction/elimination ofmaladaptive 
behaviors, problem solving skills, 
money management, pre-vocational 
skills and skills to maintain a 
household. 
Respite 
Community Integration Counseling 
Service - as described below. 
Home and Community Support 
Services - individually designed 
support services essential for the 
participant's health and welfare. These 
services include cueing, prompting 
and supervision with activities ofdaily 
living (ADLs) and Independent 
Activities ofDaily Living (IADLs) as 
well as supporting integration into the 
community. It is not intended as a 
"hands-on" service and cannot assist 
with the administration ofmedication, 
dress open wounds, assist with tube 
feedings, or perform any other 
activities that are within the scope of 
practice of a nurse, PCS or HHA 
under any circumstance. 

Person Directed Goods and Services N Available for State plan services of 
personal care assistance, home health 
and nursing. 

Equipment/Supplies Y Assistive Technology Services 
Vehicle RepairlModification Y Environmental Modifications Service 
Respite Y Respite 
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Sen iCe Categor) YI N Specific Sen ice 
Clinical Services Y Community Integration Counseling 

Service - a counseling service 
provided to a participant coping with 
altered abilities and skills, the need to 
revise long term expectations, and 
changed roles in relation to significant 
others. It is available to participants 
and/or anyone involved in an ongoing 
significant relationship with the 
participant when the issues to be 
discussed relate directly to the 
participant. 

Day Support Y Structured Day Program Services 
Environmental Accessibility Y Environmental Modifications Service 
Adaptations 
Health Related 
Financial Management Services 
Supported Employment 

N
N
N
 

Family and Caregiver Training Y An element of an Intensive Behavioral 
Program as described below 
Community Integration Counseling 
Service as described above 

Transportation Y Waiver Transportation 
Residential 
Night Supervision 

N
N
 

Substance Abuse Y Substance Abuse Program Services 
Behavioral Services Y Intensive Behavioral Program 

include but are not limited to: 
comprehensive assessment ofthe 
individual's behavior, a detailed 
behavioral treatment plan, 
arrangements for training informal 
supports and waiver and non-waiver 
service providers to effectively use the 
basic principles ofthe behavioral plan, 
regular reassessments ofthe plan and 
modifying the plan as needed, and an 
emergency intervention plan when 
there is the possibility ofthe 
participant becoming a threat to 
himself, herself or others. 
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S~n ic~ Cnt~gor) y, 0i	 Sp~ci1ic S~n ic~ 

Other Y	 Community Transitional Services 
funding for the reasonable costs of 
one-time set-up expenses for 
individuals transitioning from a 
nursing home to their own home or 
apartment in the community. 

Monthly cost limits are not applicable as the waiver is managed in aggregate. 

Background: 

New York began this waiver in 1995. The State Department ofHealth administers the 
waiver through the Regional Resource Development Centers and Specialists who serve 
specific counties throughout the State. 

Initially, the age ofonset ofthe brain injury was 18; this requirement has been 
eliminated. Individuals have to be no more than 64 years old to apply for thewaiver; 
they may remain enrolled in the waiver after turning 65. 

\\'3i\cr YCeU" = 5cr\cd E,pcllditurcs Annu::l1 per .\\cragc Per dklll Cllst 
cndin:; capite] C05l kngllll)j' ~ta) 

"2()02 972 $41,350,022 $42,541 335 $127 
2003 1157 $49,434,784 $42,727 314 $136 
2004 1446 $61,124,741 $42,272 320 $132 

"2005 1684 $76,654,494 $45,519 326 $140 
2006 1953 $79,029,120 $40,465 310 $131 

Waiver year is April 1 to March 31 

Waiting List: None statewide at this time, but in the Metropolitan New York City area 
there is one due to a shortage ofproviders. 
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North Dakota 

Waiver Name: Traumatic Brain Injury 

North Dakota no longer has a brain injury waiver; in 2006, it was merged with the state's 
aged and disabled waiver at the urging ofCMS. The information that follows reflects the 
operation ofthe waiver up until its expiration. 

Operated by the Developmental Disabilities Division, a separate division within the 
single State agency (Department ofHealth).
 

Target Population: Traumatic Brain Injury
 

Eligibility:
 

Financial eligibility: income, SSI eligible and countable resources of$3,000 or less.
 

Level ofCare in approvedwaiver: Nursing Facility
 

Individuals over 18 and determined disabled according to Social Security criteria.
 

Focus: Long-Term Care
 

Waiver Services 
Sen,icc Categor~ YiN Specitic Sen ice 

Case Management Y Case Management 
Support Broker 
In-Home Services 
Person Directed Goods and Services 

N
N
N
 

Equipment/Supplies Y Emergency Response 
Vehicle RepairlModification 
Respite 
Clinical Services 
Day Support 
Environmental Accessibility 
Adaptations 
Health Related 
Financial Management Services 
Supported Employment 
Family and Caregiver Training 
Transportation 

N
N
N
N
N 

N
N
N
N
N
 

Residential Y Residential Care 
Night Supervision 
Substance Abuse 

N
N
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Behavioral Services N 
Other Y Transitional living 
Background: 

North Dakota began this waiver in 1994; in 2006 it was merged with the state's aged and 
disabled waiver at the urging ofCMS. Residential Care was the primary service used in 
this waiver; only one or two individuals used emergency response or transitional living. 

\\ ai\er Year =5er\ed E\.penditllre5 Anllual per ..'\\era,;e Per diem cn~t 

endin::;. capita co~t lellgth of 5t::!} 

~002 31 $781,645 $25,214 296 31 
2003 30 $817,096 $27,237 330 30 
2004 31 $841,110 $27,133 326 31 
2005 29 $826,438 $28,498 337 29 
2006 29 $797,371 $27,496 315 29 

Waiver year is July 1 to June 30 

Waiting List: NA 
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Pennsylvania 

Waiver Name: COMMCARE - Community Care 

Operated by the Office ofLong-Term Care, a separate office within the single State 
agency (Department ofPublic Welfare). 

Target Population: Traumatic Brain Injury 

Eligibility: 

Financial eligibility: income of300% of federal SSI countable resources of $2,000 or less 
after a $6,000 disregard. 

Level ofCare in approved waiver: Specialized Rehabilitation Nursing Facility. This is 
a facility where more than 70 percent ofthe 
residents have a neurological-muscular diagnosis 
and severe functional limitations. 

Determining level ofcare is a two-step process for this waiver. First, as is routine for all 
long-term care applicants, the Area Agency on Aging determines eligibility for nursing 
facility level of care for individuals 21 years of age and older using the state's Options 
Assessment Tool. Then, if the applicant demonstrates a medically determinable 
diagnosis of traumatic brain injury not ofa degenerative, congenital or post-operative 
nature, the specialized facility assessment is conducted. This second step assessment 
determines whether the applicant will require overall management of a service plan 
designed specifically to meet the needs of individuals with traumatic brain injury 
involving technical and professional personnel to meet the needs of the individual to 
promote recovery. 

Focus: Long-Term Care, although residential services in group homes are considered 
short term to lead to an individual moving to another setting. 

Waiver Services 
Sen icc Categur,: Y N Spec ific Sen ice 

Case Management y Service coordination 
Support Broker N 
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Sen ice Categol") YIN Specific Sen ice 
In-Home Services Y Personal care services 

Chore services 
Habilitation and support services - up 
to a full day of services and/or 

. supports designed to ensure the health 
and welfare of the individual, and to 
assist in the acquisition, retention 
and/or improvement in skills 
necessary to support individuals to 
live successfully in their homes. 
Expressly included is the provision of 
personal care services as well as chore 
type services and household 
maintenance 
Coaching/Cueing Services 
(Behavioral Therapy Coach) are 
provided to consumers needing 
minimal or no "hands on" assistance. 
Provides prompting and cueing to 
carry out the routines and tasks of 
daily living. Coaching/cueing can be 
provided in or out ofthe home 

Person Directed Goods and Services Y Personal Care Services 
Coaching/Cueing Services 
(Behavioral Therapy Coach) 
Night Supervision 
Respite Care 

Equipment/Supplies Y Assistive technology/specialized 
medical equipment and supplies. 
Personal Emergency Response 
Systems. 

Vehicle Repair/Modification Y Environmental modifications 
Respite Y Respite Care 
Clinical Services Y Cognitive Therapy 

Counseling services 
Extended State plan services to 
include: 
Physical Therapy 
Occupational Therapy 
Speech Therapy 
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Sen iet' Categor: 
Day Support 

Environmental Accessibility 
Adaptations 
Health Related 

Financial Management Services 
Supported Employment 
Family and Caregiver Training 

Transportation 
Residential 

Night Supervision 

Substance Abuse 
Behavioral Services 

Appendix 

y,N Specific Sen ice 
Y Pre-vocational services 

Structured Day Program: services may 
include social skills training, 
sensory/motor development, and 
reduction/elimination ofmaladaptive 
behavior, and preparation for 
community reintegration (teaching 
concepts such as compliance, 
attending to a task, task completion, 
problem solving, safety, money 
management, etc.). Cognitive 
rehabilitation therapy will also be 
provided as part ofthe structured day 
program ifneeded. 

Y Environmental modifications 

Y Extended State plan services: 
Part time nursing 

N 
Y Supported employment 
Y Cognitive Retraining Services 

Dietician Services 
Counseling services 

Y Non-medical transportation 
Y Habilitation and support services as 

described above may be offered in a 
licensed or certified setting, group 
homes with less than six residents. 

Y Night supervision services 
Habilitation and support services may 
be provided around the clock. 

N 
Y Coaching/Cueing Services 

(Behavioral Therapy Coach) are 
provided to consumers needing 
minimal or no "hands on" assistance. 
Provides prompting and cueing to 
carry out the routines and tasks of 
daily living. Coaching/cueing can be 
provided in or out of the home 
Behavioral Specialist Consultant 
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Sen ice Category Y·N	 Specific Sen ice 
Other Y	 Educational services 

Community transition services limited 
to $4,000 per person. 
Community Integration Services and 
related training enable the consumer to 
plan for and engage in meaningful 
adult activities including domestic and 
leisure activities. Community 
integration can include cues, on-site . 
modeling of behavior, and/or 
supervision to assist the consumer in 
maintaining maximum independent 
functioning. Community integration is 
limited to: money management, 
interpersonal communication, 
development of relationships, 
development ofdecision-making 
skills, civil rights and protections, and 
volunteer work. 

Background: 

Pennsylvania began this waiver in 2002, and the service package has remained stable. 
The unduplicated number ofpersons served in the waiver year ending 2007 was 324. 

\\ ai\ <:?r Y<:?~Ir =~eJ'\ eel E\penditure" AnJlu,1! jlcr \ \ cragc Per diem co"t 
ending capita co:>t length or "ta) 

2003 14 $545,038 $38,931 124 $314 
2004 68 . $2,542,810 $37,394 219 $171 
2005 152 $6,897,762 $45,380 285 $159 
2006 324 Data not available 

Waiver year is July I to June 30. 

Waiting List: None at this time. Some advocates may refer to the ''pending application 
list," a list maintained to track individuals going through the application process, as a 
waiting list. As ofOctober 2007, all eligible individuals have been enrolled. 
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South Carolina 

Waiver Name: Head and Spinal Cord Injury (HASCI) Waiver Services 

Operated by the Department ofDisabilities and Special Needs (DDSN), Head and Spinal 
Cord Injury (HASCI) Division. The single State agency is the Department ofHealth and 
Human Services. 

Target Population:	 Traumatic Brain Injury and/or Spinal Cord Injuries 
(Acquired brain injuries are effectively included as "similar 
disabilities" which are included by law.) 

Eligibility: 

Financial eligibility: income of300% offederal SSI countable resources of $2,000 or 
less. 

Level ofCare in approved waiver:	 Nursing Facility 
Intermediate care facility for mentally retarded 
persons (ICFs/MR) 

Be between the ages 0 and 65, have a medically documented injury to the brain that has 
occurred since birth that may have been caused by an external physical force or by a 
metabolic disorder; it does not include brain injuries that are congenital or brain injuries 
induced by birth trauma. "Similar disabilities" are included; however they are not 
defmed except that: there is no limit by early age ofonset, it is not progressive or. 
degenerative, it is not dementia resulting from chronic disease or alcohol/drug use and it 
is not a neurological disorder related to aging. 
A service coordinator conducts a functional assessment to determine level of care. The 
assessment focuses on functional/ADL deficits and the need for skilled nursing 
service(s); this results in it being weighted towards individuals with spinal cord injuries 
and therefore approving fewer individuals with brain injuries. 

Focus: Long-Term Care. 

Waiver Services 

Case Management y 
NSupport Broker 

In-Home Services Y Attendant care 
Private Duty Nursing 
Behavior Support 
Non-institutional Respite Care 
Residential Habilitation 
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Sen ke Categor)
 
Person Directed Goods and Services
 

Equipment/Supplies 

Vehicle Repair/Modification 
Respite 

Clinical Services 

Day Support 

Environmental Accessibility 
Adaptations 
Health Related 

)',N Spec iilc Ser\ icc 
Y Personal care Assistant 

Attendant care 
Health Education for Consumer 
Directed Care 
Peer Guidance for Consumer Directed 
Care 

Y Specialized Equipment 
Specialized Supplies 
Personal Emergency Response System 

Y Private Vehicle Modification 
Y Institutional Respite Care 

Non-institutional Respite Care 
Y Psychological Services 

Speech Therapy 
Physical Therapy 
Occupational Therapy 
Audiological services 
(Extended beyond age 21, the limits of 
State plan services) 

Y Day Habilitation 
Pre-vocational Habilitation 

Y Environmental Modification 

Y Private Duty Nursing 
Health Education for Consumer 
Directed Care 

Financial Management Services N
 
Supported Employment Y Supported Employment 
Family and Caregiver Training 
Transportation 
Residential 
Night Supervision 
Substance Abuse 

N
N
N
N
N
 

Behavioral Services 
Other 

Y 
Y 

Behavior Support 
Prescribed drugs - State plan limits 
beneficiaries to 4 prescriptions, waiver 
participants are allowed up to seven 
prescriptions. 

Background: 

South Carolina began this waiver in 1995; with the exception ofadding consumer 
directed services, it has remained relatively consistent. 
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Estimates are that 5-10% ofparticipants have had a brain injury, 60-70% have had a 
spinal cord injury and 20-25% have had injury to both brain and spinal cord. 

\\"ai\crYcJr =~cncd E'pcllJitur6 -\nnualpcr \\cra:;c Pcrdjcl1lc()~t 

cndin:; ca ,ita cUo-t length of "t<l) 
2002 478 $9,847,528 $20,602 326 $63 
2003 478 $11,181,049 $23,391 343 $68 
2004 489 $10,741,579 $21,966 341 $64 
2005 489 $12,146,034 $24,839 346 $72 
2006 497 $12,247,128 $24,642 338 $73 

Waiver year is July 1 to June 30 

Waiting List: 218 individuals are on the waiting list as ofOctober 2007. The waiting list 
has two categories, urgent and routine. 25 individuals are classified as urgent, and waits 
are typically three to four months. Individuals may be reassessed and reclassified. 
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Utah 

Waiver Name: HCBS Section 1915(c) Acquired Brain Injury Waiver 

Operated by the Department of Human Services, Division of Services for People with 
Disabilities (DSPD), a separate agency of the State, 

Target Population: Acquired Brain Injury 

Eligibility: 

Financial eligibility: income of300% of federal SSI and medically needy spending down 
to 100% of federal Poverty Level. Countable resources of$2,000 or less. 

Level ofCare in approved waiver: Nursing Facility 

Be 18 or older and have an acquired brain injury that occurred after birth and be assessed 
as meeting the level ofcare by a Division ofServices for People with Disabilities' ABI 
support coordinator. Oversight of the level of care determination process is the 
responsibility ofthe single State agency. The State Medicaid Agency retains authority to 
review level of care determinations made by the Division of Services for People with 
Disabilities and to make necessary modifications to the determinations. 
A specialized form and assessment are used by the ABI Support Coordinators for the 
waiver's level ofcare determination; the assessment is scored and eligibility is 
determined by the score falling within a specific range. 

Focus: Long-Term Care 

Waiver Services 
Sc:n icc Caregor) y,i\j Spccitic Sen ice 

Case Management Y ABI Support Coordination 
Support Broker N 
In-Home Services Y . Chore Services 

Community Living Supports 
Companion Services (if not receiving 
Community Living Supports) 
Family Assistance and Supports 
Homemaker Services 
Respite Care Services (Unskilled) 
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Sen ice Categor~ Y N Specific Sl?n iCl? 
Person Directed Goods and Services y Chore Services 

Community Living Supports 
Family Assistance and Supports 
Homemaker Services 
Respite Care Services (Unskilled) 

Equipment/Supplies Y Personal Emergency Response System 
Specialized Medical Equipment and 
Supplies (includes both purchase and 
ongoing service fee) 

Vehicle Repair/Modification N 
Respite y Respite Care Services (Unskilled) 
Clinical Services N 
Day Support y Day Habilitation (Structured Day 

Program) 
Environmental Accessibility N 
Adaptations 
Health Related N 
Financial Management Services See note 
Supported Employment Y Supported Employment Services 
Family and Caregiver Training Y Family AssIstance and Supports 
Transportation Y Transportation Services (Non

medical) 
Residential y Community Living Supports 

(provided in a congregate setting or 
"host home") 

Night Supervision y Community Living Supports 
Substance Abuse N 
Behavioral Services N 

Note:	 The self-directed employee model requires the enrollee to use a Waiver Personal 
Services Agent as an integral component ofthe waiver service to assist with 
managing the employer-related financial responsibilities associated with the self
directed employee model. The Waiver Personal Services Agent is a person or 
organization that assists waiver enrollees and their representatives, when 
appropriate, in performing a number of employer-related tasks, without being 
considered the common law employer of the enrollees' service workers. Tasks 
performed by the Waiver Personal Services Agent include documenting service 
workers' qualifications, collecting service worker time records, preparing payroll 
for enrollees' service workers, and withholding, filing and depositing federal, 
state, and local employment taxes. 
Enrollee-employed service workers complete a time sheet for work performed. 
The enrollee confirms the accuracy ofthe time sheet, signs it, and forwards it to 
the Waiver Personal Services Agent for processing. The Waiver Personal Services 
Agent files a claim for reimbursement through the Medicaid MMIS system and 
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upon receipt ofpayment completes the employer-related responsibilities, deducts 
the established administrative fee, and forwards payment directly to the service 
worker for the services documented on the time sheet. 

Background: 

utah began this waiver in 1995 as a traumatic brain injury waiver. In 2004 it was 
changed to provide services to individuals with acquired brain injury. The number of 
individuals served grew gradually over time. 

An amendment to unbundled services is pending. In addition to unbundling services, a 
new service, "behavioral consultation" is being proposed. 

\\ Ji\ er Year " :--er\ cd E,pel1dilUre~ :;nnuJI per A\ era.:!e Per diem CO..,1 

ending capita CO..,1 length or ..,la) 
2002 85 $1,813,437 $21,335 292 $73 

·2003 83 $2,192,061 $26,410 336 $79 
2004 78 $2,393,342 $30,684 346 $89 
2005 101 $1,980,338 $19,607 291 $67 
2006 91 $2,079,141 $22,848 333 $69 

Waiver year is July 1 to June 30 

Waiting List: Yes, 93 individuals. A standardized statewide assessment is used to 
prioritize individuals' placement on the waiting list. An individual may request a 
reassessment if needs change. 
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Vermont 

Vermont no longer has a separate brain injury waiver. It was discontinued in 2006 when 
services to individuals with traumatic brain injury were included in the state's 
consolidated waiver. The information that follows reflects the operation ofthe waiver up 
until the consolidation. 

Target Population: Traumatic Brain Injury 

Eligibility: 

Financial eligibility: income of300% of federal SSI countable resources of$2,000 or 
less. 

Level of Care in approved waiver: Specialized Nursing Facility (out of state) 

Be age 16 or older and have a recent traumatic injury to the brain that is not degenerative 
and that may include stroke. The individual must have the potential to benefit from 
rehabilitation and demonstrate benefit from the program in which he participates at the 
time ofreferral. Additionally, the individual must agree to participate in a substance 
abuse treatment program if there is a history of such abuse. 

Focus: Primarily rehabilitation with a long-term care option. 

Waiver Services 
Sen icc Cal~g()r) Y,;,\ Specific Sen icc 

Case Management Y Case Management 
Support Broker N
 
In-Home Services Y Respite 

Community Supports 
Person Directed Goods and Services N
 
Equipment/Supplies Y Environmental and Assistive 

Technology 
Vehicle RepairlModification N
 
Respite Y Respite 
Clinical Services Y Habilitation Services 
Day Support Y Crisis Supports 
Environmental Accessibility Y Environmental and Assistive 
Adaptations Technology 
Health Related 
Financial Management Services 

N
N
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Supported Employment Y Employment Supports 
Family and Caregiver Training N 
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Sen ice Categor) 
Transportation 
Residential 
Night Supervision 
Substance Abuse 
Behavioral Services 

Y 1\ 
N 
N 
Y 
N 
Y 

Specific Sen ice 

Community Supports 

Crisis Supports 

Monthly cost limits 

Background: 

Vermont's separate brain injury waiver, which began in 1994, was discontinued in 2006 
when services to individuals with traumatic brain injury were included in the state's 
Global Commitment to Health 1115 Waiver. 

Vermont began the waiver in 1994 in order to be able to provide in-state services to its 
residents who experienced a traumatic brain injury. There were no specialized nursing 
facilities in Vermont: all individuals were sent out of state. Recently, the number of 
Vermonters sent out of state has been one per year. As noted above the separate 1915(c) 
waiver was ended and combined into the state's 1115 Waiver. 

The waiver had a very strong rehabilitation focus but not all individuals initially enrolled 
made the progress needed to be successfully discharged from the waiver. Accordingly, 
there was a long-term services option for these individuals. 

Advocates were very involved in the waiver development and ongoing operation. 

\\ :li\ cr Yc:lr .: ~cr\ ed F::--'I'cnditurc'; Anllual pel -\ \ er,l';C PCI' dielll (0~t 

cndill~ capita C0:-t lellgth elf '-t<1) 
2002 47 $2,168,528 $46,139 271 $170 
2003 48 $2,401,808 $50,038 294 $170 
2004 51 $2,739,681 $53,719 309 $174 
2005 59 $2,566,906 $43,507 No data 
2006 68 $5,500/month No data 

Waiver year is October 1 to September 30 

105 



Appendix 

Wisconsin 

Waiver Name: Adult Brain Injury Waiver 

Operated by the Division ofLong-Tenn Care, Developmental Disabilities Services 
Section, a separate division within the single State agency (Department ofHealth and 
Family Services) 

Target Population: Acquired Brain Injury 

Eligibility: 

Financial eligibility: income of300% of federal SSI and countable resources of $2,000 or 
less. 

Level ofCare in approved waiver: inpatient traumatic brain injury rehabilitation 

Be any age and have brain injury, occurring at any age, whether mechanical or infectious, 
the result ofwhich constitutes a substantial impainnent to the individual and is expected 
to continue indefinitely. Brain injury includes any injury to the brain that is vascular in 
origin that is sustained by the person prior to attaining age twenty-two. Brain injury does 
not include alcoholism, Alzheimer's disease or a like irreversible dementia. 

A nurse detennines level of care based upon review of a functional assessment conducted 
by a case manager as well as a review of the individual's care plan. 

Focus: Long-Tenn Care 

Waiver Services 
Sen ice C~tegnr: Y'N SreciJic Sen icc 

Case Management Y Support and Service Coordination 
Support Broker N 
In-Home Services Y Supportive Home Care - support and 

supervision and household services in 
the home 
Daily Living Skills Training 
Skilled Nursing Services; when not 
covered by the State plan 
Respite Care 

Person Directed Goods and Services Y Consumer-Directed Supports 
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Sen ice CatcgOl') Y'N Specific Sen ice 
Equipment/Supplies Y Specialized Medical and Therapeutic 

Supplies when not covered by the 
State plan 
Communication Aids 
Adaptive Aids 
Personal Emergency Response 
Systems 

Vehicle RepairlModification Y Adaptive Aids 

Respite Y Respite Care 
Clinical Services Y Counseling and Therapeutic Services 
Day Support Y Adult Day Services 

Children's Day Services 
Adult Day Care - for older adults 
Pre-Vocational Services 

Environmental Accessibility Y Home Modifications 
Adaptations 
Health Related Y Skilled Nursing Services when not 

covered by the State plan 
Financial Management Services Y Financial Management/Fiscal 

Intennediary Services 
Supported Employment Y Supported Employment 
Family and Caregiver Training N 
Transportation Y Specialized Transportation 
Residential Y Residential Support Services - support 

and supervision in the following 
settings: Adult Family Home (County 
certified or state licensed), Children's 
Foster Homes, (including treatment 
Foster Homes), and Community-
Based Residential Facilities of 5-8 
residents 

Night Supervision N 
Substance Abuse N 
Behavioral Services N 
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Sen ke Catcgor) y,N Specific Sen icc 
Other Y	 Daily Living Skills Training - teaching 

skills to function in the home and 
community; 
Housing counseling - assists 
individuals find or buy homes in the 
community 
Housing Start-up - assistance with 
furniture & start-up costs offrrst home 
in the community 
Home-Delivered Meals 

Monthly cost limits: $5,400 for state matched funds; additional available if the county 
provides funding to be used in the match. 

Background: 

Wisconsin began this waiver in 1995 in order to provide home and community-based 
alternatives for people with traumatic brain injuries who were then currently being served 
in high cost rehabilitation and treatment facilities both in state and out of state. One of 
the waiver's purposes was to address the high cost of out of state facilities. The provision 
of Wisconsin-based, community alternatives was perceived as beneficial for the people 
served and the state's financial position. 

The state's brain injury association was involved in developing training and advising on 
waiver issues. 

The counties are very involved in the waiver and county funds may be used for waiver 
services, and federal match, over and above the state funding. 

\\ ai\ cl" Y-:~ll" .: 5cl"\ cd L\I1cnditurcs -\nnllal 11cr -\ \ crJ~(, Per dielll L·o:'l 
endin~ capitJ co"t length of 5lJ) 

2002 268 $15,966,889 $59,578 337 $177 
2003 303 $17,756,141 $58,601 340 $172 
2004 322 $19,194,295 $59,610 350 $170 
2005 334 $20,032,784 $59,978 348 $172 
2006 334 $20,095,110 $60,165 351 $171 

Waiver year is January 1 to December 31. 

Waiting List: Yes, as ofNovember 2007, 121 are on wait list, managed on a first come 
fIrst served basis. 
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Wyoming 

Waiver Name: Adult Acquired Brain Injury HCBS Waiver 

Operated by the Developmental Disabilities Division, a separate division within the 
single State agency (Department of Health). 

Target Population: Acquired Brain Injury 

Eligibility: 

Financial eligibility: income of300% of federal SSI countable resources of $2,000 or 
less. 

Level of Care in approved waiver:	 Intermediate care facility for mentally retarded 
persons (ICFslMR) 

Be between the ages 21 and 64, have an traumatic or non traumatic injury to the brain 
that has occurred since birth that may have been caused by an external physical force or 
by a metabolic disorder; it does not include brain injuries that are congenital or brain 
injuries induced by birth trauma. Additionally, a medical team will review the medical 
documentation from the time of the injury/incident. 
A team with a physician and a registered nurse will engage in a collaborative evaluation 
process with a neuropsychological examination by a licensed psychologist with one year 
of post-doctoral work in ABI. Initial assessments include: a neuropsychological 
evaluation that includes a standard battery of tests used to determine the Individual 
Budget Amount using DOORS.147 In addition, any of the following tests from the 
neuropsychological and other evaluations: 
• Mayo Portland Adaptability Inventory (MPAI) score of 42 or more 
• California Verbal Learning Test II, Trials 1-5, T Score or 40 or less 
• Supervision Rating Scale of4 or more Inventory for Client and Agency Planning 
(lCAP) Service Score of70 or less· 

Focus: Long-Term Care - since its inception, only 36 individuals have disenrolled from 
the waiver. 

147 DOORS is the financial model used for using an individual budgeted amount 
based on the characteristics for each person served. This model considers the 
characteristics of the adults with ABI, and the services and settings they may choose. 
The primary purpose of this is to match ABI Waiver service dollars to individual 
consumer's needs and to allow for fiscal accountability. (Wyoming Waiver 
application at http://wdh.state.wy.lls/Media.aspx?mediald=942) More information 
about DOORS may be found at http://ddd.state.wy.us/Documents/architec.htm. 
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Waiver Services 
Sen iL:~ (mega\") Y N Specific Sen ice 

Case Management - acceptance of 
Case Management Y case management is required of all 

enrollees. 
Support Broker N
 
In-Home Services Y	 Personal Care Services 

In-Home Support Services: provision 
ofhabilitation services to individuals 
who reside with their family or 
independently. In-home support 
services included conducting a 
designed program to allow the 
individual with acquired brain injury 
to acquire, retain, and improve the 
self-help, socialization, and adaptive 
skills necessary to reside successfully 
in the community. 

Person Directed Goods and Services N
 
Equipment/Supplies Y	 Specialized medical equipment and 

supplies to include devices, controls, 
or appliances, specified in the plan of 
care, which enable individuals to 
increase their abilities to perform 
activities ofdaily living, or to 
perceive, control, or communicate 
with the environment in which they 
live and are in addition to any medical 
equipment and supplies furnished 
under the State plan. 

Vehicle Repair/Modification Y
 
Respite	 Y Respite Care 
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Sen ice Categor) Y,0-) Specific Sen ic~ 

Clinical Services Y Extended State Plan Services: 
Physical Therapy and 
Occupational Therapy. 
Waiver Services: 
Speec~ Hearing, and Language 
Services 
Cognitive Retraining Services: 
Training provided to the person served 
or family members that will assist the 
compensation or restoring cognitive 
function (e.g. ability/skills for 
learning, analysis, memory, attention, 
concentration, orientation, and 
information processing) 
Dietician Services include menu 
planning, consultation with and 
training for care givers, and education 
for the individual served. 

Day Support Y Day Habilitation 
Pre-vocational services. 

Environmental Accessibility Y Environmental accessibility 
Adaptations adaptations 

Health Related Y Skilled nursing services - provided to 
clients who have been ordered by an 
attending physician to receive specific 
skilled nursing treatments and care. 

Financial Management Services N 
Supported Employment Y Supported employment 
Family and Caregiver Training Y Cognitive Retraining Services 

Dietician Services 
Transportation N 
Residential Y Residential Habilitation -

approximately 45% ofwaiver 
participants live in a congregate 
setting. 

Night Supervision N 
Substance Abuse N 
Behavioral Services N 
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Background: 

Wyoming began this waiver in 2002 because of legislation influenced by a strong 
advocacy group. Several services initially covered (vision, psychological) were deleted 
from the waiver as they were not significantly different from State plan Services. 

The waiver was initially approved for 100 individuals with no more than 85 to be served 
at anyone time. This has been increased by amendments. 

\\ ai\ er Year :.. ~eJ"\ cd E'I'cllditurc:: Annual per A. \ cra~c Per diell1 cost 
ending capita co~t length ot ~ta) 

2002 25 $620,525 $24,821 164 $151 
2003 70 $2,270,680 $32,438 256 $127 
2004 83 $3,018,483 $36,367 311 $117 
2005 102 $3,368,779 $33,027 301 $110 
2006 137 $3,940,878 $28,766 297 $97 

Waiver year is July 1 to June 30 

Waiting List: None at this time, but close to maximum enrollment. However, waiting 
lists have existed at times in the past; placement on waiting list was based on a priority, 
need assessment. 
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State Operations Manual 

Appendix J - Guidance to Surveyors: Care Facility for people with Brain 
IrJjuries 

Part l - Investigative Procedures for Care Facility for people with Brain 1~lJries
 

I - Introduction II - Principa I Focus of Surveys III - Survey Process
 

A - Fundamental Survey B - Extended Survey C - Full Survey
 

IV - Components of Active Treatment A - Comprehensive Functional Assessment (42 CFR 483440(c)(3)) B 

Individual Program Plan (IPP) (42 CFR 483.440(c)) C - Program Implementation (42 CFR 483.440(d)) D

Program Documentation (42 CFR 483.440(e)) E - Program Monitoring and Change (42 CFR 483.440(f)) 

V - Task l - Sample Selection A - Purpose of the Sample B - Sample Size C - Sample Selection
 

l - Facilities Serving 1O0 or Fewer Individuals 2 - Facilities With Over
 

lOO individuals 3 ~ Alternate Sampling Procedure
 

.	 D - Program Audit Approach E - Sampling on Follow-Up Survey VI - Task 2 - Review of Facility Systems to 

Prevent Abuse, Neglect and Mistreatment and To Resolve Complaints 

VII -Task 3 - Individual Observations A - Purpose B - Survey Conduct 



C - Observation Procedure 1 - General Impressions 2 - Specific Activities and Interactions 3 - Individuals ill· 

Sample 4 - Areas for Further Observation 

D - Documentation 

VIII - Task 4 - Required Interviews With Individua Is andlor FamllylAdvocate Direct Care Staff A - Purpose B -

Interview Procedure C - Content of Indepth Interviews D - Suggested Interview Questions E - Interviews to 

Clarify Observations F - Documentation 

IX - Task 5 - Drug Pass Observation 

X - Task 6 - Visit to EachArea of Facility Serving Certified Individuals A - Purpose B - Protocol 

XI - Task 7 - Record Review of Individuals In the Sample A - Introduction B - The Individual Program Plan (IPP) 

C - Program Monitoring and Change D - Health and Safety Supports 

:II - Task 8 - Team Assessment of Compliance and Formation of the Report of CF/BI Deficiencies A - General B - Team 

Assessment of Compliance C - Amlysis 1 - Facility Practice Statements 2 - Condition Level Compliance Principles 

D - Composing the Report of CF/B I Deficiencies (CMS-3070H/(10/95)) XIII - Additional Survey Report 

Documentation (For the File) 



\ - ~ummary Listing of all CF/BI Individuals Comprising the Survey Sample (include any additional individuals added to 

the sample) B - Description of the Representative Sample Selection C - Summary of Individual Observations 0

Summary of Interviews E - Drug Pass Worksheets (Form CMS-677) or Surveyor Notes of the Drug Pass 

Observation F - Other Relevant Facility Data XIV - Completing the Revised Form CMS-3070-G-1 (lO/95) CFIBI 

Survey Report Form (SRF) 

Part 11- Interpretive Guidel ines- Responsi bi Iities of Care Faci Iity for people with Brai n IrJj uries 

440.l50 Intermed iate Care Faci Iity Services, Other Than in Institutions for Mental Diseases §483.4l 0 Cond ition of 

Participation: Governing Body and Management §483.4l0(a) Standard: Governing Body §483.4l0(b) Standard: 

Compliance With Federal, State and Local Laws. §483.4l O(c) Standard: CI ient Records §483.4l O(d) Standard: 

Services Provided Under Agreements With Outside Sources §483.4l O(e) Standard: Licensure §483.420 Condition 

of Participation: Client Protections §483.420(a) Standard: Protection of Clients' Rights §483.420(b) Standard: 

Client Finances §483.420(c) Standard: Communication With Clients, Parents, and Guardians §483.420(d) Standard: 

Staff Treatment of Clients §483.430 Cond ition of Participation: Faci Iity Staffi ng §483.430(a) Standard: Qual ified 

Brain Ir]ury Professional §483.430(b) Standard: Professional Program Services §483.430(c) Standard: Facility 

Staffing §483.430(d) Standard: Direct Care Residential Living Unit Staff §483.430(e) Standard: Staff Training 

Program §483.440 Condition of Participation: Active Treatment Services §483.440(a) Standard: Active Treatment 

§483.440(b) Standard: Admissions, Transfers, and Discharge 



§483.440(c) Standard: Individual Program Plan §483.440(d) Standard: Program Implementation §483.440(e) 

Standard: Program Documentation §483.440(f) Standard: Program Monitoring and Cllange §483.450 Condition of 

Participation: Client Behavior and Facility Practices §483.450(a) Standard: Facility Practices - Conduct Toward 

Clients §483.450(b)Standard: Management of Inappropriate Client Behavior §483.450(c) Standard: Time-Out 

Rooms §483.450(d)Standard: Physical Restraints §483.450(e) Standard: Drug Usage §483.460 Condition of 

Participation: Health Care Services §483.460(a) Standard: Physician Services §483.460(b) Standard: Physician 

Participation in the Individual Program Plan §483.460 (c) Standard: Nursing Services §483.460(d) Standard: 

Nursing Staff §483.460(e) Standard: Dental Services §483.460(f) Standard: Comprehensive Dental Diagnostic 

Services §483.460(g) Standard: Comprehensive Dental Treatment §483.460(h) Standard: Documentation of Dental 

Services §483.460(i) Standard: Pharmacy Services §483.460m Standard: Drug Regimen Review §483.460(k) 

Standard: Drug Administration §483.460(1) Standard: Drug Storage and Recordkeeping §483.460(m) Standard: 

Drug Labe ling §483.460(n) Standard: Laboratory Services §483.470 Cond ition of Participation: Physical 

Environment §483.470(a) Standard: Client Living Environment §483.470(b)Standard: Client Bedrooms 

§483.470(c) Standard: Storage Space in Bedrooms §483.470(d) Standard: Client Bathrooms §483.470(e) Standard: 

Heating and Ventilation §483.470(f) Standard: Floors §483.470(g) Standard: Space and Eq ui pment §483.470(h) 

Standard: Emergency Plan and Procedures §483.470(i) Standard: Evacuation Drills §483.470 mStandard: Fire 

Protection §483.470(k) Standard: Paint §483.470(1) Standard: Infection Control §483.480 Condition of 

Participation: Dietetic Services §483.480(a) Standard: Food and l\Jutrition Services §483.480(b) Standard: Meal 

Services §483.480(c) Standard: Menus §483.480(d) Standard: Dining Areas and Service 



Part l - Investigative Procedures for Care Faci Iity for people with Brain
 
It] LI r ies
 

I - Introduction 

This revised CF/BI survey protocol is to assist surveyors to focus attention on the outcomes of individualized active 
treatment services. The Centers for Medicare & Medicaid Services (CMS) intends the revised survey process to be 
less resource intensive for providers who consistently demonstrate compl iance with the regulations. The survey 
process is based on the October 3, 1988, regu lation and is appl icable to all CFs/B I, regardless of size. 

The field of BI is increasingly emphasizing supporting individuals in their own homes and communities, rather than 
placing people in faci lities, In addition services in virtually all States are placing increased emphasis on 
person-centered planning and person-centered services that focus on the preferences, goals and aspirations of each 
individual and on supporting them in reaching their personal goals, The field of QA is placing increased emphasis 
on outcomes related to choice, control, relationships, community inclusion, and satisfaction with life, as well as 
satisfaction with services and supports,. Many QA systems also include organizational self-assessment and 
continuous quality improvement components, These trends have contributed to the perception by providers and 
advocates that the CF/BI regulation and oversight process is too prescriptive and cumbersome, and should be altered 
to reflect newer values of quality enhancement and continuous quality improvement. 



This revised survey protocol gives facilities broader latitude to develop the processes by which it implements 
active treatment services. While the facility practice must comply with the requirements of 42 CFR 483. Subpart I, 
the survey is to center on the fundamental requirements that produce outcomes for individuals. When those 
outcomes occur, review of additional supporting requirements of process and structure is not indicated. 

A survey that focuses Oil observations of staff/consumer interaction and on interviews with consumers regarding 
their partic ipat ion and cho ice of services is suffic iently informati ve to determi ne the outcomes of active treatment. 
In the presence of problems, a more in-depth review of how the process unfolded for aparticularindividual(s) 
occurs. 

A facil ity may receive reimbursement only for the cost of care of individuals classified as eligible for the CF/BI 
level of care who are receiving active treatment. Determine faci Iity compliance with Conditions of Participation 
and with standards in the context of individual experiences within the faci Iity. When performing certification 
surveys to assess facility compliance, assess whether individuals are receiving needed active treatment services. 

II - Principal Focus of Surveys 

The principal focus of the survey is on the "outcome" of the facility's implementation of CF/BI active treatment 
services. Direct your principal attention to what actually happens to individuals: whether the facility provides 
needed services and interventions; whether the facil ity insures individuals are free from abuse, mistreatment. or 
neglect whether individuals, famll ies and guardians parl:icipate in identifying and selecting services; wlletller the 
faci Iity promotes greater independence, choice, integration and productivity; how competently and effectively the 
staff interact with individuals; and whether all health needs are being met. 

Use observation and interview as the primary methods of information gathering. Conduct record reviews 
after comp letion of observations and interviews to confirm specific issues. Verify that the faci Iity develops 
interventions and supports that address the individuals' needs, and provides required individual protections and 
health services. Do not conduct in-depth reviews of assessments, progress notes or historical data unless outcomes 
fail to occur for individuals. 



42 CFR 483.420 - Client Protections 
Fundamental requirements: 

III - 483.420(a) (2) - (7) 
483.420(a)(9) 
483.420(a)(ll) - (l2) 

Wl24 - Wl30 
Wl33 

Wl36 - Wl37 

Survey 
Process 

483.420(c)(l) - (6) Wl43 - Wl48 
The 483.420(d)(2) - (4) Wl53 - Wl57 survey 
process is divided 
into three stages. They are the fundamental, extended and full survey. (Note: These stages do not apply to the Life 
Safety Code survey. Every certification and annual re-certification requires a complete Life Safety Code survey 
(see instructions in Appendix I)), 

A - FundamentalSurvey 

A funda mental survey is conducted to determine the qual ity of services and supports received by ind ividuals, as 
measured by outcomes for individuals and essential components of a system which must be present for the 
outcomes of active treatment to occur. Certain requirements are designated as fundamental and are reviewed first. 
Tile remaining requirements (that are not designated as fundamental) are supporting structures or processes that the 
facility must implement. A decision that a provider is in compliance with the fundamental requirements indicates 
an outcome-reviewed compl iance with 
the 42 CFR 483.420 - Client Protections non-fundamental requirements and 

Fundamental requirements: associated conditions of 
483.420(a)(2) - (7) Wl24 - Wl30 participation. Focus initial attention 

on the	 483,420(a)(9) Wl33 fundamental requirements of the 
483.420(a)(ll) - (l2) Wl36 - Wl37 conditions of participation for: 
483.420(c)(l) - (6) Wl43 - Wl48 
483.420(d)(2) - (4) Wl53 - Wl57' 

42 CFR	 Fundamental requirements: 483.440 - Active Treatment , 483.440(a)(l) - (2)	 Wl96 - Wl97 
42 CFR 483.450 - Client Behavior Services 483.440(c) (2) W209 

Faci Iity Practicesand 483.440(c)(4)	 W227 

42 CFR 483.420 - Client Protections 
Fundamental requ irements: 
483.420(a)(2) - (7) Wl24 - Wl30 
483,420(a)(9) Wl33 
483.420(a) (ll) - (l2) Wl36 - Wl37 
483.420(c)(l) - (6) Wl43 - Wl48 
483.420(d)(2) - (4) Wl53 - Wl57 
Funda menta I requ irements: 
483.440(a) (l) - (2) Wl96 - Wl97 
483.440(c) (2) W209 
483.440(c)(4) W227 
483, 440(c) (6)(i) W240 
483.440(c)(6)(lll) W242 

\ A 1'""\ ii, 



All fundamental requirements must be reviewed in every annual recertification survey. When observations and 
interviews are complete, review the individuals' records, as needed, to verify observation and interview findings. 
If indicated, verify that individual health needs are met and protections are in place. When tile fundamental 
requirements are "met," the facility meets the Conditions of Participation. 

W124 - W130 
W133 

W136 - W137 
W143 - W148 
W153 - W157 

W196 - W197
 
W209
 
W227
 
W240
 
W242
 
W247
 
W249
 

W255 - W257
 
W262 - W263
 

W120
 
W186
 
W436
 

W448 - W449 

W285 
W?Rf) - W?RR 

fundamental requirements are "not 
review the condition-level 
compl iance principles found in the 
interpretive guidelines for W122, 
W266, and W318. Determine 
deficiencies at the fundamental 
requirements, when viewed as a 
lead you to believe that one or more 
"not met" compliance principles is 
If th is is the case, conduct an 
survey, as instructed below. When 
"met" compliance principles are 
the facility is assumed to be in 
compliance with all conditions of 
participation. This is the end of the 
fundamental survey. The survey 
would prepare a Form CMS-2567. 
Statement of Deficiencies, and 
any standard-level deficiencies 
the findings from the fundamental 

When 
met," 

W195, 
whether 

whole, 
f h 

o t e 
present. 

42 CFR 483.420 - Client Protections
 
Fundamental requirements:
 
483.420(a) (2) - (7)
 
483.420(a) (9)
 
483.420(a) (11) - (12)
 
483.420(c) (1) - (6)
 
483.420(d)(2) - (4)
 
Fundamental requirements:
 
483.440(a) (1) - (2)
 
483.440(c) (2)
 

extended 483.440(c)(4) 
the 
present, 

agency 

report 
based on 
survey. 

483.440(c)(6)(i) 
483.440(c) (6) (111) 
483.440(c) (6) (vi) 
483.440(d) (1 ) 
483.440(f) (1) 
483.440(f)(3)(i) - (ii) 
In aBlition include: 
483.41 O(d) (3)
 
483.430(d)(2)
 
483.470(g)(2)
 
483.4 70(i) (4)
 
Fundamental requirements:
 
483.450(b) (2)
 
4Fn4.S0(h)(::l)
 



B - Extended Survey 

An extended survey is conducted when standard-level deficiencies are found during the fundamental survey and the 
survey team has determined or suspects that one or more Conditions of Participation examined during the 
fundamental survey (42 CFR 483420, 42 CFR 483440, 42 CFR 483450, and 42 CFR 483.460) are "not met." 
The team would need to gather additional information in order to identify the structural and process requirements 
that are "not met" and to support their condition-level compliance decision. 

The team reviews all of tile requirements win'lin the Condition(s) for Wllich compl iance is in doubt. Using tile 
condition-level compliance principles in the interpretive guidelines as a guide, determine if tile faci.lity complies 
with the relevant Condition(s) of Participation. 

When the survey team determines that the facility is in compliance with the relevant Conditions of Participation, 
conclude the survey and prepare a Form CMS-2567 for faci Iity practices not in compl iance with standards. When 
the faci Iity is not in compl iance with one or more Conditions of Participation, prepare a Form CMS-2567 describi ng 
the deficient facility practices which are not in compliance with the Conditions of Participation of either 42 CFR 
483420, 42 CFR 483440, 42 CFR 483.450, or 42 CFR 483460. Base any required adverse action on these 
findings, Review of additional requirements under other Conditions of Participation is at the option of the survey 
agency based on the criteria under paragraph "C" of this section. 

NOTE: j\Jeither the fundamental nor the extended survey process precludes the survey agency from review of 
any standard, if evidence of non-compl iant faci Iity practice is suspected during any survey. 

C - Full Survey 

A full survey is conducted at an initial survey and at the discretion of the survey agency, based on tile survey 
agency's identification of concerns related to the provider'.s capacity to furnish adequate services. This decision 
may be based on criteria, including but not limited to, the following: 

• A condition-level deficiency on the previous year's recertification survey, 

• The existence of atime-I imited agreement of less than twelve months due to programmatic deficiencies, or 

• Evidence related to diminished capacity to provide services based on other sources, such as complaints, 
inspection of care findings or State licensure deficiencies that are relevant to Federal requirements, 

The team reviews all the requirements in all Conditions of Participation to determine if the facil ity maintains the 
process and structure necessary to achieve the required outcomes, Based on the information collected, 
determine whether faCility practice is in compl iance with all Conditions of Participation. 



IV - Components of Active Treatment 

The definition of "active treatment in Care Facility for people withBrain I~uries" in 42 CFR 435.1009 refers to 
treatment that meets the requirements specified in the standard for active treatment 42 CFR 483440(a). The 
components of the active treatment process are: 

A - Com prehensive Functiona I Assessment (42 CFR 483.440(c) (3)) 

The individual's interdisciplinary team must produce accurate, comprehensive functional assessment data, within 30 
days after admission, that identify all of the individual's: 

Specific developmental strengths, including individual preferences; 

Specific functional and adaptive social skills the individual needs to acquire; 

Presenting disaddlities, and when possible their causes; and 

Need for services without regard to their avai ladd Iity. 

B-1 ndividual Program Plan (I PP) (42 CFR 483.440(c)) 

The interdisciplinary team must prepare an IPP which includes opportunities for individual choice and 
self-management and identifies: the discrete, measurable, criteria-based oQjectives the individual is to achieve; 
and the specific individualized program of specialized and generic strategies, SUppOI1S, and techniques to be 
employed. The IPP must be directed toward the acquisition of tile behaviors necessary for the individual to 
function with as much self-determination and independence as possible, and the prevention or deceleration of 
regression or loss of current optimal functional status. 

C - Program Implementation (42 CFR 483.440(d)) 

Each individual must receive acontinuous active treatment program consisting of needed interventions and services 
insufficient intensity and frequency to support the achievement of IPP oQjectives. 

D - Program Documentation (42 CFR 483.440(e)) 

Accurate, systematic, behaviorally stated data about the individual's performance toward meeting the criteria stated 
in IPP oQjectives serves as the basis for necessary change and revision to the program. 



E - Program Monitoringand Change (42 CFR 483.440(f)) 

At least annually, the comprehensive functional assessment of each individual is reviewed by tile interdisciplinary 
team for its relevancy and updated, as needed. The IPP is revised, as appropriate. 

v -Task l - Sample Selection 

A - Purpose of the Sample 

The purpose of drawing a sample of ind ividua Is from the faci Iity is to reflect a proportionate representation of 
individuals by the four functional levels (mild, moderate, severe, and profound Brain I~ury) as defined by the 
American Assoc iation on Menta I Deficiency, "Class ification in Bra in I~ ury," (eighth edition, ]983). 

Thesampllng process is not designed to produce a "statistically valid" sample. Apply the method with flexibility 
based upon the prevailing developmental strengths and needs presented by the individuals served by the facility. A 
"statistically valid" sample would not accommodate this need. 

Whi Ie the ind ividua Is in the sample are targeted for observation and interview, conduct each program aud it of the 
individual witrlin the context of each of the environments in wrlich the individual lives, works, and spends m~or 

leisure time. Although you focus on the individual, tile behavior and interactions of all other individuals and staff 
witllin tllose environments also contribute to the total context and conditions for active treatment. Therefore, other 
individuals will be included in the overall sample. 

As the sample is bui It, additional information about the facility's services and special individual needs may 
emerge. If you find that a disproportionate number of disaddlities or needs are present within the facility's 
population add to or replace originally selected individuals of the same functional level in the program audit 
sample to ensure that the appropriate care and services are reviewed. Staff interview for individual characteristics 
(see the back of Form CMS-3070G) may help identify areas of individual need that should be reflected in the 
sample. 

For examp Ie, if you discover asignificant percentage of individuals are nonambulatory, and this characteristic has 
not been represented in the sample, add additional individuals. 

Likewise, ifwrlile observing Individual A (a member of the sample), you note that Individual B (who was not 
targeted for the sample) engages in a particular problematic behavior for wrlich staff do not appear to provide 
appropl-iate intervention, add Individual B to the sample in order to probe further if needs are addressed. You are 
Free by trlis methodology to add to the sample on an as needed basis. 



B - Sample Size 

Calculate the size of the sample by the following gUidance: 

Number of Individuals Number of Individuals in Number of Interviews 
residing in the Facility the Sample with Individual/Family 

4 - 8 50 percent 50 percent of sample 
9-l644
 

17 -5085
 
5l - lOO lO 5
 

lOl - 500 lO percent 50 percent of sample
 
(max.: l5)
 

Over 500 50 15
 

C - Sample Selection 

Do not allow the facility staff to selectthe sample. 

l - Facilities Serving lOO or Fewer Individuals 

Draw a sample that evenly distributes the individuals among buildings and functioning levels. Usually, by asking 
the staff to provide afull list oftlle individuals with their bUilding locations and functional levels you can do this 
choosing tile names. 

2 - Facilities Witll Over lOO individuals 

Request a Iisting of all individuals by overall functional (cognitive and adaptive) level (i.e., mild, moderate,
 
severe, profound) and bui Idi ng location. .
 

Determine the number of individuals to draw based upon the total individuals from Section III B. 

Determine the percentage occurrence of each functiona I level in the overall population (e.g., l2 percent mi Id; 24
 
percent moderate; 63 percent severe).
 

Determine the number of individuals to draw in each functional category (for example, if the sample size is 50, and 
l2 percent of the individuals have mi Id Brain I~ury, then multiply 50 by .l2 = 6, and draw 6 individuals who have 

. mild Brain I~ury into the sample). 

Draw the sample for each functional category, (Assume there are 60 with mild Brain Ir~ury, and 6 are to be
 
sampled. Divide 60 by 6 = lO, and draw every tenth individual.) The interval of selection varies with each
 
functional category because there wi II be adifferent percentage occurrence at eacll. Thus, assuming there are l6
 
ind ividuals with severe Brain I~ury and 4 are to be sampled, draw every fourtrl Ilame from the Iist of ind ividua Is
 
with severe Brain I~ury.
 



Locate each selected individual's Jiving unit on a map of the facility building(s) to see if too many are concentrated 
in too few buildings. To provide acomprellensive look at tile facility, drop some individuals and add others in 
other buildings for a better distribution. Each individual replacing an originally selected individual must be of the 
same functional level. 

3 - Alternate Sampl illg Procedure 

In the rare situation in wrlich the faci Iity is unable to produce the necessary data on which to draw the sample, draw 
a random sample, to tile maximum extent possible. Supplement it as described in Section VA 

Brain I~ury, as defined by the American Association on Brain IrJjury (AAMR) in "Brain Ir~jury: Definition, 
Classification and Systems of Supports" (ninth edition, 1992), is no longer classified in four functional levels 
(mi Id, moderate, severe, and profound.) Most faci Iities have not yet adopted the 1992 classification system: 
however, when the facility does use the 1992 classification system and information regarding the four functional 
levels is not available, revise the sampling procedure. Follow the instructions in A and B above but instead of 
using the four functional levels referenced in AAMR's Classification System of 1983, use the fOUf levels of 
intensity of supports (intermittent Iimited, extensive, and pervasive) on Dimension I for Self-Care from the new 
classification system. Although not equivalent to the 1993 classifications, this method should provide a sample of 
individuals with in the faci Iity who represent avariety of functiona I add Iities. 

D - Program Audit Approach 

To maximize the advantage of an interdisciplinary survey team, the team leader assigns each member an equitable 
number of individuals on whom to focus. For each individual, assess all appl icable fundamental requirements of 
the CFIBI Conditions of Participation based on the individual's need fOf that particular service. Each member of the 
team shares salient data about Filldings relative to rlis or her assigned individuals. Consult with one another, on a 
regular basis during the survey, to maximize sharing of knowledge and competencies. 

E - Sampl illg Oil Follow-Up Survey 

The purpose of the follow-up survey is to verify correction of deficiencies preViously cited on the Form 
CMS-2567. Itis I\JOT necessary to do afull review of all services being received, only those areas in which 
deficiencies were previously cited. Sample selection on the follow-up survey is, therefore, dependent on the 
nature of the deficiencies for which follow-up must be done. 



If the last survey found multiple standard-level deficiencies that are not limited to a specific area or issue, follow t' 
procedure described in paragraphs A through 0 above to select a new sample and use the same sample size 
specified in paragraph B, This procedure may result in inclusion of some individuals from the previous sample, 
however, approximately 50 percent of the sample on the follow-up survey should be individuals who were not 
previously reviewed in order to assure systemic correction of the identified deficiencies, Trlis can be accompl ished 
by begihning the interval of selection at adifferent point on the list of individuals residing at the facility, The 
maximum sample size on a follow-up survey is 30, 

When Conditions of Participation have been found not met in the annual survey and tile types of deficiencies are 
limited to a specific need or service area, then the follow-up sample may be drawn from the specific universe of 
individuals who have that specific need, To select the sample, start with the total number of individuals affected by 
the specific need, then choose the sample size, The sample universe will be the total number of individuals who 
have that specific need, For example, if the facility has 20 individuals receiving medications to manage behavior, 
the sample size would be 8, in accordance with paragraph B, 

VI - Task 2 - Review of Facility Systems to Prevent Abuse, Neglect and Mistreatment 
and To Resolve Complaints 

During the entrance conference, determi ne how the faci Iity resolves individual compla ints and allegations of abuse, 
mistreatment and neglect. While no specific system is required, 42 CFR 483.420(d)(4) does require that the results 
of all investigations are reported to the administrator and are reported in accordance with State law, The facility, 
therefore, should have a reproducible mechanism to assure its responsiveness to concerns of individuals and their 
fami Iies, That system must assure prompt detection, reporting, investigation and resolution of complaints and of 
allegations and occurrences of abuse, mistreatment and neg lect and if2j uries from unknown sources, 

Review the facility's system (e.g., accident and injury logs and reports) for any evidence that suggests that 
individuals are being abused or are vulnerable to abuse and if2jury, Data that is derived from these reports are 
important in the event that you find an immediate and serious threat to an individual's health and safety, If you 
discern any patterns that suggest abuse, follow up on the status and condition of those individuals, Also review 
investigations completed and those in process to determine that the facility protects individuals from abuse, 
mistreatment and neglect wrli Ie the allegation is under investigation, If the State law or regulation requires the 
faCility to report SUCll allegation to other agencies, determine that this occurs, 

Conducting this review early in the survey process facil itates any necessary follOW-Up during later observations, 
interviews or record reviews of individuals, Use the Interpretive Guidelines and Additional Data Probes at 42 CFR 
483.420(a) (5) or W127 for further guidance, If you believe serious and immediate threat to individual's health and 
safety exists, consult Appendix Q, 



42 CFR 483.420 - Client Protections
 
Fundamental requirements:
 
483.420(a)(2) - (7) Wl24 - Wl30
 I I I -	 Survey
483.420(a)(9)	 Wl33 Process483.420(a)(ll) - (l2) Wl36 - Wl37 

The 483.420(c) (l) - (6) Wl43 - Wl48 
483.420(d)(2) - (4) Wl53 - Wl57 survey 

process is divided 
into three stages. They are the fundamental, extended and full survey. (Note: Thes~ stages do not apply to the Life 
Safety Code survey. Every cel11fication and annual re-certlfication requires a complete Life Safety Code survey 
(see instructions in Appendix I)). 

A - Fundamental Survey 

A fundamental survey is conducted to determine the qual ity of services and supports received by individuals, as 
measured by outcomes for individuals and essential components of a system wrlich must be present for the 
outcomes of active treatment to occur. Certain requirements are designated as fundamental and are reviewed first. 
The remaining requirements (that are not designated as fundamental) are supporting structures or processes that the 
facil ity must Implement. A decision that a provider is in compl iance with the fundamental requ irements indicates 
an outcome-reviewed compl lance with 
the 42 CFR 483.420 - Client Protections non-fundamental requirements and 

Fundamental requirements: associated conditions of 
483.420(a)(2) - (7) Wl24 - Wl30 participation. Focus initial attention 

on the	 483.420(a)(9) Wl33 fundamental requirements of the 
483.420(a)(ll) - (l2) Wl36 - Wl37 conditions of participation for: 
483.420(c)(l) - (6) Wl43 - Wl48 
483.420(d)(2) - (4) Wl53 - Wl57 

42 CFR	 Fundamental requirements: 483.440 - Active Treatment . 483.440(a) (l) - (2)	 Wl96 - Wl97 
42 CFR 483.450 - Client Behavior Services 483.440(c)(2) W209 

FaC11 ity Practicesand 483.440(c)(4)	 W227 

42 CFR 483.420 - Client Protections
 
Fundamental requirements:
 
483.420(a) (2) - (7) Wl24 - Wl30
 
483.420(a)(9) Wl33
 
483.420(a)(ll) - (l2) Wl36 - Wl37
 
483.420(c) (l) - (6) Wl43 - Wl48
 
483.420(d)(2) - (4) Wl53 - Wl57
 
Fundamental requirements:
 
483.440(a)(l) - (2) Wl96 - Wl97
 
483.440(c)(2) W209
 
483.440(c)(4) W227
 
483.440(c)(6) (i) W240
 
483.440(c) (6) (lll) W242
 

\ h Jr'J A-' 



All fundamental requirements must be reviewed in every annual recertification survey. Wrlen observations and 
interviews are complete, review the individuals' records, as needed, to verify observation and interview findings. 
If indicated, verify that individual health needs are met and protections are in place. Wrlen the fundamental 
requirements are "met," the facility meets the Conditions of Participation. 

Wl24 - Wl30 
Wl33 

Wl36 - Wl37 
Wl43 - Wl48 
Wl53 - W157 

Wl96 - Wl97
 
W209
 
W227
 
W240
 
W242
 
W247
 
W249
 

W255 - W257
 
W262 - W263
 

W120
 
W186
 
W436
 

W448 - W449 

W285 
W?RfJ - W?RR 

fundamental requirements are "not 
review the condition-level 
compl iance principles found in the 
interpretive guidel ines for Wl22, 
W266, and W3l8. Determine 
deficiencies at the fundamental 
requirements, when viewed as a 
lead you to believe that one or more 
"not met" compliance principles is 
Iftrlis is the case, conduct an 
survey, as instructed below. When 
"met" compliance principles are 
the facil ity is assumed to be in 
compl iance witll all conditions of 
participation. This is the end of the 
fundamental survey. The survey 
would prepare a Form CMS-2567, 
Statement of Deficiencies, and 
any standard-level deficiencies 
the findings from the fundamental 

When 
met," 

Wl95, 
whether 

whole, 
f h 

o t e 
present. 

42 CFR 483.420 - Client Protections
 
Fundamental requirements:
 
483.420(a)(2) - (7)
 
483.420(a)(9)
 
483.420(a)(ll) - (l2)
 
483.420(c)(l) - (6)
 
483.420(d)(2) - (4)
 
Fundamental requirements:
 
483.440(a) (l) - (2)
 
483.440(c)(2)
 

extended 483.440(c)(4) 
the 
present 

agency 

report 
based on 
survey. 

483.440(c)(6)(i) 
483.440(c)(6)(lll) 
483.440(c) (6) (vi) 
483.440(d)(l) 
483.440(~ (l) 
483.440(f)(3)(i) - (ii) 
In aSI ition include: 
483.4lO(d)(3) 
483.430(d)(2) 
483.4 70(g)(2) 
483.470(i)(4) 
Fundamental requirements: 
483.450(b) (2) 
4Rl4f=iO(h)(l) 



B - Extended Survey 

An extended survey is conducted wilen standard-level deficiencies are found during the fundamental survey and the 
survey team has determined or suspects tllat one or more Conditions of Participation examined during tile 
fundamental survey (42 CFR 483.420, 42 CFR 483.440, 42 CFR 483.450, and 42 CFR 483.460) are "not met." 
The team would need to gather additional information in order to identify the structural and process requirements 
that are "not met" and to support their condition-level compl iance decision. 

The team reviews all of the requirements within the Condition(s) for which compliance is in doubt. Using the 
condition-level compliance principles in the interpretive guidelines as a guide, determine if the facility complies 
with the relevant Condition(s) of Participation. 

When the survey team determines that the facility is in compliance with the relevant Conditions of Participation, 
conclude the survey and prepare a Form CMS-2567 for facility practices not in compliance with standards. When 
the faci Iity is not in compl iance with one or more Conditions of Participation, prepare a Form CMS-2567 describing 
the deficient facility practices which are not in compliance with the Conditions of Participation of either 42 CFR 
483.420, 42 CFR 483.440, 42 CFR 483.450, or 42 CFR 483.460. Base any required adverse action on these 
findings. Review of additional requirements under other Conditions of Participation is at the option of the survey 
agency based on the criteria under paragraph "C" of this section. 

NOTE: Neither the fundamental nor the extended survey process precludes the survey agency from review of 
any standard, if evidence of non-compliant facility practice is suspected during any survey. 

C - Full Survey 

A fu II survey is conducted at an initial survey and at the discretion of the survey agency, based on the survey 
agency's identification of concerns related to the provider's capacity to furnish adequate services. This decision 
may be based on criteria, including but not limited to, the follOWing: 

A condition-level deficiency on the previous year's recertification survey, 

The existence of atime-limited agreement of less than twelve months due to programmatic deficiencies, or 

Evidence related to diminished capacity to provide services based on other sources, such as complaints, 
inspection of care findings or State licensure deficiencies that are relevant to Federal requirements. 

The team reviews all the requirements ill all Conditions of Participation to determine if the facility maintains tile 
process and structure necessary to acrlieve the required outcomes. Based on the information collected, 
determine whether facility practice is in compliance with all Conditions of Participation. 



IV - Components of Active Treatment 

The definition of "active treatment in Care Facility for people with Brain I!'}juries" in 42 CFR 435.l009 refers to 
treatment that meets the requirements specified in the standard for active treatment 42 CFR 483.440(a). The 
components of the active treatment process are: 

A - Comprehensive Functional Assessment (42 CFR 483.440(c)(3)) 

The individual's interdisciplinary team must produce accurate, comprehensive functional assessment data, within 30 
days after admission, that identify all of the individual's: 

Specific developmental strengths, including individual preferences; 

Specific functional and adaptive social skills the individual needs to acquire; 

Presenting disaddlities, and wherl possible their causes; and 

Need for services without regard to their availaddl ity. 

B - Individual Program Plan (IPP) (42 CFR 483.440(c)) 

The interdiscipl inary team must prepare an IPP wrlich includes opportunities for individual choice and 
self-management and identiFies: the discrete, measurable, criteria-based ol2jectives the individual is to acrlieve; 
and the specific individualized program of specialized and genel-ic strategies, supports, and tecrilliques to be 
employed. The IPP must be directed toward the acquisition of the bellaviors necessary for the individual to 
function with as much self-determination and independence as possible, and the prevention or deceleration of 
regression or loss of current opti ma I functiona I status. 

C - Program Implementation (42 CFR 483.440(d)) 

Each individual must receive acontinuous active treatment program consisting of needed interventions and services 
in sufficient intensity and frequency to support the achievement of IPP ol2jectives. 

D - Program Documentation (42 CFR 483.440(e)) 

Accurate, systematic, behaviorally stated data about the individual's performance toward meeting the criteria stated 
in IPP ol2jectives serves asthe basis for necessary change and revision to the program. 



E - Program Monitoring and Change (42 CFR 483.440(f)) 

At least annually, the comprehensive functional assessment of each individual is reviewed by the interdisciplinary 
team for its relevancy and updated, as needed. The IPP is revised, as appropriate. 

v -Task 1 - Sample Selection 

A - Purpose.of the Sample 

The purpose of drawing asample of ind ividuals from the facil ity is to reflect a proportionate representation of 
individuals by the four functional levels (mi Id, moderate, severe, and profound Brai n I~ury) as defined by the 
American Assoc iation on Menta I Deficiency, "Classification in Bra in I~ ury," (eighth edition, 1983). 

The sampling process is not designed to produce a"statistically valid" sample. Apply the method with flexibility 
based upon the prevailing developmental strengths and needs presented by the individuals served by the facility, A 
"statistically valid" sample would not accommodate this need. 

While the individuals in tile sample are targeted for observation and interview, conduct each program audit of the 
individual within the context of each of tile environments in wl-lich the individual Iives, works, and spends m~or 

leisure time. Although you focus on the individual, the behavior and interactions of all other individuals and staff 
within those environments also contribute to the total context and conditions for active treatment. Tllerefore, other 
individuals will be included in the overall sample. 

As the sample is bui It additional information about the facility's services and special individual needs may 
emerge. If you find that adisproportionate number of disaddlities or needs are present within the facility's 
population add to or replace originally selected individuals of the same functional level in the program audit 
sample to ensure that the appropriate care and services are reviewed. Staff interview for individual characteristics 
(see the back of Form CMS-3070G) may help identify areas of individual need that should be reflected in the 
sample. 

For example, if you discover asignificant percentage of individuals are nonambulatory, and this characteristic has 
not been represented in tile sample, add additional individuals, 

Likewise, if willie observing Individual A (a member ofthe sample), you note that Individual B (who was not 
targeted for the sample) engages in a particular problematic behavior for which staff do not appear to provide 
appropriate intervention, add Individual B to tile sample in order to probe further if needs are addressed. You are 
free by this methodology to add to the sample on an as needed basis. 



B - Sample Size 

Calculate the size of the sample by the following gUidance: 

Number of Individuals Number of Individuals in I'lumber of Interviews 
residing in the Facility the Sample with Individual/Family 

4 - 8 50 percent 50 percent of sample 
9-l644
 
l7 -5085
 
5l - lOO lO 5
 

l 0l - 500 lO percent 50 percent of sa mp Ie 
(max.: l5) 

Over 500 50 l5 

C - Sample Selection 

Do not allow the facility staff to select the sample. 

1 - Facilities Serving 100 or Fewer Individuals 

Draw a sample that evenly distributes the individuals among bUildings and functioning levels. Usually, by asking 
the staff to provide afull list of the individuals with their building locations and functional levels you can do this 
choosing the names. 

2 - Facilities With Over 100 individuals 

Request a Iisting of all individuals by overall functional (cognitive and adaptive) level (i.e., mi Id, moderate, 
severe, profound) and bui Iding location. 

Determine tile number of individuals to draw based upon the total individuals from Section III B 

Determine the percentage occurrence of each functional level in the overall population (e.g., l2 percent mild; 24 
percent moderate; 63 percent severe), 

Determine the number of individuals to draw in each functional category (for example, if the sample size is 50, and 
l2 percent of the individuals have mi Id Brain Ir:!iury, then mUltiply 50 by .l2 = 6, and draw 6 individuals who have 
mi Id Bra in Ir:!iury into the sample). 

Draw the sample for each functional category. (Assume there are 60 with mi Id Brai n Ir:!i ury, and 6 are to be 
sampled. Divide 60 by 6 = lO, and draw every tenth individual,) The interval of selection varies with each 
functional category because there will be adifferent percentage occurrence at each. Thus, assuming there are l6 
individuals with severe Brain Ir:!iury and 4 are to be sampled, draw every fourth name from the list of individuals 
with severe Brain Ir:!iury. 



Locate each selected individual's living unit on amap of the facility building(s) to see if too many are concentrated 
in too few buildings, To provide acomprehensive look at the facility, drop some individuals and add others in 
other bui Id ings for a better distribution, Each ind ividua I replacing an originally selected ind ividual must be of the 
same functional level, 

3 - Alternate Sampl illg Proceclure 

In the rare situation in wrlich the facility is unable to produce the necessary data on which to draw the sample, draw 
a random sample, to the maximum extent possible, Supplement it as described in Section VA. 

Brain IfJjury, as defined by tile American Association on Brain IfJjury (AAMR) in "Brain IfJjury: Definition, 
Classification and Systems of Supports" (ninth edition, 1992), is no longer classified in four functional levels 
(mi Id, moderate, severe, and profound,) Most faCiI ities have not yet adopted the 1992 classification system; 
however, when the facility does use the 1992 classification system and information regarding the four functional 
levels is not available, revise the sampling procedure, Follow the instructions in A and B above but, instead of 
using the four functional levels referenced in AAMR's Classification System of 1983, use the four levels of 
intensity of supports (intermittent, limited, extensive, and pervasive) on Dimension I for Self-Care from the new 
classification system, Although not equivalent to the 1993 classifications, this method sllould provide a sample of 
individuals within the facility who represent avariety of functional addlities, 

o -Prog ram Aud it Approach 

To maximize the advantage of an interdisciplinary survey team, the team leader assigns each member an equitable 
number of individuals on whom to focus, For each individual, assess all applicable fundamental requirements of 
the CF/BI Conditions of Participation based on the individual's need for that particular service. Each member ofthe 
team shares salient data about findings relative to his or her assigned individuals, Consult with one another, on a 
regular basis during the survey, to maximize sharing of knowledge and competenCies, 

E - Sampling on Follow-Up Survey 

The purpose of the follow-up survey is to verify correction of deficiencies previously cited on the Form 
CMS-2567, It is NOT necessary to do a full review of all services being received, only tl'lose areas in which 
deficiencies were previously cited, Sample selection on the follow-up survey is, therefore, dependent on the 
nature of the deficiencies for which follow-up must be done, 



If the last survey found multiple standard-level deficiencies that are not limited to aspecific area or issue, follow the 
procedure described in paragraphs A through D above to select a new sample and use the same sample size 
specified in paragraph B. This procedure may result in inclusion of some individuals from the previous sample, 
however, approximately 50 percent of the sample on the follow-up survey should be individuals who were not 
previously reviewed in order to assure systemic correction of the identified deficiencies. This can be accompl ished 
by beginning the interval of selection at adifferent point on the list of individuals residing at the facility, The 
maximum sample size on a follow-up survey is 30. 

When Conditions of Participation have been found not met in the annual survey and the types of deficiencies are 
limited to a specific need or service area, then the follow-up sample may be drawn from the specific universe of 
individuals who have that specific need. To select the sample, start with the total number of individuals affected by 
the specific need, then choose the sample size, The sample universe will be the total number of individuals who 
have that specific need. For example, if the faci Iity Ilas 20 ind iviclua Is receiving medications to manage behavior, 
the sample size would be 8, in accordance with paragraprl B. 

VI - Task 2 - Review of FaCility Systems to Prevent Abuse, Neglect and Mistreatment 
and To Resolve Complaints 

During the entrance conference, determine how the facility resolves individual complaints and allegations of abuse, 
mistreatment and neglect. Whi Ie no specific system is required, 42 CFR 483.420(d)(4) does require that the results 
of all investigations are reported to the admi Ilistrator and are reported in accordance with State law, The fac iIity, 
therefore, should have a reproducible mechanism to assure its responsiveness to concerns of individuals and their 
fa mi Iies. That system must assure prompt detection, reporting, investi gation and resolution of camp la ints and of 
allegations and occurrences of abuse, mistreatment and neglect and if2Juries from unknown sources. 

Review the facility's system (e.g., accident and injury logs and reports) for any evidence tllat suggests tllat 
individuals are being abused or are vulnerable to abuse and if2Jury. Data that is derived from these reports are 
important in the event that you find an immediate and serious threat to an individual's health and safety. If you 
discern any patterns that suggest abuse, follow up on the status and condition of those individuals. Also review 
investigations completed and those in process to determine that the facility protects individuals from abuse, 
mistreatment and neglect whi Ie the allegation is under investigation. If the State lawaI' regu lation requires the 
faci Iity to report such allegation to other agencies, determine that this occurs. 

Conducting this review eal-Iy in tile survey process faci Iitates any necessary follow-up duri ng later observations, 
interviews or record reviews of individuals. Use the Interpretive Guidel ines and Additional Data Probes at 42 CFR 
483.420(a)(5) or W127 for further guidance. If you bel ieve serious and immediate threat to individual's health and 
safety exists, consult Appendix O. 



V II -Task 3 - Ind iviclua I Observations 

Upon completion of Task 2, surveyors are to conduct observations of the individuals selected for the sample, 
DO I\JOT: 

• Conduct adetailed review of individual's records; 

Conduct an inspection tour of the facility's environment; or 

• Request facil ity staff to keep people home from scheduled activities, such as work or day programs, 

A - Purpose 

Determine if the necessary relationship between the individual's needs and preferences, and what staff know and 
do with individuals, in both formal and informal settings throughout the day and evening, is made, 

As a result of any observation, the surveyor should be able to determine whether: 

Competent interaction occurs between staff and the individual(s); 

Individuals are given the opportunity to exercise choice and function with as much self-determination and 
independence as possible; and 

Staff provides the needed supports and intervent ions to increase ski lis or prevent loss of functioning, 

The primary purpose of the visit to tile out-of-home program is to determine whether the individual is receiving 
services that promote growth and independence and how the residence assures consistent delivery of services, 
Generally the out-of-home program and residence should be using the same interventions, communication 
methods, and behavior shaping strategies, If not determine thejustificaticin for the difference in services, For 
example, if the day program is using physical restraints as an intervention and the home is not determine the 

justification for the restraints, 

B - Survey Conduct 

Be present when individuals are present. If individuals are in a program other than in the residence, go to that 
location, Observe each person in the sample in the home environment and in the day program, Observations across 
the entire survey (e,g" early morning, afternoon and evening observations) are absolutely essential One method to 
conduct observations over this time span is to alter the workday of the survey team members, For example, some 
members might work from 6:30 a,m. to 3:00 p,m., while others work from l :00 p,m. to 9:30 p,m. 



Schedule your time to observe special training programs that are critical to the individuals' development. Use your 
observations to determine if individual training is carried out consistently at all appropriate times trlroughout the 
day. Observations ofmeal times, individuals' communication with staff and others, behavior shaping 
interventions, and routine activities should reflect a consistent pattern of interaction witll the individual and 
demonstrate the staffs knowledge of the individual. Take steps to validate any discrepancies noted. Additional 
observations within similar situations, locations or activities may be necessary to identify a systemic deficient 
practice as opposed to a oneti me occurrence. 

Show respect for the individuals' home and their privacy. As acourtesy, always request permission before 
entering a bedroom. Do not observe activities in which individuals are undressed unless that observation is 
essential to your assessment of faci Iity compl iance and the information cannot be obtained from other rei iable 
sources. Most information about routine hygiene activities during which individuals are undressed can be obtained 
trlrough interview of individuals or staff. As a general policy, it is preferable to ask permission to make these types 
of observations from the individual, or from the staff person who is present if the individual cannot communicate. 
An individual's request not to be observed while undressed should be honored, when possible. The surveyor does 
have autllority, however, to access information that is essential to determining compliance without asking 
permission. This autllority may need to be exercised in regard to an individual who is undressed, for example, in 
order to observe for bruises or other signs of irJjury when it is suspected tllat tile individual is being abused. These 
observations should be conducted in private, with as little of the body exposed as possible, and with a staff person 
present. Consent from staff or guardians are not required in order to access information or make observations. 

For individuals who are working in competitive employment sites, ask the individual's permission to visit that sitt 
If the individual is unable to communicate, discuss with the staff the advisaddlity of visiting the competitive site, 
The intent is that the individual is not identified as different from other workers at the site, If the individual works 
in a restaurant, for example, you may be able to visit as a"customer" to observe the work environment. If an 
interview with ajob supervisor or support person is indicated, attempt to conduct this interview in a private or 
inconspicuous area, Upon arrival, introduce yourself to the individual and to'the staff and explain the purpose of 
your visit. 



l 

C - Observation Procedure 

Initially the surveyor shou Id note the general impressions of the area, Note things such as: 

- General Impressions 

How are individuals dressed? 

What activities are taking place? 

What materials and supplies are present? 

Is the environment pleasant and conducive to learning? (e,g" odors, noise, furniture, and adequate bathroom 
faci Iities) 

How many staff is present? How many individuals? 

What types of adaptive equipment or assistive devices are used? 

2 - Specific Activities and Interactions 

, After noting the general setting, the surveyor should begin to focus on the specific activities and interactions, 
For example: 

Are individuals involved and participating in the activity? Are the activities active or passive? Does the activity 
appear to have a purpose? Is staff able to explain how the activity is promoting greater independence for each of 
the individuals present? 

Are there supplies and materials used to assist the individuals? Do individuals use the materials? Do they seem 
appropriate for the task or activity? Are they appropriate for the individuals? 

What interactioll is occurl-ing between staff and individuals? Do the interactions give evidence of respect dignity? 
Does staff recognize efforts made by the individuals and provide positive reinforcement? 

Is the number of staff present sufficient for the number of individuals based on the individual needs or the type 
of activity? 

Are ind ividuals encouraged to make their own choices and decisions? Are they encouraged to complete tasks wi[ll 
as much independence as possible? Is staff doing the activity for the person, or is the person encouraged to do trlings 
for him or herself? 

Are any maladaptive behaviors exhibited? How does staff respond? 



Are any individuals ignored or isolated from the activity? If so, what is the reason orjustification for trlis? 

3 - Inclivicluals in Sample 

The third step of the observation process focuses on the individual(s) in the sample, The surveyor should 
specifically note: 

What is the appearance of the individual? Is the individual dressed neatly? Does tile person appear clean and 
is his/her hair combed? 

Does the individual exhibit any apparent physical or medical needs? Is the individual over or under weight. 
edentulous, continent? Does the individual have contractures, vision, or hearing impairments? 

What adaptive devices/assistive devices are used? Does the individual use a hearing aid, glasses, plate 
guard, etc,? Does the device(s) appear to be used correctly? 

How does the individual move about in the environment? Does the individual use awalker, ambulate, move 
his own wheelchair, etc.? 

How does the person communicate? Does the person talk, use sign or acommunication board, make facial 
expressions or behavioral responses? Do others appear to understand the person's communications? 

What is the person's level of social skill or behavior toward others? What types of interactions occur and 
with whom? Does the individual exhibit any maladaptive behaviors? 

What is the individual's observed ski lis relative to the activity or task observed? For example, if observed 
during dining, does the individual eat without assistance? What utensils are used? 

Are app Iicab Ie ski lis developed or encouraged duri ng the activity, such as pass ing food, pace of eating, 
social conversations? Is the individual receiving any special diet? 

What level of assistance does staff provide? What types of assistance are used - verbal prompts, gestures, 
ha nd over hand? 

Are there any ind ividual needs that are not being addressed? Is staff aware of the observed needs? Is there a 
reason it is not being addressed? 



4 - Areas for Further Observation 

The surveyor will then identify areas to which to pay attention during other observations. 
Those areas may include any supports, interventions or skills that would be expected to occur consistently across 

settings or any apparent needs, concerns or discrepancies noted during the observation. For example, if the surveyor 
notes that the individua I uses sign language for communication, does aII staff working with the ind ividual 
understand and use sign with hi m/her? Or if an individuaI is observed to have good gross motor ski lis, do staff 
feed the person or perform other tasks for him/her that your observation indicates the person could possibly do 
independently? Focus interviews and record review based on concerns, issues, inconsistencies and needs noted from 
these observation(s). 

D - Documentation 

Record your observations. The optional individual observation worksheet (CMS-30701 (10/95)) may be used. If 
your behavior or presence disrupts the activity being observed, wait five minutes before recording the observation. 

VIII - Task 4 - Required Interviews With Individuals and/or 
Family/Advocate Direct Care Staff 

A - Purpose 

Individuals Iiving in the faci Iity, their fami Iies/guardians and advocates, and direct care staff are important sources 
of information about the receipt of active treatment on adaily basis. Interviews are conducted for two purposes: to 
determine how the individual perceives the services delivered by the faCility, and to clarify information gathered 
during observations. Only interviews with the individuals, their family members/guardians, advocates, and direct 
care staff count toward the total number of required interviews (as reflected in the sample chart shown in Section 5B 
- Sample Size). 

B-1 nterview Procedure 

Start with the individual in the sample and the people most closely associated with the individual's daily program 
implementation. Use the following hierarchy of sources, to the maximum extent possible, in tile order sllown: 

Ind ividual; 

Families, legal guardian, or advocate; 

Direct care staff; 

Qualified Brain I[}jury professional (QMRP) and/or professional staff; and 

Managers, administrators, or department heads. 



Determine from your observations and from the staff how the individual communicates with others. Also determine 
from the staff the extent of involvement of fami Iy members, guard ians or advocates with the ind ividua Is in the 
sample. Based on this information, select the individuals from the sample with whom you wi II conduct more 
in-depth interviews. Select those individuals who will be able to communicate at least some basic information or 
those who have actively involved fami Iy members, guardians or advocates. Do not exclude from interviews 
individuals who use alternate means of communication, such as communication boards, sign language, and gestures. 
Most individuals are able to communicate in some manner. At a minimum conduct the number of in-depth 
interviews specified in Section V, Task 1B. 

Attempt to obtain the required number of interviews first from individuals and tllen from fami Iy members, 
guardians or advocates. In the absence of individuals who are able to communicate and active significant others, 
interview the direct care staff person who works most closely with the individual in order to obtain the required 
number of in-depth interviews, 

The questions and communication method will vary from person to person. For individuals who use aspecialized 
communication method, attempt to begin the interview on aone to one basis. If you find you are unable to 
communicate with the individual, ask someone fami,liar with the person to assist you (e.g., a family member or a 
staff person.) For tr'lis individual, pay close attention to how the staff communicates with him or her. If the person 
uses sign language or acommunication board, does staff understand and interact with the individual using the same 
method? If the person uses gestures, does staff take ti me to determ ine his or her needs? 

Family members, guardians or advocates may be interviewed at the facility, at a location convenient to both the 
surveyor and the interviewee, or by telephone, All interviews should be conducted in private locations and 
scheduled at mutually agreed upon times in order to minimize disruptions to individual, family, or staff activities. 

C - Content of Indepth Interviews 

Determine what the facility does to provide ind'ividualized services and supports; and how individuals and families 
participate in service planning and in making choices about matters important to them. 

Are individuals treated with respect and dignity? 

• Does the facility attempt to help the person set and attain individual goals? 

• Are there consistent opportunities for making choices? 

When achoice is not an option, how is the individual assisted to understand? 

• For example, if a planned activity is to go to a restaurant for dinner, who chooses the restaurant? 

• Is it staff or the individuals living inthefacility? 

If one group of people does not want to go, how is this choice accommodated? 

Is the accommodation based on individual choice, staff convenience, or a reasonablejustification if achoir 
is not an option? 



See section 0 for suggested interview questions. Unless designated that certain questions be directed to acertain 
person, questions are relevant to whoever is being interviewed (individual, fami Iy member, advocate or staff 
person.) Modify the wording of the questions based on the person being interviewed (individual, family member, 
or staff) and on the communication skills of that individual. For example, you may discover that the person 
responds better to questions that can be answered "yes" or "no" than to open-ended questions. Be sensitive to signs 
that the individual is tiring or becoming uncomfortable and eitller end the interview or continue it at a later time if 
this occurs. It is not necessary to ask every question in the guide, but do try to ask at least one question from each 
topic area. 

o -Suggested Interview Questions 

If you have not met the person before, begin the interview by explaining who you are and what your role is To put 
the person at ease you may want to begin with some general conversation, e.g., about the weather or a special event 
coming up. At tile end of the interview, if you think you may need to discuss or confirm personal information with 
staff or family, ask the person if it is OK to share that information. 

Questions Related to Choice and Community Participation (Wl36, Wl47, W247): 

What sorts of thi ngs do you like to do for fun? 

Do you go out to activities or events in the community (I ike shopping, movies or church)? 

How often do you do tl-lis? 

How do you get there? 

Who chooses where you go? 

Do you go to visit family members or take vacations? 



• Is there something you would like to do more often? Questions Related to Personal Finances and Possessions 

(WlZ6, Wl37): 

Do you earn money on yourjob (at your day program)?
 

What do you like to buy with your money?
 

Do you have enougll money to buy the tl-lings you want or need?
 

Does someone help you with spending or saving your money?
 

When you go to the store, do you pay for items or does astaff person pay for them?
 

Do you have enough clothes and shoes?
 

Do you always have enough deodorant and toothpaste, etc.?
 

•	 What do you do if you need to buy something? 

Questions Related to Personal Relationships and Privacy (Wl Z9-Wl 30, Wl33, Wl43 - Wl48): 

•	 Do you have fami Iy or friends who visit you? 

Does your family write to you or telephone you? 

•	 Does someone help you read their letters/ call them on the phone? 

•	 If you feel Iike being alone or spending private time with afriend or fami Iy wllere do you go? 

• Does staff knock on your door before they come into the room? For family 

member/advocate: 

How do you learn about tl-lings Iike the services your fami Iy member receives, an illness or a change in 
med ication? 

•	 Are there any restrictions on when you visit your fami Iy member or where you can go within the home? 



Questions Related to Individual's and Family's Participation in the IPP Process (W209, W24 7): 

Do you go to (team) meetings witll the staff where they talk about the services you get?
 

Does your fami Iy/advocate come to these meetings?
 

Were you asked if the date and ti me of the meeting were 0 K with you?
 

What would you Iike to learn to do for yourself?
 

Does the staff ask you what you want?
 

Who chooses what you do?
 

• Does the staff listen to you and make changes based on what you want? For staff: 

• How do you communicate with this individual? 

• What does (s)he like and dislike? How do you know that? Questions Related to Service Delivery (W242, W249, 
W436): 

What ~Ielp do you need from staff to dress, eat, bathe, etc? 

Do you get any special therapy (e,g" speech or physical therapy)? 

What new things are you learning to do?
 

What chores do you help with around the house?
 

• .	 Who helps you when you do not know how to do something?
 

What special equipment do you use?
 

Questions Related to Individual's Rights and Protections: W124-W125, W127, W153 - W157, W127-W128, 
W263: 

Who do you tell if you do not like something, or something is wrong?
 

Are there rules that everyone who lives here must follow?
 

What sorts of things are you allowed to do or not do?
 

How does the staff treat you?
 

Are staff loud?
 

Does staff ye II, swear or hit?
 

Do you ever do things you are not supposed to do? What happens therl?
 

Were you ever asked to give consent for any treatments or services?
 



• Were you told the benefits, risks and alternatives? Questions Related to Health Status (W322, W356):
 
How often do you see a doctor? A dentist?
 

Do you have any health problems? 
• • Do you take any medicines? Do you know what they are for? Wrap-up Questions: 

• Is there anytrling you especially like about living here? Anything you especially dislike? 

Is there anything else you think I should know about what it is like to live here? 

E - Interviews to Clarify Observations 

In the absence of find ing appropriate interaction between staff and ind ividua Is dUI-j ng observations, it may be 
necessary tojudge whether or not staff is knowledgeable about individual oQjectives and tecrlniques for 
implementation of programs. If possible, interview staff following the interval in which the individual was 
observed with the particular staff member, (For example, if you havejust observed Individual A engaging in 
stereotypical, behaviors, ask: "Can you tell me what, if anything, you do when he rocks back and forth?") Ask 
questions that elicit information about how staff learns what to do with individuals across the spectrum of support 
and programming activities they are expected to perform. Ask professiona I staff questions to see if they know how 
to implement programs for an individual other than their professional discipline (e.g., how to carry through with a 
behavior program in the midst of communications training). 

Ascertain whether the staff is competent to carry out the individual's choices and skill development activity. Is 
tllere evidence that programs are in fact being carried out throughout the individual's waking hours? Are 
interventions revised based on changes in the individual's progress toward goals? Ifstaff cannot demonstrate 
the skills necessary to implement the individual's programs and clloices, if interventions are not being carried 
out consistently, or if revisions to interventions do not occur, you have fi nd ings that active treatment is not bei ng 
delivered. 



F - Docu mentation 

Record each interview you conduct with individuals, staff, consultants, off-site day program staff, legal guardians, 
etc., in your personal notes or on the optional observation worksheet (Form CMS-30701). Include the following 
information in your notes for each interview: 

Date and time of interview; 

Job title and assignment at the CF/BI; 

Relationship to the individual or reason for the interview; and 

Summary of the information obtained. 

IX - Task 5 - Drug Pass Observation 

Observe the preparation and administration of medications to individuals. With tl-lis approach, there is no doubt 
that the errors detected, if any, are errors in drug administration, not documentation. Follow the procedure in the 
interpretive gUldel ines at W369 for conducting the drug pass observation. Notes on observations of tile drug pass 
may be recorded on Form CMS-677 (LTC Medication Pass Worksheet) or in the surveyor's personal notes. The 
purpose of the review is to direct the facility's attention to assuring an error free drug distribution system and away 
from the paper processes that often do not represent actual errors in medication administration. For the purposes of 
this task, a"small" facility is one that houses 16 or fewer residents. 

X - Task 6 - Visit to Each Area of Facility Serving Certified Individuals A - Purpose 

By the end of the survey, visit each area of the facil ity serving certified individuals in order to: 

Ensure that all areas of tile facility (including those that are not represented by individuals in the sample) are 
providing services in the manner required by the regulations. 

Assess generally the physical safety of tile environment. 

Assess that individual rights are proactively asserted and protected. 



B - Protocol 

After individuals in the sample have been assigned to team members, review the facility's map or building layout. 
Assign members to visit each remaining residential and on-campus day program site prior to completing the survey. 
Insure that each area of the facility that is utilized by individuals has been visited. This visit may be done with or 
without faci Iity staff accompanying you, as you prefer, and sul2ject to their avai ladd Iity. Record your observations 
in your notes. 

Converse with individuals, fami Iy members/significant others (if present), and staff. Ask open-ended questions in 
order to confirm observations, obtain additional information, or corroborate information, e.g., accidents, odors, 
apparent inappropriate dress, adequacy and appropriateness of training activities. Observe staff interactions with 
other staff members as well as with individuals for insight into matters such as individual rights and staff 
respons ibi Iities. 

X I - Task 7 - Record Review of Ind ividuals In the Sample A - Introduction 

Do not spend an excessive amount of time looking at fine details in the record review of the selected sample. The 
purposes are to: 

• Vel-ify tile applicable information obtained from your observations and interviews; 

Review revisions that have been made to the ol2jectives; and 

Verify that needed health and safety supports are in place. 

Do not review in detail the written training programs tllat are developed for eacrl individual unless you 
discover serious differences between the record and your observations and interviews. Review those parts of 
the record most relevant to your purposes as described below. 

B - The Ind ividua I Progra m Plan (I PP) 

Identify the developmental, behavioral, and health ol2jectives the facility has committed itself to accomplish during 
the current IPP period. Identify what, if any, behavioral strategies (e.g., behavior mod ification programs, use of 
psychotropics) are being used with individuals in your sample, Determine what, if any, health or other problems 
might interfere with participation in program services. 



C - Program Monitoring and Change 

Skim the most recent interdisciplinary team review notes to identify what revisions were made to the IPP, 
Determine whether revisions were based On objective measures of the individual's progress, regression, or lack of 
progress toward his/her oQjectives, 

D - Health and Safety Supports 

Verify, either through the interdisciplinary team review notes or through the most recent nursing notes, that the 
individual has received follow-up services for any health or dental needs identified in the IPP and check the 
person's current drug regimen. For individuals with whom restrictive or intrusive techniques are used, verify that 
the necessary consents and approvals have been obtained, 

If this information is consistent with your observations and interviews, conclude the record review. If discrepancies 
are found, conduct further observations or interviews as needed to verify your findings, 

X II - Task 8 - Team Assessment of Compl iance and Formation of the Report of CF/BI 
Deficiencies 

A - General 

The Survey Report Form (Form CMS-3070H) is composed during the pre-exit conference and contains the negative 
findings that contribute to adetermination that an CF/BI requirement is "not met." Meet as a team, in apre-exit 
conference, to discuss the findings and make conclusions about the deficiencies, suQject to additional information 
provided by facil ity officials. Review the summaries/conclusions from each task and decide whether further 
information and/or documentation is necessary. Ask the facility for additional information or clarification about 
particular fi ndings, if necessary, Consider information provided by the faci Iity, If the faci Iity ma inta ins that a 
practice in question is acceptable, request reference material or sources that support the facility's position. 

B - Team Assessment of Compl iance 

During the pre-exit conference, the survey team reviews each survey tag number reviewed during either the 
fundamenta I, extended or full survey, and comes to a consensus as to whether or not the faci Iity compl ies with 
each requirement The team reviews all data collected. For each standard determined to be not met, record salient 
findings on the Form CMS-3070H, With the exception of the Life Safety Code Survey, individual surveyors do not 
make compl iance when more than one surveyor has conducted the survey, 



C - Analysis 

Analyze your findings relative to each requirement reviewed during either the fundamental, extended or full survey 
for the degree of severity, frequency of occurrence and impact on del ivery of active treatment or qua Iity of life. 
The threshold at which the frequency of occurrences amounts to a deficiency varies. One occurrence directly 
related to a life-threatening or fatal outcome can be cited as adeficiency. On the other hand, a few sporadic 
occurrences may have so sl ight an impact on del ivery of active treatment or qual ity of Iife that they do not warrant a 
deficiency citation. 

The interpretive guidel ines contain two types of guidance designed to assist the survey team in analyzing their 
findings and making consistent compl iance decisions: 

1 - Faci Iity Practice Statements 

The purpose offacility practice statements is to clarify the information that is relevant to specific requirements, 
and to increase the survey focus on outcomes for individuals. Facility practice statements are provided for those 
requirements wrlich experience has shown, are difficult to interpret. The practice statements are not necessarily 
aII incl usive, but rather represent the practices most commonly assoc iated with compl iance for specific 
requirements. Each facility practice statement relates directly to the language of the requirement to which it 
applies. Positive outcomes identified by the practice statements should be observed in operation in the facility 
during the survey. When the team's negative findings indicate that a practice is not present, a citation of the 
requirement may be appropriate, depending upon the frequency and the severity of those findings. Use the 
practice statements during the pre-exit conference to assist the team in analyzing negative findings and 
determining the appropriate requirement at which to cite negative findings. When stated in the negative, 
faci lity practice statements may form the basis for acitation on the Form CIVlS-2567. 

2 - Condition Level Compliance Principles 

The purpose of the compliance principles is to assist in consistent decision-making about facility compliance at 
the Condition of Participation level. The primary focus of those decisions is placed on the outcomes to the 
ind ividuals and their actua I experiences of da iIy Iife. At each Condition of Partici pation, the guide Iines contain 
compl iance principles that identify those outcomes that must be present in order for the Cond ition to be found 
"met," and those outcomes that indicate the Condition is "not met." The compliance principles are based on 
the requirements that fall under the Condition. Hlis gUidance is NOT to replace professional surveyorjudgment. 
It is possible that the surveyor may encounter asituation that is not covered by the compl iance principles, 
however, such instances are expected to be I-are. In the event the survey team makes adetermination that the 
Condition is "not met," and the situation causing that determination is not identified in one of the "not met" 
compliance principles, notify CMS' Central Office in writing within 10 days after the completion of the survey 
for purposes of review, possible dissemination to other surveyors, and to ensure consistency within the survey 
process. 



Some of the compliance principles for the Conditions of governing body, facility staffing and physical 
environment reference other Conditions, Governing body, facility staffing and physical environment tend to 
address organizational processes that support the provision of active treatment protection of rights and adequate 
health and dietary services, Therefore, the governing body, faci Iity staffing and physical environment 
Conditions are usually "met" unless it is first determined that there are serious deficiencies in services or 
protections which fall under one or more of the other areas, 

After the survey team reviews its positive and negative findings for the requirements within a particular 
Condition of Participation and determines wrlich ofthose requirements are deficient examine the findings for 
that Condition as awhole, When analysis of these findings leads the team to conclude that each of the "met" 
compliance principles for that Condition is present then the faCility is in compliance with that Condition, When 
analysis of the standard level deficiencies viewed as a whole, leads the team to conclude that one or more of the 
"not met" compliance principles for that Condition is present for one or more individuals or situations, consider 
the frequency and the severity of the negative finding(s) in relation to the applicable "not met" compliance 
principle(s) in order to determine whether Condition level noncompl iance is warranted, 

D - Composing the Report of CFIB I Deficiencies (CMS3070H/(1 0/95)) 

During the pre-exit conference, the survey team records on the Form CMS-3070H those requirements that are 
determined to be deficient and the findings that support tllat determination, Write the deficiency statement in terms 
specific enough to allow a reasonably knowledgeable person to understand the aspect(s) ofthe requirement(s) that is 
(are) not met. 00 not delve into the facility's policies and procedures to determine or speculate on its root cause, or 
sift through various alternatives to prescribe an acceptable remedy, Indicate on the Form CMS-3070H tile data 
prefiX tag, followed by asummary of the deficient faci Iity practice(s), Briefly identify the supporting fi ndings for 
each deficiency (i,e" transfer to the Form CMS-3070H the identifier numbers of all individuals to whom the 
deficient practice applies,) It is not necessary to write a full description of the findings on the Form CMS-3070H 
since they will be described in more detail on the completed Statement of Deficiencies (Form CMS-2567) It is 
necessary to complete the Form CMS-3070H for each survey because the Form CMS-3070H is the only document 
in which the survey team's recommendations for deficiencies are recorded (which may be changed later on the 
final Form CMS-2567 as a result of supervisory review) and because not all individual examples may be used on 
the Form CMS-2567, Instructions for the Form CMS-3070H are found in "Section XIV - Completing the Revised 
Form CMS-3070~G-I." 



Alternatively, when the survey team enters its findings directly into a computerized system such as Automated 
Survey Processing Environment during the pre-exit conference, the statement of deficiencies (Form CMS-2567) 
that is generated onsite at the faci Iity may be substituted for the Form CMS-3070H. The Form CMS-2567 
generated onsite then must contain the information required for the Form CMS-3070H and must be clearly 
marked "DRAFT - SUBJECT TO STATE AGENCY REVIEW" on each page. 

XIII - Additional Survey Report Documentation (For the File) 

Upon the completion of each survey, the team leader completes the following additional documentation. This 
information remains at the survey agency with the Form CMS3070-G-H (10/95) in the official file: 

A - Summary Listing of all CF/BI Individuals Comprising the Survey Sample (include 
any additional individuals added to the sample) 

At a minimum, identify: 

The name or Medicaid number of each individual chosen to be part of the sample; 

Any individual identifier codes used as areference to protect the individual's confidentiality; and 

The reason for including the individual in the sample (e.g., "Random Program Audit," "Discharge," "New 
Admission," "Death," "Abuse Investigation," "Drugs to Control Behavior"). This listing serves as a future referenl.._ 
to any individual identifiers recorded in surveyors' notes, the Form CMS-3070-G-I, and the Form CMS-2567. 

B - Description of the Representative Sample Selection 

At a minimum, identify at the time of tile survey: 

How the sample was selected; 

What was the percentage occurrence of each functional level of Brain Il]jury in the facility's overall 
population; 

The distribution of the individuals in the sample across the facility's living units; 

The number of people in tile sample; 

The number, if any, of individuals substituted in the sample, and the reason; and 

Any other characteristic of individuals served that was specifically introduced into the sampling process and 
tile reason. 



C - Summary of Individual Observations 

Include all individual observation worksheets (Form CMS-30701) and any surveyor notes containing information
 
regarding observations. These notes should include the dates, locations, and starting and ending times for each
 
observation
 

D - Summary of Interviews 

Include all surveyor notes containing information obtained during interviews with individuals, families, 
guardians, direct care staff, QMRPs, professional staff or consultants, administrators and managers, and others. 
These notes should identify the person interviewed by name or position, and date and time of interview. 

E - Drug Pass Worksheets (Form CMS-577) or Surveyor Notes of the Drug Pass 
Observation 

F - Other Relevant Faci Iity Data 

Include other salient data used in support of the survey findings with the Form CMS-3070G-H (10/95) (e.g., 
photographs, affidavits). The survey agency's documentation ofthe justification for the decision to conduct 
a full survey must be maintained in the survey agency's file. 

XIV - Completing the Revised Form CMS-3070-G-1 (lO/95) CFIBI Survey Report 
Form (SRF) 

Part 1 This is the cover sheet for the CFIBI SRF wrlich summarizes (3070G): 

data relative to: faci Iity characteristics; description of the ind ividua I population served; 
special needs represented by that population; and essential characteristics of the survey 
conducted. Portions of this information are entered into the Onsite Survey and Certification 
Automated Reporting (OSCAR) System and used to review trends about the CFIBI program 
nationwide. 

1. Complete all portions of Part 1 onsite, preferably during the fi rst day of tile survey. 
Work with the facility to complete the form General according to these instructions and 
to ensure accurate information is 

Instructions: obtained priorto leaving the facility. 

2. If a number is requested (e.g., No. of beds, No. of individuals), and the answer is NONE or ZERO, enter a "0" in 
the space provided. 
3. Ifa box is provided to "check one" of the answers provided, enter a check mark. 
4. Abbreviations used: "CEO" means Chief Executive Officer; "QMRP" 
5.	 Regulatory references on the form refer to regulations found in the Code of Federal Regulations, and refer to 

regulations applicable to CFs/BI. 
6. Review all portions for accuracy prior to leaving the facility. 



Specific instructions: Blocks 
1-10, 13 -14: Enter identifyi ng data, as requested, 

Block 11: Enter the dates of the first and last days of the survey (even if there is a break in survey 

days), 

Block 12: Enter the number describing the ownershiplcontrol type in the box marked "W6." If"other" best 

describes the facility, specify the other type on the space provided, 
Blocks 15 (Col. 1): Enter the No. of disciplines that best describe your team's composition, If a surveyor has 

multiple areas of expertise (e,g" a 

: surveyor who is also a dietitian), include each discipline of expertise, (Col, 2) Enter the No, of discipl ines represented on 
the team that also qualified as a QMRP (as per 42 CFR 483.430(a)(1)(2)(i)-(iii) and 42 CFR 483.430(b)(5) ofthe 
CF/BI Conditions of Participation, Blocks 15 

(I\J -0): Enter the number, as requested. Blocks 16 A "Yes" indicates that the CEO 

directs not only the activities of the CF/BI, but also those of another residential 
services program (e,g" 

(A-B): another CF/B I; another Med icare/Med icaid Provider that serves persons with MR regardless of funding 
source). A "No" indicates that the CEO of the CF/BI does not direct the activity of another residential services 
program for persons with MR. If"Yes" was indicated for 16A, identify the name, address and CEO of the larger 
organization or agency in 16B (could be the same information for this CF/BI in Block 7. Enter the total bed capac 
of all residential services for which the CEO is directly responsible (including the CFIBI bed capacity) in "W14." 
Do not incl ude beds for which the CEO is indirectly responsible, (For example, in some States the CEO of a 
State-operated institution is also indirectly 



Block l6C: 

Block l6 0: 

Blockl6E:
 

Block l6 F:
 

Block l6 G:
 

Block l6 H:
 

Blocks 17
 

(A-D):
 

Block l8 A: 

Block l8 B: 

Blocks 20 
responsib 

Ie for all beds in a region, including those operated by private 
providers within that regioll. Do not include beds directly operated 
by another agency or organization for the purposes of Wl4.) Enter 
the total No. of individuals residing in the beds (including CF/BI 
individuals) in "W 15." 

Enter the No. as requested. A "Yes" indicates that this CF/BI (i.e., the 
beds under this provider number) is the only Ilouse or apartment at the 
address stated in Block 2 and is located in close proximity to other 
houses or apartments occupied by people who are not disabled. A 
"No" indicates that there is other bed capacity to provide residential 
services to persons with disaddlities at the address stated irl Block 2 
or that this CF/BI is surrounded by other bui Idings or residential units 
serving people with disaddlities. Enter the No., as requested. 

Enter the total No. of discrete units. If the CF/BI encompasses several 
bldgs, count the total No. of discrete living units within all buildings. 

List the ages ofthe youngest individual in W20 and oldest in W2l. 

Each day's program site included in this number should be located off 
the grounds or campus of the CF/BI. Any individual going to trlis 
program should be scheduled to attend regularly (at least 3 hrs.a day, 
2-5 days awk.). If the day program provides 2 or more programs at the 
same address, for purposes of this item, consider it one site. 

Enter the full time equivalents (FTEs) for each category listed. For 
l7A include only staff who provides direct care services to individuals 
at their Iiving units. Include direct care supervisors only if they are also 
responsible to provide direct care as part of their duties. (See 42 CFR 
483.430(d).) For l7D, include illl personnel, including the No. of direct 
care and licensed nursing personnel, as well as professional and support 
staff employed by the facility. To determine FTEs: add the total No. of 
hrs. worked the week prior to the survey, by all employees identified in 
each category of 17 (A-D); 

Divide this No. by the No. of hrs. in the standard workweek. Express 
FTE's to the nearest quarter decimal (i.e. ".00," ".25," ".50," and ".75"). 

Enter the No. of individuals in the total sample (i.e., the representative 
sample and any other individuals added to the sample for other 
reasons.) 
Enter the No. of sites visited in which observations of individuals in the 
sample were completed. INOIVI DUAL CHARACTERISTICS: The 
last date of the survey is 



(A-L) : 

20 A (l): 

Blocks 20 A
 

(2): Blocks 20 (B-C):
 
the date by which age is determined. The term "Total" No. refers to the No. of CF/BI individuals fitting the
 
characteristic Iisted who are currently in the faci Iity.
 

Enter the total l\Jo. of individuals within each age group regardless
 
of sex. Enter the No. of individuals by sex and the total. The total should equal the No. entered in 20 (A)(l), Total
 
(W33).
 

Enter the total l\Jo. of individuals by each characteristic requested: and the total. Count individuals with more
 
than one disaddlity in every applicable column. Use the following definitions:
 

Autism is a diagnosis whereby the individual exhibits extreme forms of self-irJjurious, repetitive, aggressive, or
 
withdrawal behaviors; extremely inadequate social relationships: or extreme language disturbances.
 

Cerebral Palsy is adiagnosed condition whereby gross and fine movements and speech clarity of tile individual
 
may be impaired but performance of activities of dai Iy Iiving is functional; or, the individual is unable to perform
 
adequately activities of daily Iiving such as walking, using hands, or using speech for communication.
 

Brain IrJjury levels (mild, moderate, severe, and profound) are descl-ibed in the American Association on Mental 
Deficiency's Manual on "Classification in Brain IrJjury" (1983 edition). ". 

l\Jonambulatory means u~able to walk independently.
 

Mobile nonambulatory means unable to walk independently, but able to move from place to place with the use
 
of such devices as walkers, crutches, wheelchairs, and wheeled platforms.
 

l\Jonmobile means unable to move from place to place.
 

Epi lepsy means a neurological disorder characterized by seizures of motor and sensory movements.
 

Hard of Hearing means able to hear speech, inclucling with amplification.
 

Deaf means unable to hear speech, even with ampl ification.
 

Impaired vision means able to see o!:2jects, with correction.
 

Blind means unable to see o!:2jects.
 



Blocks 20 

(D-K): 

Block 20 L: 

Part 2 

(3070-H) : 

Part 3 
(3070-1): 
Enter the 
total No, 
of CF/BI 
Individuals 
who have 
the 
following 

care needs or characteristics: lVIedical Care Plan (i,e" requires 24 
hour Iicensed nursing care as defi ned at 

(42 CFR 483,450(a)(2)); Drugs to Control Behavior (42 CFR 
481450(b)(l)(iv)(C)); Restraints (42 CFR 
483.450(b)(l)(iv)(B));Time-out rooms (42 CFR 
483.450(b)(l)(iv)(A)); Application of Painful or Noxious Stimuli (42 
CFR 483,450(b)(l)(iv)(D)); Attend Off-Campus Day Programs; Court 
Ordered Admissions; and the No, Over Age l8 with a Legally 
Appointed Guardian,
 

[fthe facility or you believe that a particular individual or program
 
characteristic that describes the population has not been requested on
 
this form, identify it. programs provided, etc" ill the space provided,
 
Enter the total Nos, of individuals having this characteristic,
 

REPORT OF DEFICIENCIES
 

Use this part in co~unction with the regulation text and interpretive
 
guidelines, Include basic information on non-compliance, Complete
 
the report during the pre-exit conference for all surveys, Record aII
 
deficiencies found during the survey. Sign it. certifying that all other
 
facilityrequirements not documented as deficiencies, are in
 
compliance,
 

Evaluate each discrete requirement identified by atag number in the
 
CF/BI Interpretive Guidel ines, For each identified deficiency:
 

In the first column, identify the data tag number;
 
In the second column, write the standard number. If it is a COlldition
 
of Participation, enter "CoP" below the standard number. Identify the 
deficient facility practice, findings and evidence in the 

"Comments" column. Draw horizontal lines to separate identified tag 

numbers. 

Use as many sheets as needed. 
Each surveyor must sign the appropriate certifying statement on the 
last page of Part 2, If\IDIVIDUAL OBSERVATION WORKSHEET 

Part 3 of the SRF is an optional worksheet that may be used to record 
and structure observations so that individual data relative to 
compl iance with the statutory active treatment requirement are 
available for analysis and retrieval. Trlis is completed for each 
observation as follows: 

Heading: Enter requested names, locations, codes, times and dates. 
Enter "individual codes" only if individuals in the sample are 



present.
 
Column 1 - Time: Enter the time of discrete observations or collsecutive time intervals. Coluilln 2 - Observation:
 
Include the information specified in
 
Section V-B of this Appendix for each observation (e.g., number of individuals; number of staff; activity in
 
progress).
 



Part 11- Interpretive Guidel ines-Responsibi Iities of Care Facil ity for people 
with Brain Injuries 

§440.150 Intermecliate Care FaC11 ity Services, Other Than in Institutions for 
Mental Diseases 

Wl00 

§440.150(c) "Intermediate care facility services" may include services in an institution for the mentally 
retarded (hereafter referred to as Care Faci Iity for people with Bra in IrJJ uries) or persons with related 
conditions if-

(l) The primary purpose of the institution is to provide health or rehaddlitative services for mentally 
retarded individuals or persons witll related conditions; 

(2) The institution meets the standards in Subpart E of Part 442 of this Cilapter; and 

(3) The mentally retarded reci pient for wllom payment is requested is receiving active treatment as specified 
in §483.440. 

Facility Practices §440.l50(c)
 

The faci Iity is in compl iance with the Condition of Participation at Wl95, i.e., individuals are in need of
 
and receiving active treatment.
 

Guidelines §440.l50(c)
 

The statutory and regulatory use of the word "institution" includes settings that serve four or more people with
 
Brain I~ury and/or related conditions.
 

See §435l 009 for definition of "persons with related conditions."
 

The presence or absence of an individual requiring a medical care plan, as defined at W320, is not salient in the
 
determination of whether afacil ity is eligible to participate in the CF/BI program. 



W101 

W101 is reassigned to §483.410(e). Section 442.251, the standard which requires that facilities meet the 
requirement for a State license, is redesignated to §483.410(e) and W10l is reassigned as well to afford asense 
of continuity. 

W102 §483.410 Condition of Participation: Governing Body and Management Compliance 

Pri nciples §483.41 0 

The Condition of Participation of Governing Body is met when each of the other Conditions of 
Participation are also met. 

The Condition of Participation of Governing Body is not met when: 

One or more of the otrler Conditions of Participation have first been determined to be not met, and the 
governing body has fai led to take action that identifies and resolves systemic problems of aserious and recurrent 
nature; or 

• The facility has been denied any license or approval required by Federal, State or local law by the authority 
havi ngj urisd iction for that law. 

§483 .41 O(a) Sta Ilda rd: Govern ing Body W1 03 §483.41 O(a)The faci Iity must identify an individual 

or individuals to constitute the 

governing body of the facility. The governing body 

must--W104 

(a) (1) Exercise genera I pol icy. budget, and operati ng direction over the faci Iity; Faci Iity Practices 

§483.41 O(a)(l) 

The governing body provides, monitors, and revises, as necessary, policies and operating directions wllich ensure 
the necessary staffing, training resources, equipment and environment to provide individuals with active treatment 
and to provide for their health and safety. 



Guidelines §483.41O(a)(1) 

The responsibil ity for direction includes areas such as health, safety, sanitation, maintenance and repair, and 
uti Iization and management of staff, especially when problems In these areas are of aserious or recurrent nature, 
Condition level deficiencies (other than the Governing Body Condition) or repeat pervasive patterns of deficiencies 
at the Standard level may be an indication that the governing body is not providing sufficient operating direction 
over the facility, When a pattern of serious or repeated deficiencies is identified during the survey, interview the 
administrator or review the minutes of governing body meetings, if available, to determine whether or not the 
governing body has identified and addressed the problem. 

Staff who have been trained, but are not implementing programs or are inappropriately deployed (e,g" there are 
enough staff but they are assigned to duties Iike record keeping which prevents them from del ivering needed 
services), may indicate a failure of the governing body to adequately direct the staffs activities. 

W105 

§483.410(a)(2) Set the qualifications (in addition to those already set by State law, if any) for the 

administrator of the facility; and Wl 06 (a)(3) Appoint the administrator of the facil ity, §483,41 0(b) 

Standard: Compl iance With Federal, State and Local 
Laws, 

The facility must be in compliance with all applicable provisions of Federal, State and local laws, regulations 

and codes pertaining to Wl 07 health, W108 

safety, and 



Wl09 sanitation. Facil ity Practices §483.4l O(b) 

The faci Iity has received no adverse action(s) by the Federa I, State or loca I authol-ity havingjurisd iction in 
these areas. 

The facility is in compliance with WlOl, Wl05, Wl53, Wl56, Wl70, W265, W328, W345, W370, and W374. 

Guidel ines §483.4l O(b) 

Licenses, permits, and approvals of the facility must be available to you upon request. Current reports of 
inspections by State and/or local health authorities are on file, and notations are made of action taken by the 
facility to correct deficiencies. 

Some State or local laws are more stringent or prescriptive than the Federal Medicaid requirement on the same 
issue. Fai lure of the faci lity to meet a Federal (i.e., non-Medicare or Medicaid), State or local law may be cited 
only when the authority havingjurisdiction (AHJ) has boU"1 made a determination of non-compliance and Ilas 
taken a final adverse action, 

An adverse action is defined as any procedure that goes beyond the approval of a plan of correction, such as acivil 
money penalty, ban on admissions, denial of payment. or loss of license, and is not under appeal by the provider. 
The AHJ is the pUblic official(s) having authority to make a determination of noncompliance, and is responsible f 
signi ng correspondence notifyi ng the faci Iity of the adverse action. 

If you believe you have identified asituation indicating the provider may not be in compliance with a Federal, State 
or local law, refer that information to the AHJ for follow-up action, If a final adverse action results, then the facil ity 
cou Id be found to not meet §483.4lO(b). 

§483.410(c) Standard: Client Records Wll 0 (c)(l) The faci Iity must develop and maintain a 

recordkeeping system that includes 
a separate record for each client and 



Wlll that documents the client's health care, active treatment, social information, and protection of the 

client's rights. Guidelines §483.410(c)(1) 

The structure and content of the individual' s record must be an accurate, functional representation ofthe actual 
experience of the ind ividual in the faci Iity. This should be identified through interviews with staff and, when 
possible, witll individuals being served, as well as through observations. 

The regulations do not specify that all information about an individual be located in the individual program plan 
(IPP) document, only that information explicitly identified in the regulations. The regulations do not prescribe the 
manner, form or where in the individual's record this information is to be recorded. 

Wll2 §483.410(c)(2) The facility must keep confidential all information contained in the clients' records, 

regardless of the form or storage method of the records. Facility Practices §483.410(c)(2) 

The faci Iity has in place sufficient safeguards to ensure that access to all information regarding individuals is limited 
to those individuals designated by law, regulation, policy, or duly authorized consent as having a need to know. 

No unauthorized access or dissemination has occurred. 

Guidel ines §483.41 O(c)(2) 

"Keep confidential" means safeguarding the content of information including video, audio, and/or computer 
stored information from unauthorized disclosure without the specific informed consent of the individual, parent 
of a minor child, or legal guardian, and consistent with the advocate's right of access, as required in the 
Developmental Disaddlities Act. Facility staff.and consultants, hired to provide services to the individual, 
should have access to only that portion of information that is necessary to provide effective responsive services 
to the individual. 

Confidentiality applies to both central records and information kept at dispersed locations. Ifthere is information 
considered too confidential to place in the record used by all staff (e.g., identification of the family's financial 
assets, sensitive medical data), it may be retained in a secure place in the facility (e.g., social worker's locked 
desk). A notation must be made in the record of the location of confidential information (e.g., "Family 
information is available from the social worker"). 



4 

The sharing of individual specific information with members of the "specially constituted committee" required by 
§483.450(f) (3), who are not affiliated with the agency, does not violate an individual's right to have information 
about him or her kept confidential, The committee needs to know relevant information to function properly, 

The facility is allowed the flexibility to work out arrangements with its members to maintain confidentiality, 

Wll3 

§483.410(c)(3) The facility must develop and implement policies and procedures governing the release of 
any client information, including consents necessary from the client or parents (if the client is a minor) or 
legal guardian, 

Facility Practices §483.410(c)(3) 

The facility has developed the required policies and procedures and follows them. 

Release of any personally identifiable information does not occur unless appropriate consent(s) is obtained 
pl-ior to the release, 

Guidel ines §483.41 O(c)(3) 

Although one facet of the requirement is that the facil ity must decide IlOW trlis is to be accompl ished (i.e., policies 
and procedures), the surveyor's primary focus should be on the second part ofthe requirement, i.e., the facility's 
implementation or "outcome" that consent is obtained prior to the release of any individual information (e,g" 
records, photographs, interviews, or other means of exposure to publ ic view or identification), The following 
guidance is provided to assist in determining whether informed consent for release of information is adequate: 

1 Was the confidentia I information to be released specifically identified? 

2 Was the person or agency to whom the information was to be released identified to the consenting party? 

3 Was the consent time-I imited (i,e" include the date the consent was given, and the date which the specific 
consent would be invalid)?
 

Was the person giving consent legally able to give consent?
 



Information regarding an individual's HIY status may not be released without specific consent and may not be in 
the record if that consent has not been given. Staff are expected to use universal precautions when dealing with all 
individuals, therefore, it is unnecessary to routinely share information about HIV status with all staff. Under some 
conditions, knowledge may be shared witll those directly involved in the care of infected persons, Surveyors should 
be fami Iiar with State law requirements. 

Wl14 §483.410(c)(4) Any individual who makes an entry in a client's record must make it legibly, date it 

and sign it. Guidelines §483.410(c)(4) 

In cases in which facilities have created the option for an individual's record to be maintained by computer, 
rather than hard copy, electronic signatures are acceptable. 

Given the large number of entries that are made in individual's records, this requirement is cited only when a 
systemic problem is identified. 

Wl15 

§483.410(c)(5) The facility must provide a legend to explain any symbol or abbreviation used in a client's 

record. Wll6 §483.410(c)(6) The facility must provide each identified residential living unit with 

appropriate aspects of each client's record. Facility Practices 

§483.410(c)(6) 

The staff of the residential Iiving unit has, and can access, all information wl-dch is relevant to implementing 
individual program plans, appropriate care of, interaction with, and provision of services for the indiviclual. 

Guidel ines §483.41 O(c)(6) 

"Appropriate" means those parts of each individual's record most likely (or known) to be needed by the residential 
staff to carry out the individual's active treatment program in the unit, to alert staff to health risks and other aspects 
of med ical treatment to support the psychosocial needs of the ind ividua I, and anyth ing else necessary to the staffs 
addlity to work on behalf of the individual. 



§483,410(d) Standard: Services Provided Under Agreements With Outside Sources 

Wl17 

§483,4l0(d)(l) If a service required under this subpart is not provided directly, the facility must have a 
written agreement with an outside program, resource, or service to furnish the necessary service, including 
emergency and other hea Ith care, 

Guidelines §483.ll0(d)(l) 

Federal statute (P, L, 94-l42) requires aII school-aged crli Idren to receive a free and appropriate school 
education, Therefore, awritten agreement between CFs/BI and public schools is not necessary, 

§483,4l0(d)(2) The agreement must Wl18 (d)(2)(i) Contain the responsibilities, functions, oQjectives, and 

otller terms agreed 

to by both parties; and Wll 9 (d)(2)(ii) Provide that the facility is responsible for assuring that the outside 

services 

meet the standards for quality of services contained in this subpart. Guidelines 

§483.4l O(d)(2) (i i) 

Outside providers of day services would not have to meet certain requirements relating to physical environment 
under §§483.470 (a)-(g) , ill, and ill unless that source also provides living quarters for CFIBI individuals, 
Outside sources must. of course, meet any applicable State and local requirements. 

The facility's responsibility includes assuring that any restrictive techniques proposed for use by outside service 
providers are used only when warranted and with the required safeguards and approvals, 

W120 

§483.4l O(d) (3) The facil ity must assure that outside services meet the needs of each cl ient. 



Fac II ity Practices §483. 4l O( d) (3) 

Outside service providers meet the needs of each individual as identified by the interdisciplinary team. 

Progra ms and services are coord inated/i ntegrated and consistent with those provided by the faci Iity. 

Guidel ines §483.4l 0(d)(3) 

"Assure" means that the facility's staff actively participate with staff in outside programs in the assessment process 
and in development of oQjectives and intervention strategies. For example, if a public school is implementing a 
manual communication system with an individual, the direct care staff in the individual's living unit should have 
instructions to implement the program in the residential environment. Likewise, if the facility is implementing a 
behavior management program for the individual, it should be shared with and implemented as needed by the 
outside program. This communication is often difficult but nevertheless essential to the provision of active 
treatment. 

Probes §483.4lO(d) (3) 

Is tllere evidence of shared communication, program planning and implementation, and problem solving? 

Is there a relationsrlip among the oQjectives, data, tecrlniques, etc., within the programs or services delivered? Does 
the faci Iity period ically observe services tllat are provided by the outside resource? 

Wl2l 

§483.4l0(d)(4) If living quarters are not provided in a facility owned by the CF/BI, the CF/BI remains 
di rectly responsl ble for the standards relati ng to physica I envi ronment that are specified in §483.470(a) 
through (g), ill and ill· 

Guidelines §483.4lO(d)(4) 

Even though the facility's premises may be rented from a landlord, the facil ity must ensure that the 
requirements for physical environment are met either through arrangement with the landlord or through the 
facility's own services. 

§483 Al O(e) Standard: Licensure Wl Ol The facil ity must be Iicensed under appl icable State and 

local law. 



Facility Practices §483.41O(e) 

The facility has acurrent, valid State license when required under State law. 

W122 §483.420 Cond ition of Participation: Client Protections Compl iance Principles §483.420 

The Condition of Participation of Client Protections is met when: 

Individuals are free from abuse and neglect; 

Ind ividuals are free from unnecessary drugs and restraints; and 

Individual freedoms are promoted (e.g., individuals have choice and opportunities in their money 
management, community involvement, interpersonal relationships, daily routines, etc.). 

The Condition of Participation of Client Protections is not met when: 

Ind ividuals have been abused, neglected or otherwise mistreated and the faci Iity has not taken steps to 
protect individuals and prevent reoccurrence; 

Individuals are suQjected to the use of drugs or restraints withoutjustification; or 

Individual freedoms are denied or restricted withoutjustification (e.g., systemic lack of privacy, of freedor 

of access to the community or to other individuals, in use of personal possessions and money, etc.). 

Guidelines §483.420 

A citation of W127 or W150, which require that individuals are not suQjected to verbal, sexual, or psychological 
abuse or punishment, is sufficientjustification that the facility has failed to comply with the most fundamental of 
protections and, therefore, does not comply with this Condition of Participation. 

. §483.420(a) Standard: Protection of Clients' Rights The facility must ensure the rights of all 

cl ients. Therefore, .the faci lity must Guidel ines §483.420(a) 



"Ensure" means that the facility actively asserts the individual's rights and does not wait for him or her to claim a 
right. This obligation exists even when the individual is less than fully competent and requires that the facility is 
actively engaged in activities which result in the pro-active assertion ofthe individual's rights, e.g., guardianship, 
advocacy, training programs, use of specially constituted committee, etc. 

W123 §483.420(a)(1) Inform each client, parent (if the client is a minor), or legal guardian, of the client's 

rights and the rules of the faCility; Facility Practices §483.420(a)(l) 

Individuals and their representatives, if applicable, are aware of the individual's rights and the rules ofthe 
fac iIity. 

Information has been provided to the individual and tlleir representatives, if applicable, in terms and language they 
understand. 

Ind ividuals who are unable to understand their rights have family members, legal guardians or advocates 
who are involved in protection of their rights. 

Guidel ines §483.420(a)(l) 

The obligation to inform requires that the facility present information in a manner and form wrlich can be 
understood, e.g., use of pl-jnt materials, specialized programs to inform individuals who are deaf or blind, use of 
interpreters, etc 

Probes §483.420(a) (l) 

How does the facility determine if an individual can or cannot understand his/her rights? How does the facility 
inform staff. individuals, parents and/or guardians, or non-EngliSh speaking individuals of rights (e,g., use of 
printed materials, specialized programs to inform deaf and/or blind individuals, informal conferences)? 

To what extent has the question of advocacy been raised if individuals do not have fami Iy members? If individuals 
have family members who do not wish to have contact made with trlem? If the individual does not want the fami Iy 
to participate in decision making? 

What mallner of assistance is provided once a decision is made thatan individual has a need for advocacy, 
guardianship, or protective services? 



Wl24 

§483.420(a)(2) Inform each client, parent (if the client is a minor), or legal guardian, of the client's medical 
condition, developmental and behavioral status, attendant risks of treatment, and of the right to refuse 
treatment; 

Facility Practices §483.420(a) (2) 

Individuals and their representatives, ifapplicable, are aware of the individual's medica I cond ition and treatment. 
therapies, services and other treatment or prescribed approaches beillg received, tile reason for their use, as well as 
any risks involved in those treatments or approaches. 

Individuals and their representatives, if applicable, understand the alternatives to proposed treatments, that 
they can refuse treatment. and the possible consequences! alternatives to such refusal of treatment. 

Guidel ines §483.420(a)(2) 

The term "attendant risks of treatment" refers to aII treatment. includ ing medica I treatment. An ind ividua I who 
refuses a particular treatment (e.g., abehavior control, seizure control medication or a particular intervention 
strategy) must be offered information about acceptable alternatives to the treatment being refused, if acceptable 
alternatives are available. The individual's preference about alternatives should be elicited and considered in 
deciding on the course oftreatment. If the individual also refuses the alternative treatment. or if no alternative 
exists to the treatment refused, the facil ity must consider the effect this refusal may have on other ind ividuals, the 
individual himself or herself and the facility, and if it can continue to treat the individual consistent witll these 
regulations. Thus, every effort must be made to assist the individual to understand and cooperate in the legitimate 
exercise of the IPP. 

An individual being considered for participation in experimental research must be fUlly informed of the nature of
 
the experiment (e.g" medication, treatment) and understand the possible consequences of participating or not
 
participating. The individual's written consent must be received prior to participation. For an individual who is a
 
minor or who has been adjudicated as incompetent. the written informed consent of parents of the minor or the legal
 
guardian is required.
 

The determination as to whether the individual was sufficiently "informed" is based on the following:
 

1 Was tile individual aware ofthe proposed program or treatment. the procedures to be followed, and the
 
identification of the person who wi II perform the treatment activity?
 
2 Was the individual aware of the intended outcome or benefits of the proposed program or treatment?
 
3 Was the individual aware ofthe possible risks, inclUding side effects and attendant discomfort of the
 
proposed program or treatment. and the steps to be taken to minimize risk?
 
4 Was the individual aware of the ramifications if he or she decided not to participate, and of the alternatives
 
to the proposed activity, particularly alternatives offering less risk or adverse effects?
 
5 Did the individual participate voluntarily? Did the individual have the opportunity to have questions about
 
the activity answered?
 
6 Was the information about the activity presented in language tllat could be readily understood by the
 
individual?
 



Additionally, for experimental. invasive or potentially harmful treatment. activities or procedures for which 
written informed consent is recommended, if not otherwise required by State or Federal law: 

1 Was the consent time-limited (i.e, include the date the consent was signed and the date it becomes invalid)? 

2 Did the individual realize that consent to participate could be withdrawn at any time without risk of punitive 
action? 

3 Was the person who gave cOllsent the legally appropriate party to do so for the individua I? 

Probes §483.420(a)(2) 

How does the facility inform the individual/parent/guardian of the individual's condition, and of other significant 
events (e.g., through written correspondence, phone calls, informal conferences, in native language, in a timely 
manner)? 

Is there correspondence in the record informing the appropriate guardian of the individual's condition? 
Is there evidence of informed consent when needed?
 

Are aIternative treatment procedures made available for those who refuse specific treatment?
 

What kinds of treatments do individuals refuse (if any)? Why? How does the facility respond to refusals?
 



How does the facility ensure that the concept of informed consent has been taught to individuals, including the 
ramifications of refusal of treatment? 

Is there evidence that appropriate people are informed of benefits and risks of treatments, including psychoactive 
drugs? 

What does the fac iIity do when ind ividuals show consistent patterns of refusal of treatments or programs? 

W125 

§483.420(a)(3) Allow and encourage individual clients to exercise their rights as clients of the facility, and 
as citizens of the United States, including the right to file complaints, and the right to due process. 

Faci Iity Practices §483.420(a) (3) 

Individuals are taught and encouraged to claim and exercise their rights. 

A personal advocate or legally sanctioned surrogate decision-maker has been identified, wilen appropriate, and is 
encouraged to assist/support the individual in exercising these rights. 

Individuals and their representatives, if applicable, are aware of how to file acomplaint and are free from reprisal 
when they do so. 

Ind ividuals have the opportunity to register to vote and are taught ski lis to assist them in exercising this right. 

Guidel ines §483.420(a)(3) 

The facility must ensure protection of the individual from any form of reprisal or intimidation as a result of 
acomplaint or grievance reported by an individual. 

As long as there are no decisions or circumstances which require action by a legally- appointed surrogate, a 
spokesperson or advocate could assist the individual in exercising his or her rights as acitizen of the United States 
and as a person residing in the faCility. Some examples might include assisting the individual to expre~s rlis/her 
needs, wants and interests, to utilize community resources or to file acomplaint. A spokesperson might also 
express opinions regarding situations in wrlich consent by the beneficiary, parent of aminor, or legal guardian is 
required in order to bring to the attention of the facility potential concerns or problems. 

Tile extent to which any person can act on behalf of anotlner individual who has been assessed as needing a 
guardian, however, is entirely dependent upon the needs of tile individual cl ient and upon the laws and 
regulations ofthe State in which that individual resides. The faCility and surveyor must be familiar with the 
laws and regulations of the State in which the facility is located. It is inappropriate for the facility to 
unofficially delegate the individual's rights to others (e.g., parents, family, advocacy groups, etc.) To the 
extent that the individual is able to make decisions for himself or herself, it is inappropriate to delegate the 
person's rights to others. 



Individuals who need guardiansrlip or advocacy, and do not have this need addressed, are not prepared to exercise 
their rights as citizens of the United States. The facility's failure to ensure guardianship or advocacy for those who 
need it should be cited, Further deficiencies may also be cited under W123, W124, W143, and W263, depending 
upon the survey fi nd ings 

Probes §483.420(a)(3)
 

How are individuals prepared to exercise their rights?
 

Are provisions made for all individuals to assert their I-ights including those with mobil ity, sensory and
 

communication impairments? Can staff explain individual rights and how they facilitate individual exercise of
 

rights? Do individuals use advocacy systems? Are there established individual grievance procedures? Are advocates
 

given access to the individual and his/her records, as appropriate,
 

consistent with the DeveloDmental Disaddlities Assistance and Bill of Rights Act. as
 

amended? Are rights that are modified or limited specific, general, or blanket? Are they reviewed to ensure
 

continued appropriateness to the individual?
 

What ways show that individuals assert their rights (e,g" do they vote, self-advocate, participate in
 
self-governance council, participate in citizenship training, participate in community political activities)?
 

What type of complaints do individuals report (if any) and how well does the facility
 

respond? When interviewing ind iVldua Is, do they describe situations which demonstrate the exercising of their
 

rights?
 

On what basis does the facility accept, or not accept, an individual's informed choice? In what manner is due
 

process ensured? How does the team fit into this process?
 



W126 §483.420(a)(4) Allow individual clients to manage their financial affairs and teach them to do so to 

the extent of thei r capaddl ities; FaC11 ity Practices §483.420(a)(4) 

Individuals receive instruction (either as part of a formal program or a more general, informal series of activities) on 
handling their money which is geared to the individual's functional level. 

Individuals have opportunities to hold and manage their own money to the maximum extent oftheir 
capadd Iities. 

Guidelines §483420(a)(4)
 

Since the use of money is a right determine if the facility demonstrated, based on oqjective data, that the
 
individual was unable to be taught how to use money before the decision was made to restrict that right.
 

Probes §483.420(a)(4)
 

How many individuals does the facility report manage their own funds?
 

Through interview and observation of staff and individuals served, are there individuals who are able to manage
 

their own money with assistance, if needed? Are individuals allowed to spend funds as they choose? Are there 

spend illg 

opportunities? Do they have cash? 

Does staff, in fact make financial decisions for use of individual funds which the facility reports are managed by 

the individual? Do staff work closely with particular individuals to participate in decisions about 

spending their money? 

For those individuals who manage their financial affairs, are they knowledgeable of their income source and 

amount? What evidence is manifest by individuals that they know what to do with personal 

finances? To what extent do individuals know how to conduct bank transactions? How are individuals paid? 

Cash? Check? Vouchers? Tokens? 



W127 §483.420(a)(5) Ensure that clients are not suQjected to physical, verbal, sexual or psychological abuse
 

or punisrlment; FaCility Practices §483.420(a)(5)
 

No patterns, isolated inCidents, unexplained functional regression, or other evidence of physical, verba!, sexual or
 
psychological abuse or punishment posing a serious and immediate threat to individuals are present, are likely to
 
occur, or have occurred without corrective action.
 

The following situations constitute evidence of abuse:
 

l. Individuals are involved in serious incidents (e.g., i~uries, elopements) caused by one or more of the 
following: 

Insufficient or incompetent supervision, regardless of the location of the incident; 

Program structure not meeting individual needs; 

Fai lure to intervene when indicated (i .e., neglect); 

• Active treatment strategies that have proven to be ineffective and have not been revised to meet individual 
needs; 

• Placement in an unsafe environment; 

Monitoring systems that are absent or are inadequate to prevent such incidents; or 

• Placement with aggressive/assaultive individuals in the absence of adequate supervision. 

lindividua Is are found with serious ir] ur ies of unknown orig in that are suspicious based on the nature or
 
circumstances of the i[}jury, and on the functional or medical status of the individual,
 

2 Individuals are found with suspicious i[}juries of unknown origin and have been provided care and
 
supervision by a person who has aconfirmed history of abuse,
 

3 IndiViduals are suQject to punitive techniques in the absence of positive teaching strategies or in the absence
 
of the ir effect iveness.
 

4 Individuals suffer deathJdeterioration due to lack of medical attention and oversight.
 

5 There is observed abuse and the facility takes no action to correct the situation and protect the individual.
 



Guidelines §483.420(a)(5) 

The facility is responsible to organize itself in such a manner that it proactively assures individuals are free from 
serious and immediate threat to their physical and psychological health and safety Citing of this requirement 
indicates that tllere is ahigh probaddlity that abuse to individuals could occur at any time, or already has occurred 
and may well occur again, if the individuals are not effectively protected from the serious physical or psychological 
harm or irJjury, or if tile threat is not removed, A citation of this requirement therefore, must result in a 
determination of Condition level non-compl iance due to immediate and serious threat Cross reference W122 for 
additional guidance, 

"Threat," as used in this guideline, is any condition/situation which could cause or result in severe, temporary or 
permanent irJjury or harm to the mental or physical condition of individuals, or in their death, 

"Abuse" refers to the ill-treatment, violation, revilement, mal ignment, exploitation and/or otherwise disregard of an 
individual, whether purposeful, or due to carelessness, inattentiveness, or omission of the perpetrator, 

"Physical abuse" refers to any physical motion or action, (e.g., hitting, slapping, punching, kicking, pinching, etc,) 
by wrlich bodi Iy harm or trauma occurs, It includes use of corporal punishment as well as the use of any 
restrictive, intrusive procedure to control inappropriate behavior for purposes of punishment. Observe individuals 
to see if they are bruised, cut burned (cigarettes, etc,), 

"Verbal abuse" refers to any use oforal, written or gestured language by which abuse occurs. This includes 
p~orative and derogatory terms to describe persons with disaddlities, 

"Psychological abuse" includes, but is not limited to, humiliation, harassment and threats of punishment or 
deprivation, sexual coercion, intimidation, whereby individuals suffer psychological harm or trauma. 

Individuals must not be suQjected to abuse by anyone (including, but not limited to, facility staff, consultants 
or volunteers, staff of other agencies serving the individual, family members or legal guardians, friends, other 
individuals, or themselves), 

Since many individuals residing in CFs/BI are unable to communicate feelings of fear, humiliation, etc.. the 
assumptioll must be made that any actions that would usually be viewed as psychologically or verbally abusive by 
l\a member of the general public, is also viewed as abusive by the individual residing in the CF/BI, regardless of that 
lindividual's perceived addlity to comprehend the nature of the incident. 



The faci lity must take whatever action is necessary to protect the individuals residing there. For example, if a 
facility is forced by court order or arbitration rUlings to retain or reinstate anernployee believed to be abusive, the 
facil ity may need to take other measures (such as assigning the employee to an area where there is no contact with 
beneficiaries, providing increased supervision and additional training for the employee, appealing the arbitration or 
court decision or pursuing formal criminal charges) in order to ensure beneficiary safety. 

Survey Procedures §483.420(a)(5) 

Use the following procedures in the order shown: 

Review incident/accident reports or logs for at least a 3-6 month period and for all three shifts. 

Review recent hospitalizations or transfers to the facility infirmary as a result of an individual incident or 
accident. 

Note any failure of the facility to provide protective supervision, especially after knowing an individual has 
in the past been ifJjured as a result of omissions in supervision. (For example, usually after 3 incidents of ir:Dury, 
within a short timeframe, one begins to think about the repetitive nature of the incidents. However, if even one 
very serious incident resulting in medical intervention has occurred, review it to assure that the facility has taken 
effective, corrective action.) 

After identifying those individuals repeatedly being ir~ured, go to the living unit or wherever the iQjuries are 
reoccurring and observe the level of supervision provided. 

There are going to be unexplained ifJjuries, given the nature of the population served. However, as a 
surveyor, you are examining what the facil ity has done to reduce the probaddl ity of further iQj ury. 

Observe individuals to determine if there is a pattern of individuals appearing fearful, suspicious, timid, 
shaking when approached, avoiding eye contact, overly obedient, etc. 

Other factors to evaluate incl ude: the needs of the individua Is served, the degree of program structure 
avai lable in the environment, the effectiveness of active treatment strategies, and whether or not the frequency or 
intensity of ifJjuries is 



abnormally high or low, etc. These conditions may indicate the potential for a threat which requires 
in-depth investigation and evaluation. 

Probes §483.420(a)(5) 

Are there patterns of staff conduct which may be punitive, abusive, retributive, counterproductive or a 
substitute for programming towards self-control? 

Is there asystematic pattern of inc ident reports which suggest or aIlege abuse? 

How is the facility organized to prevent abuse (i.e" investigative systems, abuse management, analysis of 
incident and irJJury patterns, individual/parent/guardian ombudsman systems)? 

Cross-reference Wl50 for more probes. 

W128 §483.420(a)(6) Ensure that clients are free from unnecessary drugs and physical restraints and are 

provided active treatment to reduce dependency on drugs and physical restraints; Facility Practices 

§483.420(a)(6) The use of all drugs and physical restraints is based on individual need and the presenting problem 

cannot be addressed by other means. An active treatment program which incl udes mechanisms to reduce 

dependency on drugs and restraints is in effect, and is based on the needs of the individual. The use of a dl-ug or 

restraint is discontinued if it is not effective. Drugs are not used at levels wrlich are toxic or otherwise result in 

deterioration of the individual. 

Guidel ines §483.420(a) (6) 

The chronic use of restraints may indicate one or more of the following: the individual's developmental and/or 
behavioral needs are not being met and the appropriateness of placement should be questioned; staff behavior may 
be prompting behaviors in individuals which result in the chronic use of physical restraints and drugs to control 
behavior; staff may have inadequate training and/or experience to provide active treatment and employ preventive 
measures that reduce the levels of behaviorsjudged to require physical restraints and drugs to control behavior; and 
restraints may be applied to behaviors which are, in fact, not threatening to the health and welfare of the individual 
or other individuals and staff. 



Probes §481420(a)(6)
 

Is there evidence of substitutions of one form of restrictive procedures for another, e.g., as drug usage is reduced, is
 
there widespread increase in the use of time-out and restraint procedures and vice versa?
 

Does the active treatment plan address drug use, physical restraint and/or time-out modification?
 

Are individuals receiving any drugs for Wllicll there are no substantiated uses or active monitoring to support their
 
use? How long is use of a psychoactive drug allowed to continue without improvement to the individual? What
 
criteria must be satisfied before apsychiatric consultation is requested?
 

Cross reference W29S and W311 for more probes,
 

W129 §483.420(a)(7) Provide each client with the opportunity for personal privacy and Facility Practices
 

§483420(a)(7)
 

Individuals have time to be alone, when appropriate, and to have privacy for personal interactions/activities.
 

Guidel ines §483420(a) (7)
 

The facility must have amethod of arranging for privacy of visits between individuals with significant
 
relationships, if they do not both reside at the faCility,
 

Probes §483420(a) (7)
 

Do individuals actually seek out and utilize opportunities for privacy?
 

00 individuals actually have places to go to be alone and are they allowed to do so? For example, are individuals
 
allowed to go to their room alone? Allowed to go to a quiet private area, or do staff routinely "herd" individuals
 
preventing opportunities for privacy?
 

Are these rights afforded to less-disabled individuals only?
 

Are individuals taught "private area" behavior and responsibilities? 



What do you see staff do when individuals are not mindful of their or other's privacy? To what extent are 

individuals talked about in the presence of other individuals? 

Wl30 ensure privacy during treatment and care of personal needs; Facility Practices §483.420(a)(7) 

Individuals have privacy during personal hygiene activities (e.g., toileting, bathing, dressing) and during 
medical/nursing treatments that require exposure of one's body. 

Guidel ines §483.420(a)(7) . 

The facility must examine and treat individuals in amanner that maintains the privacy of their bodies. Only 
employees directly involved in the treatment are present when treatments are given, Some method or mechanism 
wrlich ensures privacy (such as aclosed door, a drawn curtain or systematically implemented training for an 
individual to use their own methods) must be employed to shield the individual from passers-by. People not 
involved in the care of the individual should not be present without their consent wl-lile tlley are being examined or 
treated. 

If an individual requires assistance during toi leting, bathing, and other personal hygiene activities, staff should 
assist, giving utmost attention to the individual's need for privacy. There is no prohibition, however, on staffto 
work with individuals of the opposite sex. 

Exercise special attention to ensure that your behavior, during onsite observations in the individual's home, does 
not violate an individual's right to privacy during treatment and care ofpersonal needs. 

Probes §483.420(a)(7) 

To what extent have accommodations been made so that ind ividuals with physica I disadd 111:ies, who otherwise
 
would be independent, can perform basic personal hygiene activities without staff present?
 

How does stafF preserve personal privacy of individuals when visitors are present?
 

Wl3l 

§483.420(a)(8) Ensure that clients are not compelled to perform services for the facility and 



W132 

ensure that clients who do work for the facility are compensated for their efforts at prevailing wages and 
commensurate with their addlities; 

Facility Practices §481420(a)(8) 

The individual is not required or expected to do chores or work for the facility, other than appropriate care of one's 
own personal space or shared responsibi Iity for common areas. 

Guidel ines §483.420(a)(8) 

"Work," as Llsed in the regulation, means any directed activity, or series of related activities which results in benefit 
to the economy of the facility or in a contribution to its maintenance, or in the production of a salable product. In 
deciding whether aparticular activity constitutes "work" as defined above, the key determinant is if an individual 
was unavailable to perform the particular activity or function, would the facility be required to hire additional full or 
part-time staff (or pay overtime to existing staff) in order to properly maintain the facility or to provide necessary 
care services to individuals, in order to carry out its assigned mission? 

Individuals are not to be used to provide a source of labor for a facility against their will or in opposition to the 
oQjectives of the IPP 

Seriously question any situation in which an individual is observed or reported to be "volunteering" to do real 
work that benefits the facility, or its maintenance without compensation. Interview such individuals to determine 
if they have given informed consent to such practices and understand that by providing employable services they 
are able to be compensated. This does not preclude an individual from helping out a friend or being kind to 
others. Self-care activities related to the care of one's own person are not considered "work" for purposes of 
compensation. 

Regular participation in the domiciliary activities of maintaining one's own immediate household or residential 
living unit which can lead to the individual's greater functional addlity to perform independent household tasks is 
also not considered "work" for the facility. Shared duties are common and appropriate. Included in, but not limited 
to, these domic iIiary tasks are: 

Meal planning, food purchasing, food preparation, table setting, serving, dishwashing, etc.; 

Household cleaning, laundry; 

Clothes repair; 

Light yard and house maintenance (painting, simple carpentry, etc.); and 

• General household shopping, including clothing, 



In general, participation in any household task which promotes greater independent functioning (and which the
 
individual has not yet learned) is permitted as long as tasks are included in the IPP in written behavioral and
 
measurable terms. This participation must be supervised, and indices of performance should be available. No
 
task may be performed for the convenience of staff (e.g., supervising individuals, running personal errands) or
 
which has no relationship to the individual's IPP.
 

As individuals become widely competent and independent in hOlJsehold tasks, they must not be used in those 
capacities and represented as "in training" and serious consideration should be given to the individual's potential for 
even less restrictive residential environments. (See also §§483.440(a)(2) and MOJ) However, it is acceptable for 
individuals to engage in household tasks which are in common with other individuals, all sharing the total 
household tasks commonly shared in nuclear family units, The test in trlis regard is: 

• The expectation is that tasks are the general responsibi Iity of the ind ividua I, and that the duties rotate to the 
maximum extent possible; and/or 

• The individual can assume control in performing the responsibi Iity given (e.g., Jorwi has until Hlursday at 8 
p.rn. to clean the liVing and dining rooms), thereby adding to the development of internal controls and assumption of 
responsibi Iity by ind ividuals. 

Work performed by the individual which no other individual is required or expected to do, or is not a regular part
 
of running the housellold, must be compensated.
 

"Compensated" means the receipt of money or other forms of negotiable compensation for work (including work
 
performed in an occupational training program) which is available to the individual, to be used at rlis or her
 
discretion in determining the benefits to be derived therefrom.
 

. "Prevailing wage" refers to the wage paid to non-disabled workers in nearby industry or the surrounding community 
for essentially the same type, quality and quantity of work or work requiring comparable skills. 

A working individual must be paid at least the.prevailing minimum wage except when an appropriate certificate has 
been obta ined by the faci Iity in accordance with current regulations and guidel ines issued under the Fair Labor 
Standards Act, as amended, 

Any individual performing work, as defined above, must be compensated in direct proportion to his or her 
productivity as measured in work equivalents of a regular employee's output. For example, if an 
individual's productivity for aparticular work activity or function is determined to be 30 percent of norma I 
output for an average non-disabled worker, and the prevailing wage is $4.00 an hour, then the individual 
should be compensated in money at a rate of one dollar and twenty cents per hour (30 x $4,00 = $1.20), If a 
piece rate can be determined for aparl:icularjob, an individual is paid based on the number of pieces he or 
she produces. An individual's pay is not dependent on the production of other individuals when he or she 
works in a group. 



When the individual's active treatment program includes assignment to occupational or vocational training or work, 
specific work ol:2Jectives of anticipated progress should be included in the IPP along with reasons for the 
assignments, If the training of individuals on particular occupational activities or functions involves "real work" to 
be accomplished for the facility, the individuals must be compensated based on addlity, For example, if in the 
process of work training activities involved with learning to clean a floor, the floor for a particular building is 
cleaned and does not require furtherjanitorial cleanup, then the individual must be compensated for this activity, 

Probes §481420(a)(8) 

Are individuals assigned to bathe, toilet or feed other individuals? 

Is each ind ividua I who provides work for the faci Iity aIlowed to refuse to work for the faci Iity? Are there individual 

payment records? If an individual makes less than the prevailing 

wage, can that person's individual production or performance record be retrieved? 

If time studies were conducted, did the facility measure the same skills as performed by persons who are not 

disabled? Are household tasks assigned and changed equitably? Do individuals have reasonable responsibilities, to 

the extent possible, for keeping their 

own pl-ivate areas of living unit clean and neat? Are individuals coerced to work for staff in order to gain privileges? 

Are ind ividuals trained to perform services for the facil ity for reinforcers or tokens rather 

than pay? Do individuals work the samejob everyday without pay? 



W133 §481420(a)(9) Ensure clients the opportunity to communicate, associate and meet privately with
 

individuals of their choice, Guidelines §481420(a)(9)
 

Space must be provided for individuals to receive visitors in reasonable comfort and privacy,
 

Probes §483.420(a)(9)
 

Does the facility provide individuals with the opportunity to form individual relationships with others including
 
opportunities to experience personal relationships both witrlin and outside the facil ity?
 

What pattern of freedom of movement do you see at the facility? Do most individuals move freely? Few?
 

On what basis is freedom of movement restricted? Is this dealt with programmatically in the individual program·
 
plan for each individual?
 

How often is this restriction re-eva Iuated?
 

W134 and to send and receive unopened mail; Guidelines §483.420(a)(9)
 

Assistance must be provided to individuals who require help in reading or sending mail, Refer to W145,
 

Probes §483.420(a)(9)
 

How do individuals send and receive mai I?
 

00 staff assist individuals who are unable to open and read mai I themselves? Is writing assistance provided?
 



Wl35 §483.420(a)(10) Ensure that clients have access to telepllones with privacy for 

incoming and outgoing local and long distance calls except as contraindicated by factors identified within 

their individual program plans; Wl36 §483.420(a)(11) Ensure clients the opportunity to participate in 

socia I, rei igious, and 

community group activities; Facility Practices 

§483. 420(a)(11) 

Individuals are involved in various types of activities in the community (e.g" going to parks, movies, 
restaurants, church, community meetings and events) based on their interests and choices. 

Ind ividua Is are taught the ski lis and are provided with appropriate levels of support, commensurate with 
functional levels, for community participation, 

Guidelines §483.420(a)(11) 

Outdoor and out of home activities are planned for all individuals on a regular basis. 

Probes §483.420(a)(11) 

Are all activities agency-centered or sponsored? Are religious preferences known and honored? What is the level of 

individual participation (relevant to level of individual functioning): 
• FLilly independent? 

• Staff assisted/individual participation? 

Total staff assistance? 

Are the individuals allowed to participate independently in activities commensurate with their level of functioning 

and interest? What is the facility's system to facilitate an individual's participation? 



What does the facility do to draw out non-participating individuals to the point that the individual makes his/her 
own active choice to participate or not? 

Does the facility arrange for individuals to participate in community integrated activities individually or in small 
groups (3 or less) at least part ofthe time? 

Does the facility arrange age and interest appropriate outside activities for individuals with the community (e.g., 
recreation centers, churches, social clubs)? 

W137 §483.420(a)(12) Ensure that clients have the right to retain and use appropriate personal possessions 

and clotrling, and Facility Practices §483.420(a)(12) 

Individuals have personal possessions and clothing which meet their needs, interests and choices. 

Individuals have free access to their own possessions and clothing. 

Individuals, who are unable to access and use personal possessions and clothing appropriately, are 
involved in programs to learn the necessary skills to do so. 

Guidelines §483.420(a)(12) 

All individual possessions regardless of their apparent value to others must be treated with respect. for what they are 
and for what they may represent to the individual. The facility should encourage individuals to use or display 
possessions of his or her choice in aculturally normative manner. Appropriate personal possessions includes 
personal care and hygiene items. Individuals should not be without personal possessions because of the behavior 
of others with whom they live. If a method for identifying personal effects is used, it should be inconspicuous and 
in a manner that will assist the individual to identify them. 

"Appropriate" clothing means a supply ofclothing that is sufficient, in good repair, accounts for a variety of 
occasions and seasons, and appropriate to age, size, gender, and level of activity. Modification or adaptation of 
clothing fasteners should be considered based on the needs of an individual with a physical disaddlity to be 
independent 

As appropriate, each individual's active treatment program maximizes opportunities for choice and self-d irection 
with regard to choosing and shopping for clothing which enhances hiS or her appearance, and selecting dai ly 
clothing in accordance with age, sex and cultural norms. 



Individuals are permitted to keep personal clothing and possessions for their use while in the faci lity. Determine 
how the facility both ensures the safety of personal possessions while at the same time providing individual access 
to them when the individual chooses. 

Individuals are provided the opportunity, encouraged, and trained to use age-appropriate materials. The term 
"age-appropriate" refers to anything that reinforces recognition of the individual as a person of a certain 
chronological age. The facility's environment must be furnished with materials and activities that will enhance 
opportunities for growth. Determine whether tile fa ilure of an ind ividua I to achieve functional, adaptive ski lis, or to 
have opportunities to make informed choices, or to achieve any positive outcomes is a result ofthe constant use of 
materials or participation in activities that are age-inappropriate. 

Probes §483.420(a)(12;1 

Are individuals dressed in their own clean, neat and attractive clothing? Is it of the correct size and in good 

condition? Is clothing appropriate for the weather and type of activity? To what extent' is there a pattern of slacks 

that are too long or too short? Are cords and 

pins used to keep pants up instead of belts?
 

To what extent does the faCility provide items of lesser quality or provide only one type of a particular item? Is there
 

clothing for a variety of activities (e.g., clothing for church, casual social
 

functions, sport events)? Do colors, styles, and designs match and conform with community standards? Are
 

individuals assisted in clothes selection, room decoration and other forms of
 

se If-express ion?
 

Are individuals satisfied with the access to and choice of the kinds and numbers of personal possessions they have?
 

How frequently duri ng the course of the day do you observe individuals usi ng their
 

personal possessions? Are individuals' personal decorative possessions displayed? Are individual possessions
 

protected?
 



To what extent is there a pattern of individual loss, due to theft or destruction by others? What does tile facility do to 

prevent loss? Is it successful? W138 ensure that each client is dressed in his or her own clothing each day; 

and Probes §483.420(a)(l2) 

To what extent are items of clothing such as pajamas, underwear, and socks, considered "stock" items as opposed 
to belonging to individuals? 

W139 

§483.420(a)(l3) Permit a husband and wife who both reside in the facility to share a room. §483.420(b) 

Standard: Client Finances 

(b)(l) The facility must establish and maintain a system that W140 §483.420(b)(l)(i) Assures a full and 

complete accounting of clients' personal funds 

entrusted to the facility on behalf of clients; and Guidelines 

§483.420(b) (l) (i) 

A "full and complete accounting for personal funds" does not need to document accounting for incidental expenses 
or "pocket money," funds a capable indiVidual handles without assistance, funds dispensed to an individual under a 
program to train the individual in money management and funds that are not entl-usted to the facility (e.g:, funds 
paid directly to the individual's representative payee). 

W141 §483.420(b)(l)(ii) Precludes any commingling of client funds with facility funds or with the funds of 

any person other than another client. Guidelines §483.420(b)(l)(ii) 

Although prudent to do so, there is no Federal requirement to maintain individuals' persona I funds in financia I 
institutions in interest bearing accounts, or in accounts sepmate from other individual accounts. However, if 
the facility elects to pool individuals' funds in an interest bearing account, including common trust accounts, it 
is expected to know the interest separately accrued by each individual, as part of its reqUired accounting of 
funds. Interest accumulated to an individual's account belongs to the individual, not the facility. 



W142 §483.420(b)(2) The client's financial ~ecord must be avai lable on request to the cl ient parents (if the 

client is a minor) or legal guardian. Guidelines §483.420(b)(2) 

Parents or other family members should not have automatic access to the financial·records of adult individuals. It 
is not necessary that a facility be required to furnish an annual financial statement to the individual or the 
individual's family, since the facility is already required to make the financial record available at any time upon 
request. The individual. in turn, is free to choose to make his or her financial record available to anyone else. 

§483.420(c) Standard: Communication With Clients, Parents, and Guard ians The faci lity 

must--W143 §483.420(c)(l) Promote participation of parents (if the cl ient is a minor) and legal guardians in 

the process of providing active treatment to a client unless their participation is unobtainable or 

inappropriate; Guidel ines §483.420(c)(l) 

"Unobtainable," as used in this standard, means that the facility has made a bonafide effort to seek parental or . 
guardian participation in the process. even though the effort may ultimately be unsuccessful (for example, the 
parent may be impossible to locate or may prove unwlll ing or unable to partici pate). 

"Inappropriate" as used in this standard means that the parent or legal guardian's behavior is so disruptive or 
uncooperative that others cannot effectively participate; the individual does not wish his or her parent to 
participate, and the individual is competent to make this decision; or there is strong evidence that the parent or 
guardian is not acting on the individual's behalf or in the individual's best interest. In the case of the latter, 
determine what the facility has done to bring effective resolution to the problem. 



Probes §483.420(c)(l)
 

Are fami Iies contacted for involvement in planning services/treatments for individuals?
 

On a routine basis, what kinds of activities, information, and problems get communicated? How does the facility
 

develop and maintain active fami Iy/guardian participation? Does the facil ity respond to the wishes of
 

non-adjudicated adult individuals who do not
 

wish their family's involvement? Does information in the individual record correlate with information provided
 

fami Iies? Are parents and guardians allowed to talk to direct care and service providers? What is the facility's
 

basis for denying participation by the parents or guardians? Is there a pattern to the denials or to the reasons
 

stated? How does the facility explain the meaning of "active treatment" to parents and
 

guardians?
 

To what extent are families informed of how to reinforce training and/or the maintenance of skills while individuals
 

are with them? What efforts has the faci Iity made to accommodate schedul ing problems for
 

interdiscipl inary team or other meetings of fami lies?
 

W144 §483.420(c)(2) Answer communications from clients' families and friends promptly and 

appropriately; Guidelines §483420(c)(2)
 

Where possible, randomly select a family or guardian to validate the quality, nature and frequency of the
 
communications between the facility and fami Iies or guardians (but only with their consent). There is no
 
requirement that each contact with family and friends be documented.
 

Probes §483420(c)(2)
 

How does the facility communicate with families and friends of those served?
 



Is there a pattern of lag time between contact and response which suggest responses are not timely! 

Wl45 

§483.420(c)(3) Promote visits by individua Is with a relationship to the cl ient (such as fami Iy, close friends,
 
legal guardians and advocates) at any reasonable hour, without prior notice, consistent with the right of
 
that client's and other clients' privacy, unless the interdisciplinary team determines that the visit would not 
be appropriate;
 

Guidel ines §483.420(c)(3)
 

Any limitations of visitors are recorded by the interdisciplinary team with reason and time limits given. Decisions
 
to restrict a visitor must be reviewed and re-evaluated each time the IPP is reviewed or at the individual's request.
 
If you find broad restrictions, review general faci Iity access policies,
 

The faci Iity shou Id have arrangements avai lable to provide privacy for fami Iies and others when visiting with
 
individuals.
 

Probes §483.420(c)(3)
 

Is there asystematic pattern of unreasonable restrictions on visitors in terms of when they can come, where they can
 
go on the facility's property and to whom they can speak?
 

Wl46 

§483,420(c)(4) Promote visits by parents or guardians to any area of the fac i1ity that provides di rect cl ient 
care services to the client, consistent with the right of that client's and other clients' privacy; 

Probes §483.420(c)(4)
 

Is there a pattern to the types of restricted locations?
 

Is there evidence such as "no admittance" signs or policies against visitors in any of these areas?
 

. Wl47 

§483.420(c)(5) Promote frequent and informal leaves from the facility for visits, trips, or vacations; and
 
Guidelines §483.420(c)(5)
 



It is not acceptable for a faci! ity to sponsor or allow individuals to take aparticular type of trip that is 
contraindicated. For example, ill the situation of an individual sut2ject to abuse by a parent, the facility obviously 
is nct required to permit such atrip. However, as with any right that may need to be modified or limited, the 
individual should be provided with the least restrictive and most appropriate alternative available. 

Probes §483.420(c)(5) 

Wllat is the frequency of these outings? What types of outings? Are outings age -appropriate? How does the faci Iity 

provide clloice in outings? Can individuals choose not to participate? 

W148 

§483.420(c)(6) Notify promptly the client's parents or guardian of any significant incidents, or changes in 
the client's condition including, but not limited to, serious iII ness, acci dent, death, abuse, or una IJthori zed 
absence. 

Guidelines §483.420(c)(6) 

"Significant" incidents or changes in the individual's condition refers to any type of occurrence or event, that is 
perceived to have some level of importance to the individual, family or guardian. Examples include, but are not 
limited te, allegations of mistreatment. psychological trauma experienced by the individual, loss or change of a 
program service or staff person, entry or placement in new programs or agencies, day-to-day events on which 
fami iy members express illterest to be informed, etc. 

Probes §483.420(c)(6) 

Are family members/guardians informed of incidents/alleged abuse?
 

Are telephone nurnbers and addresses for parents and guardians kept and periodically updated? What is the time
 

frame for notificatien?
 



§483.420(d) Standard: Staff Treatment of C' ients W149 §483420(d)(l) The facil ity must develop
 

and implement written policies and
 

procedures that prohibit mistreatment neglect or abuse of the client. Facility Practices
 

483.420(d)(l)
 

The faci Ilty, through implementation of its policies, has set up a structure which protects individuals from
 
mistreatment neglect and abuse.
 

Guidelines §483.420(d)(l)
 

"Mistreatment" as used in this standard, includes behavior or facility practices that result in any type of individual
 
exploitation such as financial, sexual, or criminal.
 

"Neglect" means failure to provide goods or services necessary to avoid physical or psychological harm.
 

See Wln for definitions related to "abuse."
 

Probes §483.420(d)(l)
 

Refer to W186 because there is often a relationship between the adequacy offaci Iity staffing and staff
 
treatment of individuals. 

Is there a pattern among incidents of alleged abuse, accidents, behavior programs, psychoactive drug use, staff 
training, and adequacy of staffing levels that may suggest possible mistreatment. neglect or abuse of individuals? 

How does the facility monitor staff treatment of individuals to ensure that the requirements are not 
being violated? 

W150 §483.420(d)(1 )(i) Staff of the faci lity must not use physical. verbal, sexual or psychological abuse or 

punishment. Guidelines §483.420(d)~l)(i) 

See W127, Facil ity Practices, as related specifically to staff of the faci Iity, 

A citation of this requirement indicates that abuse to an individual by staff ofthe facility is highly likely to occur or 
has already occurred and may well occur again if the individual is not effectively protected, A citation of this 
requirement therefore, must result in Condition-level non-compliance due to immediate and serious threat Cross 
-~ference W122 and Wln, 



Probes §483.420(d) (1) (i) 

Can staff define what constitutes abuse and punishment? Are programs or policies "masks" for punitive, abusive 

controls7 How does the faci lity actively promote respect for individuals? How do staff members set acceptable 

behavioral limits for individuals? Does group punishment occur? Does demeaning, belittling or degrading 

punishment occur? Do staff speak loudly, harshly? In negative, punishing terms? With threats, coercion?
 

Cross-reference W127 for definitions and additional probes.
 

W151 §483.420(d)(1)(ii) Staff must not punish a client by withholding food or hydration that contributes to
 

a nutritionally adequate diet. Guidelines §483.420(d)(1)(ii)
 

Cross-reference W465.
 

W152 

§483.420(d)(1)(iii) The facility must prohibit the employment of individuals with a conviction or prior 
employment history of chi Id or client abuse, neglect or mistreatment. 

Facility Practices §483.420(d)(1)(iii) 

No one hired after October 3, 1988, has had a conviction or a prior employment history of child or client abuse, 
neglect or mistreatment of which the facility was aware based on pre-employment screening. 



No one witll a conviction or substantiated allegation of child or client abuse, neglect or mistreatment occurring 
outside thejurisdiction of the CF/BI after October 3, 1988, regardless of employment date, is employed by the 
facil ity. 

Guidel ines §481420(d)(l)(i i i) 

This regulation applies to the hiring of new employees Oil or after October 3. 1988. The facility is required to 
screen potential employees for a prior employment history of child or client abuse, neglect or mistreatment as well 
as for any conviction based on those offenses. The abuse, neglect or mistreatment must be directed toward achild or 
an individual who is a client (resident patient) in order for the prohibition of employment to apply. 

This requirement also applies to acts of abuse, neglect or mistreatment committed by acurrent CF/BI employee 
outside thejurisdiction of the CF/BI (e.g., in the community or in another health care facility). A substantiated 
allegation of abuse, neglect or mistreatment which occurred after October 3. 1988, (regard less of the date of the 
person's employment in the CF/BI), and which resulted in the termination of that person's employment from 
another health care facility, becomes a part of the person's employment history and the CF/BI is prohibited from 
continuing to employ the individual For example, an individual who abused a resident in a nursing facility and as a 
result is barred from employment in the nursing home setting would also be prorlibited from employment in the 
CF/BI. While facilities are not required to periodically screen existing employees, if the facility becomes aware 
that such action has been taken against an employee, the facility is required to prohibit continued employment. 
This is also true of any conviction in a court of law for child or client (resident, patient) abuse, neglect or 
mistreatment. Therefore, conviction for abusing one's own child is also a reason employment would be prohibited. 

The definition of "mistreatment" under the guideline at W153 includes financial exploitation. Therefore, if an 
employee was convicted or had a prior employment history of theft of an individual's funds, that would also be a 
reason employment would be prohibited. 

Access other information, as appropriate, including information contained in "closed" records, in order to 
adequately eval uate compl iance. 

Probes §483. 420(d) (1)( iii) 

How does the faci Iity screen employees for previous convictions? 

Who are the facility's new hires? Has the facility implemented its system in .such a fashion to ensure that 
W152 has been achieved? 



Wl53 

§483.420(d) (2) The faci Iity must ensure that aII allegations of mistreatment neglect or abuse, as well as 
if2juries of unknown source, are reported immediately to the administrator or to other officials in accordance 
with State law through establ ished procedures. 

Guidel ines §483.420(d)(2)
 

The faci Iity is responsible for reporting any ilJjuries of unknown origin and any allegations of mistreatment to an
 
individual residing in the facility regardless of who is the perpetrator (e.g., facility staff, parents, legal guardians,
 
volunteer staff from outside agencies serving the individual, neighbors, or other individuals, etc.).
 

Probes §483.420(d)(2)
 

How many alleged violations have been reported this year? Last year?
 

What mechanisms are in place to ensure prompt detection, reporting, and appropriate follow-up?
 

Wl54 

§483.420(d)(3) The facility must have evidence that all alleged violations are thoroughly investigated and
 

Wl55 must prevent further potentia I abuse wrli Ie the investigation is in progress.
 

Guidelines §483.420(d)(3)
 

The facility is responsible for investigating all ilJjuries of unknown origin and
 

Probes §483.420(d)(3)
 

After you review reports of investigation, do you identify a pattern to the depth, thoroughness, conclusions
 
and actions taken that suggest:
 

• Comprehensive and responsive investigations? 

Well conducted but negated or aItered reports? 

• Shallow or routinized investigations? 



W156 

§481420(d)(4) The results of all investigations must be reported to the administrator or designated 
representative or to other officials in accordance with State law witllin five working days of the incident 
and, 

Guidelines §481420((d)(4) 

Some States require tllat allegations of abuse must be reported to the police. eMS cannot regulate the activities of 
the police. However, if the police take longer than five working days for their investigation, the facility is still 
required to complete an internal investigation report offindings within the five day timeframe. "Working days" 
means Monday through Friday. excluding State and Federal holidays. 

Probes §481 420(d)(4) 

If a report of known or suspected abuse or neglect involves the acts or omissions of the admi nistrator, how has 
the provider arranged for an unbiased review of the allegation (such as, an authority outside of the faci Iity 
investlgatillQ the report and, if necessary, taking appropriate corrective action)? 

W157 if the alleged violation is verified. appropriate corrective action must be taken. Facility Practices 

§483. 420(d) (4) 

The seriousness ofthe violation is considered by the facil ity to determine appropriate corrective action, 

When the intentional action or inaction of astaff person has resulted in abuse, neglect or mistreatment which was a 
serious and immediate threat to the individual's health and safety, the staffperson's employment is terminated. 

The corrective action taken by the facility is reasonably likely to assure that the abuse, neglect, mistreatment or 
il]lJry wi II not occur again. 

Guidelines §481420(d)(4) 

This requirement refers to corrective action taken based upon findings of investigations of incidents wrlich have 
occurred witrlin thejurisdiction of the faci Iity. It requires that the seriousness of infractions be weighed in tile 
determination of what action is necessary by the facil ity to correct the situation appropriately. In cases of abuse, 
neglect or mistreatment by staff, where extenuating circumstances exist and dependent on the nature of the 
infraction, a remedy that is consistent with appropriate progressive diSCiplinary measures may be acceptable, 
When the intentional action or inaction of astaff person has resulted in abuse, neglect or mistreatment which poses 
aserious and immediate threat to individuals' health and safety, termination of employment is the only acceptable 
corrective action, 



Appropriate corrective action is also required for findings of abuse, neglect or mistreatment by other 
individuals residing in the facility, staff of outside agencies, parents or any other person, and for ir}juries to 
ind ividuals result ing from controllable environmenta I factors. 

Appropriate corrective action is defined as that action which is reasonably Iikely to prevent the abuse, 
neglect, mistreatment or ir~ury from recurring. 

When an employee appeals afinding of abuse by the facil ity, whether through arbitration or in a court of law, the 
dec ision of the arbitrator or the court of law is then considered the fi na I fi nd ing If the arbitrator found that the 
charges lacked substance, the allegation wou Id be considered unsubstantiated. The faci Iity, however, is sti II requ ired 
to ensure that individuals residing in the facility are not suQjected to physical, verbal, sexual or psychological abuse 
or punishment by Wl27. 

An arbitrator may find that the allegation of abuse is substantiated, but impose a lesser penalty than that which was 
sought by the facility. For example, the facility may seek termination of employment as the appropriate corrective 
action but the arbitrator determines that a lO day suspension is more appropriate. The facts of the situation will 
have to be eva luated by the surveyor and aj udgment made regard ing appropr iateness. Therefore, whi Ie the 
facility is permitted by the regulation to exercisejudgment regarding appropriate corrective action, the surveyor 
must also exercisejudgment and may determine that the corrective action is NOT reasonably Iikely to prevent the 
abuse from recurring. 

Probes §483.420(d)(4) 

After investigations have been completed, how many alleged violations culminated in progressive discipline 
actions? Staff discharges? 

As a result of the facility's investigations, is there a pattern of reduction of allegations? 



Wl58 §483,430 Condition of Participation: Facility Staffing §483.430Compliance Principles 

The Condition of Participation of Facility Staffing is met when: 

The Condition of Participation of Active Treatment is met (ie, there are sufficient numbers of competent, 
trained staff to provide active treatment.); and 

The Condition of Participation of Client Protections is met (i.e., there are sufficient numbers of competent, 
trained staff to protect individuals' health and safety.). 

The Condition of Participation of Facility Staffing is not met when: 

The Condition of Participation of Active Treatment has first been determined to be not met and the lack of 
active treatment has resulted from insufficient numbers of staff or lack of trained. knowledgeable staff to design and 
carry out individual's programs; or 

The Condition of Participation of Client Protections has first been determined to be not met and the lack of 
client protection has resulted from insufficient numbers of competent, trained staff to protect the health ana safety 
of individuals, 

§483,430(a) Standard: Qual ified Brain Inj ury Professional Wl59 Each client's active 

treatment program must be integrated, coordinated and 

monitored by a qualified Brain Ifljury professional Facility Practices §483.430(a) 

There is an assigned qualified Brain IQjury professional (OMRP), There are sufficient numbers of QMRPs to 

accomplish thejob, The QfVlRP observes individuals, reviews data and progress, and revises programs basea 

on individual need and performance. The QMRP ensures consistency among external and internal programs and 

disciplines, 



The OMRP ensures service design and delivery which provides each individual with an appropriate active 
treatment progra m. 

The OMRP ensures that any discrepancies or conflicts between programmatic, medical, dietary, and vocational 
aspects of the individual's assessment and program are resolved. 

The OM RP ensures a follow-up to recommendations for services, equipment or programs. 

The OMRP ensures that adequate environmental supports and assistive devices are present to promote 
independence. 

Guidelines §483.430(a) 

View the person serving in the OMRP role as pivotal to the adequacy of the program the individual receives, since 
it is this role that is intended to ensure that the individual receives those services and interventions necessary by 
competent persons capable of delivering them. The paramount importance of having persons competent tojudge 
and supervise active treatment issues cannot be overstated. 

An individual's IPP may be coordinated and monitored by more than one OMRP or by other staff persons who 
perform the OMRP duties, There must, however, be one OMRP who is assigned primary responsibility and 
accountaddlity for the individual's IPP and the QMRP function. 

The regulations do not specify if the person desigllSted as OMRP must do the duties of a OMRP exclusively, or is 
allowed to perform other professional staff duties in addition. The facility has the flexibility to allocate staff 
resources in whatever manner it believes is necessary as long as it ensures that the OMRP function is performed 
effectively for each individual, 

The test of whether the number of OM RPs is adequate rests with the add Iity of the fac iIity to provide the services 
described in §483.430(a) in an effective manner. The number will vary depending on such factors as the number 
individuals the facility serves, the compleXity of needs manifested by these individuals, the number, qualifications 
and competencies of additional professional staff members, and whether or not other duties are assigned to the 
OMRP function. 

Probes §483.430(a) 

Are the OMRP functions actually being carried out or is paperwork simply reviewed? 

~re timely modifications of unsuccessfui programs or development of programs for unaddressed, but 
pignificant needs made or ensured by the OMRP functioll? 



Are program areas visited and are performance and problems of individuals discussed? 

Does the plan flow from only the original diagnosis/assessment? Does it take into consideration interim 
progress on plans and activities? 

Does the QrvlRP make recommendations and requests on behalf of individuals? How does the facility respond? 

W160 Who--§483.430(a)(1) Has at least one year of experience worki ng di rectly with persons 

with Brain I~ury or other developmental disaddl ities; and (a)(2) Is one of the following: W161 (a)(2)(i) A 

doctor of medicine osteopathy. W162 

(a)(2)(i i) A registered nurse. W163 (a)(2)(iii) An individual who holds at least a bachelor's degree in a 

profess iona I 

category specified in paragrapll (b)(5) of this section. §483.430(b) Standard: Professional Program 

Services W164 §483.430(b)(l) Each client must receive the professional program services needed to 

implement the active treatment program defined by each client's individual program plan. FaC11 ity Practices 

§483. 430 (b)(l) 

Ind iVlduals receive professional services when the comprehensive functional assessment or the active treatment 
program defined by the IPP requires the knowledge, skills and expertise of someone specially trained in a given 
discipline in order to be effectively implemented. 



In the presence of a functional deficit, there is input by the relevant professional discipl ine(s) in order to assess 
the individual and develop a relevant active treatment program, 

Guidelines §483.430(b)(l) 

For an active treatment program to be responsive to the individual's unique needs, there must be a foundation of 
competent professional knowledge that can be drawn upon in the implementation of the interdiscipl inary team 
process, Individuals with developmental deficits will require initial, temporary, or ongoing services from 
professional staff, knowledgeable about contemporary care practices associated with these areas, A special 
mention needs to be made tllat individuals should not be provided with services that are not needed (e,g" if an 
individual is basically healthy and not on medication, then tile individual should not be provided extensive health 
and health-related services), 

The needs identified in the initial comprehensive functional assessment, as required in §483.440(c)(3)(v), should 
guide the team in deciding ifaparticular professional's further involvement is necessary and, if so, to what extent 
professional involvement must continue on a direct or indirect basis, 

Si nce such needed professional expertise may fall withi n the purview of mu Itiple professional discipl ines, based on 
overlapping training and experience, determine if the facility's delivery ofprofessional services is adequate by the 
extent to which individuals' needs are aggressively and competently addressed, Some examples in which 
professional expertise may overlap include: 

Physical development and health: nurse (routine medical or nursing care needs that do not interfere with 
participation in other programs); physician, physician assistant, nurse practitioner (acute m~or medical intervention, 
or the treatment of chronic medical needs which will be dependent upon an individual's success or failure in other 
treatment programs), 

Nutritional status: nurse (routine nutritional needs that do not affect participation in other programs); 
nutritionist or dietitian (chronic health problems related to nutritional deficiencies, modified or special diets), 

Sensol-imotor development: physical educators, adaptive physical educators, recreation therapists, (routine 
motor needs involVing varying degrees of physical fitness or dexterity); special educators or other visual impairment 
specialists (specialized mobility training and orientation needs); occupational tllerapist, pllysical therapist, 
physiatrist (specialized fine and gross motor needs caused by muscular, neuromuscular, or physical Iimitations, and 
wrlich may reqUire the therapeutic use of adaptive equipment or adapted augmentative communication devices to 
increase functional independence); dietitians to increase specialized fine and gross motor skills in eating, 

Affective (emotional) development: special educators, social workers, psychologists, psychiatrists, mental 
health counselors, rehaddlitation counselors, behavior tllerapists, behavior management specialists, 

Speech and language (communication) development: speech-language pathologists, special educators for 
people who are deaf or hearing impaired, 

Auditory functioning: audiologists (basic or comprehensive audiologic assessment and use of 
amplification equipment); speech-language pathologists (like audiologists, may perform aural rehaddlitation); 
special educators for individuals who are hearing impaired, 

Cognitive development: teacher (if required by law, i,e" school qged children, or if pursuit of GED is 
indicated), psychologist, speech-language pathologist. 



Vocational development: vocational educators, occupational educators, occupational therapists, vocational 
rehaddl itation counselors, or other work special ists (if development of specific vocationa I ski lis or work placement 
is ind icated). 

Social Development: teachers, professional recreation staff, social workers, psychologists (special ized 
training needs for social skill development). 

Adaptive behaviors or independent living skills: Special educators, occupational therapists 



W165 Professional program staff must work directly with clients Facility Practices §483.430(b)(l) 

Individuals receive interventions or services directly from professional staff when required by individual 
needs, program design, implementation, or monitoring. 

W166 and with paraprofessional, nonprofessional and other professional program staff who work with 

cl ients. Faci Iity Practices §483.430(b) (l) 

When required by individual need, program design, implementation, or monitoring, professional staff work 
directly with paraprofessional, nonprofessional and other professional program staff to assure that these 
individuals have the skills necessary to carry out the needed interventions. 



Guidelines §483.430(b)(l) 

There are some individuals in CFs/BI who can often have their needs effectively met without having direct contact 
with professional staff on a daily basis. The intent of the requirement is not to require that professionals work 
directly with individuals on a daily basis, but only as often as an individual's needs indicate that professional 
contact is necessary. The amount and degree of direct care that professionals must provide will depend on the 
needs of the individual and the addlity of other staff to train and direct individuals on a day-to-day basis. 

W167 

§483.430(b)(2) The facility must have available enough qualified professional staff to carry out and monitor 
the various professional interventions in accordance with the stated goals and oQjectives of every individual 
program plan. 

Facility Practices §483.430(b)(2) 

Each individual receives professional interventions as needed and specified in the [PP, in sufficient quantity to
 
assure correct implementation.
 

GUldel ines §483.430(b)(2)
 

If there is suffic ient evidence that para- and non-professional staff demonstrate the needed competencies to carry 
through witrl intervention strategies, you may be satisfied there is suffic ient professional staff to carry out the active 
treatment program. However, if the professional's expertise is not demonstrable at the para- and non-professional 
staff level. question both the numbers of professional staff and the effectiveness of the transdisciplinary training of 
para- and non-professional staff. 

Probes §483.430(b)(2) 

Are these services available when they are most beneficial for the individual? Are these people available to staff on 

other shifts? Weekend staff? Are professional staff available to monitor the implementation of individual programs 

if 

necessary? 



W168 §483.430(b)(3) Professional program staff must participate as members of the interdisciplinary team 

in relevant aspects of the active treatment process. Facility Practices §483.430(b)(3) 

When necessary to develop, implement or monitor an individual's active treatment program, appropriate 
professional staff participate as interdiscipl inary team (lOT) members. 

Guidelines §483.430(b)(3) 

"Participate" means providing input through whatever means is necessary to ensure that the individual's IPP is 
responsive to the individual's needs. The purpose ofthe interdisciplinary team process is to provide team members 
with the opportunity to review and discuss information and recommendations relevant to the individual's needs, and 
to reach decisions as a team, rather than individually, on how best to address those needs. Therefore, determine 
whether or not there is apattern of active treatment based on professional participation in the process.? 

Without a negative outcome to demonstrate that professional involvement in any aspect of the active treatment 
process (e.g., comprehensive functional assessment, IPP development, program implementation, etc.) was 
insufficient or inaccurate, the faci Iity is allowed the flexibi Iity to use its resources in a manner that works in behalf 
of the cl ient, in accordance with the regulations. 

W1S9 

§483.430(b)(4) Professional program staff must participate in on-going staff development and 
training in both formal and informal settings with other professional, paraprofessional. and 
nonprofessional staff members. 

Facility Practices §483.430(b)(4) 

Professiona I staff receive tra ining in their own discipl ine to assure adequate del ivery of services and to be aware
 
of developments in their field.
 

Professiona I staff receive training in other disc ipl ines to the extent necessary to meet the needs of each ind ividual.
 

Professional staff provide training to others.
 



Guidelines §481430(b)(4) 

"Participate" means both seeking out self-training and provision of training to others. 

Wl70 

§483.430(b)(5) Professional program staff must be licensed, certified, or registered, as applicable, to provide 
professional services by the State in which he or she practices. 

Probes 483.430(b)(5) 

How does the faci Iity verify that its professiona Is meet State Iicensing requirements? 

Those professiona I program staff who do not fa II under thejur.isdiction of State Iicensure, certification, or 
registration requirements, specified in §483.410(b), must meet the following qualifications: 

Wl7l 

§483,430(b)(5)(i) To be designated as an occupational therapist, an individual must be el igible for 
certification as an occupational therapist by the American Occupational Therapy Association or another 
comparable body. 

Guidel ines §483.430(b)(5)(i)-(ix) 

The introductory phrase "to be designated as ..." means that a provider is allowed to represent him or herself as a 
professional provider in that discipline, only if the provider meets State licensing requirements, or ifthe particular 
discipline does not fall under State licensure requirements, the provider meets the qualifications specified in 
§§483.430(b)(5)(i)-(ix), A person WllO is not qualified, for example, as a social worker, may not be referred to as a 
social worker per se. Nevertheless, such a person may be able to provide social services in an CF/BI if there is no 
conflict with State law, and as long as the individuals' needs are met. 

Wl72 

§483.430(b)(5)(ii) To be designated as an occupational therapy assistant, an individual must be eligible 
for certification as a certified occupational therapy assistant by the American Occupational Therapy 
Association or another comparable body, 



Wl73 

§483.430(b)(5)(iii) To be designated as a physical therapist an individual must be eligible for certification 
as a physical therapist by the American Physical Therapy Association or another comparable body. 

Wl74 

§483.430(b)(5)(iv) To be designated as a physical therapy assistant an individual must be el igible for 
registration by the American Physical Therapy Association or be agraduate of a two year college-level 
program approved by the American Physical Therapy Association or another comparable body, 

Wl75 

§483.430(b)(5)(v) To be designated as a psychologist, an individual must have at least a master's degree 
in psychology from an accredited school, 

§483.430(b)(5)(vi) To be designated as a social worker, an individual must

Wl76 

§483.430(b)(5)(vi)(A) Hold agraduate degree from a school of social work accredited or approved by 
the Counci I on Social Work Education or 'another comparable body; or 

§483.430(b)(5)(vi)(B) Hold a Bachelor ofSocial Work degree from a college or urliversity accredited or 
approved by the Council on Social Work Education or another comparable body, 

§483.430(b)(5)(vii) To be designated as a speech-language pathologist or audiologist an individual must

Wl77 

§483.430(b)(5)(vii)(A) Be eligible for a Certificate of Clinical Competence in Speecll-Language 
Pathology or Audiology granted by the American Speech-language-Hearing Association or another 
comparable body; or 

§483.430(b)(5)(vi i)(B) Meet the educational requirements for certification and be in the process of 
accumulating the supervised experience required for certification, 



Wl78 

§483.430(b)(5)(viii) To be designated as a professional recreation staff member an individual must have a 
bachelor's degree in recreation or in a specialty area such as art, dance, music or physical education. 

Wl79 

§483.430(b)(5)(ix) To be designated as a professional dietitian, an individual must be eligible for 
registration by the American Dietetics Association 

Guidel ines §483.430(b)(5)(ix) 

The Commission on Dietetic Accreditation ofthe American Dietetic Association is the organization to whom the 
American Dietetic Association delegates this responsibi Iity. 

Wl80 

§483.430(b)(5)(x) To be designated as a human services professional an individual must have at least a 
bachelor's degree in a human services field (including, but not limited to: sociology, special education, 
rehaddlitation counseling, and psychology). 

Guidel ines §483.430(b)(5)(x) 

The intent for including a "human services professional" category is to expand the number and types of 
persons who could qual ify as QMRPs, while still maintaining acceptable professional standards. 

"Human services field" includes all the professional discipl ines stipulated in §§483.430(a)(3)(i)(i i) and 
§§483.430(b)(5)(iHi x), as well as any related academic discipl ines associated with the study of: human behavior 
(e.g., psychology, sociology, speech communication, gerontology etc.), human skill development (e.g., 
education, counsel ing, human development), humans and their cultural behavior (e.g., anthropology), or any 
other study of services related to basic human care needs (e.g., rehaddlitation counseling), or the human 
condition (e.g., literature, the arts). 

An individual with a "bachelors degree in a human services field" means an individual who has received: at least a 
bachelor's degree from a college or university (master and doctorate degrees are also acceptable) and has received 
academic credit for a m~or or minor coursework concentration in a human services field, as defined above. 
Although avariety of degrees may satisfy the requirements, m~ors such as geology and chemical engineering are 
not acceptable. 



Taking into consideration a facility's needs, the types of training and coursework that a person has completed, and 
the intent of the regulation, the facility and you can exercise wide latitude ofjudgment to determine what 
constitutes an acceptable "human services" professional. Again, the key concern is the demonstrated competency 
to do thejob. 

W181 §483.430(b)(5)(xi) If the client's individual program plan is being successfully implemented by facility 

staff, professional program staff meeting the qualifications of paragraph (b)(5)(i) tl~lrough (x) of this section 

are not required--(b)(5)(xi)(A) Except for qualified Brain I~ury professionals: (b)(5)(xi)(B) Except for the 

requirements of paragraph (b)(2) ofthis section concerning the facility's provision of enough qualified 

professional program staff: and 

(b)(5)(xi)(C) Unless otherwise specified by State licensure and certification requirements, §483.430(c) 

Standard: Facil ity Staffi ng W182 §483.430(c)(1) The facility must not depend upon clients or 

volunteers to perform 

direct care services for the facility. Facility Practices 

§483.430(c) (1) 

The faci Iity has sufficient staff to provide needed care and services without the use of vol unteers or enl isting the
 
help of individuals residing in the facility,
 

Guidelines §483.430(c)(1) 

Volunteers may provide supplementary services. The faci Iity may not rely on volunteers to fill reqUired
 
staff positions and perform direct care services.
 

Examine closely the adequacy of staffing when individuals served are engaged in the care, training, treatment or 
.supervision of other individuals, either as part oftraining, "volunteer work," or normal daily routines. (See 
W131-W132 for additional interpretation ofproductive work done as a"volunteer" or as part of the individual's 
active treatment program.) The test of adequacy is whether or not there is sufficient staff to accompl ish thejob in 
the absence of the individual's work. Work done as part of an active treatment training program requires that the 
staff are monitori ng and teaching new skills as part of tile IPP, 



Probes §483.430(c)(1) 

After observing client or volunteer activities done with individuals served, can you determine whether or not 
those same services should and could have been provided reasonably by the faci Iity, in the absence of those 
clients or volunteers? 

Are individuals served assigned to bathe, toilet, feed or supervise other individuals served in the absence of 
hired staff? 

Wl83 §483.430(c)(2) There must be responsible direct care staff on duty and awake on a 24-hour basis,
 

when clients are present totake prompt appropriate action in case of if2jury, illness, fire or other
 

emergency, in each defined residential living unit housing--(c)(2)(i) Clients for whom a physician has ordered
 

a medical care plan; (c)(2)(ii) Clients who are aggressive, assaultive or security risks; (c)(2)(iii) More than
 

16 cl ients; or (c)(2)(iv) Fewer than 16 cl ients within a multi -unit bUll ding, FaC11 ity Practices §483,430(c)(2)
 

Staff are awake and providing needed care and services for the types of individual Iiving arrangements specified.
 

Staff know IlOW to handle emergency situations for the types of individual living arrangements specified,
 

Guidel ines §483,430(c) (2)
 

The test of adequacy about "awake" staffing is how well the facility has organized itself to detect and react to 
potential emergencies, such as fire, ir:Uul-ies, health emergencies described in the medical care plan (e,g., aspiration, 
cardiac or respiratory failure, uncontrolled seizures) and behavioral crises described in the IPP, 

Probes §483.420(c)(2) 

Are there incidences of aggression, assault, or individua Is leaving tile bui Id ing at night, without immed iate 
detection? 



W184 §483.420(c)(3) There must be a responsible direct care staff person on duty on a 24 hour basis (wilen
 

clients are present) to respond to i~uries and symptoms of illness, and to handle emergencies, in each defined
 

residential living unit housing (c)(3)(i) Clients for whom a physician has not ordered a medical care plan;
 

(c)(3)(ii) Clients who are not aggressive, assaultive or security risks; and (c)(3)(iii) Sixteen or fewer clients.
 

Facility Practices §483.430(c)(3)
 

Staff are available and know how to respond to individual needs and emergencies at all times,
 

Guidel ines §483.430(c)(3)
 

The intent of the regulation is that at all times astaff person is in a position to help if individual needs arise. For
 
purposes of this provision, "on duty" staffneed not be awake dUI'ing normal bedtime hours,
 

Faci Iities sending some or all of the ind ividua Is to out of home or off grounds active treatment programs for a
 
m~ority ofthe day need not provide a fu II complement of direct care staff in the residence dUI'i ng their absence.
 
However, a minimum of one staff person must be on duty, if even one individual is present.
 

W185 

§483.420(c)(4) The facility must provide sufficient support staff so thatdirect care staff are not required to 
perform support services to the extent that these duties interfere with the exercise of their primary direct 
cl ient care duties. 

Facility Practices §483.430(c)(4) 

Direct care staff are not diverted from their primary direct care duties to perform support functions (e.g" making 
beds, cooking, cleaning, etc.) when individual needs and programming require their presence and involvement. 



Guidel ines §483.430(c)(4) 

"Support staff' include all personnel hired by the facility that are not either direct care staff or professional staff. 
For example, support staff include, but are not limited to, secretaries, clerks, housekeepers, maintenance and 
laundry personnel, 

Direct care staff should be utilized at their highest level of competence, but they may assume other roles as long 
as their addlity to exercise their primary direct care duties is not diluted, For example, direct care staff may serve 
as aides in a training program during the hours individuals are away from the living unit. 

Probes §483, 430(c) (4) 

Is there observational or other evidence to suggest that individuals are being neglected (e,g" demonstrate need for 
tOlleting, changing, active treatment interventions) wI-Ii Ie staff do laundry, housekeeping, cooking or serving 
househo Id tasks? 

§483.430(d) Standard: Direct Care Residential Living Unit Staff Wl86 

(1) The facility must provide sufficient direct care staff to manage and supervise clients in accordance 
with their individual program plans, 

Fac iIity Practices §483. 430(d) (1) 

There are sufficient numbers of direct care staff over and above minimum ratios to meet individual's needs and to 
implement the active treatment program as defined in the IPP, There are sufficient numbers of direct care staff to 
provide needed care and services so that individuals do not ir]ure themselves, others, or destroy property. 

Special staffing needs identified by the IPP (e,g" 1:ls) are provided, 

There are adequate numbers of direct care staff to supervise ind ividua Is duri ng periods of time when other direct 
care staff are unavailable, e,g" breaks, meals, meetings, training, etc, 

Guidel ines §483,430(d)(1) 

"Sufficient" direct care staff means the number of staff, over and above the ratios specified in §483.430(d)(3), 
necessary to implement active treatment, as dictated by the individual's active treatment needs. 

Do not look at numbers alone, The facility is responsible for organiZing and evaluating its individual 
appoirltments, programming schedules, activities, materials, equipment grouping assignments and available staff 
in such a way that maximizes benefit to the individual, During the course of the onsite survey, you should be able' 
to observe behavioral evidence of such organization. Eva Iuate this data in Iight of the success or failure observed 
relevant to providing active treatment, and come to a judgment about the adequacy of the facility's staffing. 



§483.420(c)(2) Direct care staff are defined as the present on-duty staff calculated over all shifts in a 
24-hour period for each defined residential living unit. 

Guidel ines §483.430(d)(2) 

"Direct care staff" are those personnel whose daily responsibility it is to manage, supervise and provide direct care 
to individuals ill their resldentia II iving units. This staff could include professional staff (e.g., registered nurses, 
social workers) or other support staff, iftheir primary assigned dally shift function is to provide management. 
supervision and direct care of individuals' daily needs (e.g., bathing, dressing, feeding, toileting, recreation and 
reinforcement of active treatment oQjectives) in tlleir living units. However, professional staff who simply work 
with individuals in a living unit on a periodic basis cannot be included. Also, supervisors of direct care staff can be 
counted only if they share in the actual work of the direct care of individuals. Supervisors whose principal 
assigned function is to supervise other staff cannot be included. 

W187 

§483.420(d)(3) Direct care staff must be provided by the faci Iity in the following minimum ratios of 
direct care staff to clients: 

(d) (3)(i) For each defi ned residential Iivi ng unit servi ng chi Idren under tile age of l2, severely and profoundly 
retarded clients, clients with severe physical disaddlities, or clients who are aggressive, assaultive, or secul-i' 
risks, or who manifest severely hyperactive or psychotic-I ike behavior, the staff to cl ient ratio is l to 3.2; 

(d)(3)(ii) For each defined residential living unit serving moderately retarded clients, the staff to 
cl ient ratio is l to 4; 

(d)(3)(iii) For each defined residential living unit serving clients who function within the range of mild 
retardation, the staff to client ratio is l to 6.4. 

Guidelines §483.430(d)(3) 

The minimum ratios in this standard indicate the minimum number of direct-care staff that must be present and on 
duty, 24 hours a day, 365 days ayear, for each discrete living unit. It does not include anyone functioning as direct 
care staff. For example, to calculate the minimum number of Iiving unit staff tllat must be present and on duty in a 
discrete Iivi ng un it serving 16 individuals with multiple disaddlities: divide the number of individuals "16," by the 
number corresponding to the regulation "3.2," the result equals "5." Therefore, the facility must determine how 
many staff it must hire to ensure that at least 5 staff will be able to be present and on duty during the 24 hour period 
in which those individuals are present. 



Using the living unit described above, "calculated over all shifts in a 24-hour period" means that there are present 
and on duty every day of the year: one direct care staff for each eight individuals on the first shift (1 :8), one direct 
care staff for each eight ind ividuals on the second shift (1 :8), and one direct care staff for each 16 ind ividua Is on the 
trlird sl-lift (1 :16). Therefore, there are five (5) direct care staff present and on duty for each twenty-four hour day, 
for 16 individuals. The same calculations are made for the other ratios, whichever applies. Determine if absences of 
staff for breaks and meals results in a pattern of prolonged periods in which present and on-duty staff do not meet 
the ratios. 

Wl88 

§483.420(d)(4) When there are no clients present in the living unit a responsible staff member must be
 

available by telephone. §483.430(e) Standard: Staff Training Program Wl89 §483.420(e)(1) The
 

facility must provide each employee with initial and continuing
 

training that enables the employee to perform his or her duties effectively, efficiently, and competently
 

Facility Practices §483.430(e)(1)
 

Staff have received training, both upon hiring and on an ongoing basis, which results in the competencies needed
 
to do theirjob.
 

Probes §483.430(e)(1)
 

Is there an observed systemic lack of appropriate interactions and interventions with individuals?
 

Does interview of staff and review of in-service records corlfirm little or no training activities?
 

Does new staff receive orientation to the facility and the individuals with whom they are to work?
 



§483.420(e)(2) For employees who work with clients, training must focus on skills and competencies 
directed toward clients' 

Guidel ines §483.430(e)(2) 

View in-service tra ining as a dyllam ic growth process. It is predicated on the view that aII levels of staff can share 
competencies which enable the individual to benefit from the consistent wide-spread application of the 
interventions required by the individual's particular needs. 

In the final analysis, the adequacy of the in-service training program is measured in the demonstrated competencies 
of all levels of staffrelevant to the individual's unique needs as well as in terms ofthe "affective" characteristics of 
the caregivers and the personal quality oftheir relationships with the individuals. Observe the staffs knowledge by 
observing the outcomes of good transdisciplinary staff development (i.e" in the principles of active treatment) in 
such recommended competencies as: 

Respect dignity, and positive regard for individuals (e.g" how staff refers to individuals, refer to Wl50); 

Use of behavioral principles in training interactions between staff and individuals; 

• Use of developmental programming principles and techniques, e.g., functional training techniques, task 
analysis, and effective data keeping procedures; 

Use of accurate procedures regarding abuse detection and prevention, restraints, medications, individual 
safety, emergencies, etc.; 

Use of adaptive mobil ity and augmentative communication devices and systems to help ind ividuals achieve 
independence in basic self-help skills; and 

Use of positive behavior intervention programming, 

Probes §483.430(e) (2) 

Does the staff training program reflect the basic needs ofthe individuals served within the program? 

Does observation of staff interactions with individuals reveal that staff know how to alter their own behaviors to 
match needs and learning style of individuals served? 

W190 developmental, Facility 

Practices §483,430(e) (2) 



Staff are observed to demonstrate cross-cutting skills wllicll are appropriate when training and interacting with 
any individual with developmental disaddlities (e.g., shaping, breaking tasks into small steps, providing 
pos itive rei nforcement provid ing informa I opportunities to practice ski lis, us ing appropriate materia Is, etc.). 

Wl9l behavioral, Facility Practices §483.430(e)(2) 

Staff are observed to demonstrate cross-cutting skills and interactions which are effective in addressing 
inappropriate behavior and in supporting appropriate behavior for any individual (e.g., teaching and reinforcing 
positive, adaptive or incompatible behaviors, diffusion strategies, environmental manipulation, differential 
reinforcement of other behaviors (DRO), differential reinforcement of incompatible behaviors (DRI), physical 
management techniques, etc.). 

Wl92 and health needs. Facility Practices §483.430(e)(2) 

Staff display the knowledge and competence to address the health and emergency medica I needs of the 
individuals residing in the faci Iity. 

Wl93 

§483.430(e)(3) Staff must be able to demonstrate the skills and techniques necessary to administer 

interventions to manage the inappropriate behavior of clients. Facility Practices §483.430(e)(3) 

Staff have the knowledge to correctly and consistently implement the intervention techniques specified in the 
behavior plans of individuals with whom they are working. 

Guidelines §481430(e)(3) 

Observe staff interactions with individuals to see ifthe specific interventions, techniques and strategies to change 
inappropriate behavior outlined in the sampled individual's program plans are correctly implemented. In the 
absence of implementation, investigate further to determine if there was ajustifiable reason for not implementing an 
intervention (e.g" the plan was revised, the specific situation demanded adifferent approach, the conditions for use 
of a particular technique were not present. etc.) When staff are unable to demonstrate how to correctly implement 
an intervention, or are unable to explain when and how the intervention is to be implemented, inadequate training is 
evident 



Wl94 

§483.430(e)(4) Staff must be able to demonstrate the skills and tecrmiques necessary to implement the
 
individual program plans for each client for whom they are responsible.
 

Facility Practices §483.430(e)(4)
 

Staff have the knowledge to correctly and consistently implement the specific IPPs of the individuals with whom
 
they are working.
 

Guidel ines §483.430(e)(4)
 

Observe whether or not staff are competent and knowledgeable about the needs, programs and progress of each
 
sampled individual with whom they are assigned to work.
 

Staff should be able to demonstrate in practice the results of training for the individuals for whom they are 

responsible. See guidelines at §483430(e)(3) Wl95 §481440 Condition of Participation: Active 

Treatment Services Compliance Principles §483.440 

The Condition of Participation of Active Treatment Services is met wilen: 

• Individuals have developed increased skills and independence in functional life areas (e.g., communication, 
socialization, toileting, bathing, Ilousehold tasks, use of community, etc,); 

• In the presence of degenerative or other limiting conditions, individuals' functioning is maintained to the 
maximum extent possible; 

• Individuals receive continuous, competent training, supervision and support which promotes skills and 
independence; and 

Individuals need continuous, competent training, supervision and support in order to function on adaily 
basis. 



The Condition of Participation of Active Treatment Services is not met when: 

• Individuals functional addlities have decreased or have not improved and the facility has failed to identify 
barriers and implement a plan to minimize or overcome barriers; 

• Individuals are not involved in activities which address their individual ized priority needs; 

Individuals do not have opportunities to pracl:ice new or existing skills and to make choices in their daily
 
routines; or
 

Individuals are able to function independently without continuous training, supervision and support by the 
staff. 

§483.440(a) Standard: Active Treatment 

W19S 

§483.440(a)(1) Each client must receive a continuous active treatment program, which includes aggressive, 
consistent implementation of a program of special ized and generic training, treatment health services and 
related services described in this subpart that is directed toward-

(a)(l) (i) The acquisition of the behaviors necessary for the cl ient to function with as much self determination 
and independence as possible; and 

(a)[l) (i i) The prevention or deceleration of regression or loss of current opti ma I functional status 

Faci Iity Practices §483.440(a) (1) 

When viewed as awhole, the active treatment program is pervasive, systematic and sufficient in scope to 
assure that individuals are appropriately served. 

The m~or elements of the active treatment process are present and functioning in a consistent cohesive 
manner including: 

Each individual's needs and strengths have been accurately assessed and relevant input has been obtained 
from team members; 

• Each individual's IPP is based on assessed needs and strengths and addresses m~or life areas essential to 
increasing independence and ensuring rights; 

Identified priority needs are addressed formally and trlroLigh activities which are relevant and responsive to 
individual need, interest and choice; 

• Active treatment is consistently implemented in all relevant settings both formally and informally as the 
need arises or opportunities present themselves; 

Each individual receives aggressive and consistent training, treatment and services by trained staff in 
accordance with their needs and the IPP; 



New ski lis and appropriate behaviors are encouraged and re inforced; 

Each individual has the adaptive equipment and assistive technology necessary for him/her to function with 
increased independence; 

Individual's routines and environments are organized to facilitate acquisition of skills, appropriate behavior, 
greater independence and choice; 

• Each individual's performance is accurately measured and programs are modified based on data and m~or 

Iife changes; and 

Individuals with degenerative conditions receive training, treatment and services designed to maintain skills 
and functioning and to prevent further regression to the extent possible. 



Guidelines §481440(a)(l) 

"Continuous" is defined to mean the competent interaction of staff with individuals served at all times, whenever 
the need arises or opportunities present in both formal and informal settings.. 

Verify that active treatment is identifiableduring formal and informal interactions between staff and individuals 
served, The performance of the individual should reflect the success, if any, of interventions being applied or the 
need to alter the intervention procedures. 

The CFIBI ensures that each individual receives active treatment daily regardless of whether or not an outside 
resource(s) is used for programming (e.g" public SCllool, day haddlitation center, senior day services program, 
sheltered workshop, supported employment). 

Those "active" interventions necessary to prevent or decelerate regression are considered to be part of the overall 
active treatment program For example, if the application of a specific stimulation technique to the area of the 
mouth of an indiVidual with severe physical and medical disaddlities, decelerates the individual's rate of reliance on 
tube feedings, and helps the individual retain addl ity to take food by moutll, then this intervention is considered to 
be acomponent of active treatment for the ind ividua I. 



Active treatment for elderly individuals may increasingly need to focus on interventions and activities which 
promote physical wellness and fitness, socialization and tasks that stress maintaining coordination skills and 
reducing the rate of loss of skills that accompanies the physical aspects of the aging process. Attending asenior 
center may be ajustifiable part of an active treatment program for an elderly person. 

Active treatment is the sum total of the m~or components of the active treatment process or loop which make up 
the requirements under this Condition of Participation (i.e., assessment individual program planning, 
implementation, program documentation, program monitoring and change). It defines the primary nature ofthe 
services wrlich must be provided by a facility (and received by its clients) in order to make it eligible under the law 
to be "certified" as an CFIB I. Active treatment resu Its in the pos itive outcomes identified by the Condition-level 
compliance principles. Surveyors must examine and evaluate all negative findings related to active treatment and 
if determined to be significant those findings should be cited at the salient tag numbers related to each of the 
components of the active treatment process. When review ofthose deficiencies leads to the conclusion that active 
treatment is not being received, then this standard and tile explicit statutory requirement for active treatment at 
§l905(d)(2) of the Social Security Act are not met. A determination of noncompliance with this requirement 
therefore, must also result in a determination of noncompl iance at the Condition of Participation level for Active 
Treatment Services and at §440.l50(c), tag number WlOO. 

Although the active treatment process must be identifiable in documentation, it must be observable in dai Iy 
practice. Determine how the CFIBI accomplishes (or fails to accomplish) an environment of competence that 
enables active treatment to occur. 

Survey Procedure §483.440(a)(l) 

Record each observation done of ind ividua Is served by the fac iIity. The optiona I CI ient Observation Worksheet 
(CMS-3070-1) isthe mecllanism by which answers to identified data probes may be recorded. The worksheet is 
applicable to any observation, regardless of whether or not the individual is part of the representative random 
sample. See Section VII - Task 3 - Individual Observations, for instructions for completing observations. 

Probes §483.440(a) (l) 

How does the faci Iity address the active treatment needs of ind ividuals along their full Iife span? 

As you conduct each observation, determine: 

Is tile activity scheduled or planned? 
•	 Are materials present to implement tile activity? 

Are they used? 
•	 Are all individuals present involved or engaged in the activity? 
•	 Are the activity and materials age-appropriate, adaptive and functional? 

Are new skills and bellaviors being taugllt or reinforced? 
Are all individuals reinforced and prompted frequently? 

•	 Are all staffverbally and physically involved? 
•	 Are there sufficient staff for the activity? 
•	 Are interactions characterized bya "mentor/fhend" tone? Does the activity relate directly to specific 
oQjectives and needs? Do staff demonstrate the skills necessary totra in or reinforce training on the IPP oQjectives? 
• Are individuals observed to engage in aggression, self-i!Jjurious behavior or self-stimulatory behavior (e.g., 
finger fl icking)? If so, do staff intervene as per the IPP? . 



Wl97 

§483.440(a)(2) Active treatment does not include services to maintain generally independent clients who are 
able to function with little supervision or in the absence of a continuous active treatment program. 

Facility Practices §483.440(a)(2) 

As a practice, the facility does not serve individuals who, to a large extent, are able to care for their own basic 
needs, require minimal supervision and do not require the structure, support and resources of acomprehensive 
service program on an ongoing basis. 

Guidel ines' §483.440(a) (2) 

The regulations define the target population eligible for the CF/BI benefit, by defining the services that are required 
for a facility to provide in order for it to qualify as an CF/BI and receive Federal Financial Participation (FFP). At 
the front end, one of the "required services" is training in basic fundamental skills. The type of ski lis described in 
W242, by their very nature, target apopulation who have significant deficits in growth and development. 



The presence of any group Df individuals (court-ordered or not), could call into question the overall nature ofthe 
services provided by tile CF/BI. Individuals displaying some or all of the characteristics described in the 
Interpreti ve Gu idel ine at §483. 440(b)(l ), do not "need active treatment services" or CFIB I level of care, and are 
not appropriately placed Agencies wrlich provide residential services to persons with Brain I~ury do not qualify 
automatically for participation in Medicaid as CFs/BI. Although the facility may be providing services to meet 
the needs of these types of individuals, the services provided by the facility do not meet the regulatory definition of 
"active treatment." 

Furthermore, if the primary purpose of the facility is no longer to proVide services to persons with Brain Ir~ury or 
related conditions who are in need of active treatment, then the facility does not meet the statutory requirement at 
§l905(d) of the Social Security Act and the regulatory definition of an CF/BI, and therefore cannot be certified A 
determ inat ion of noncompl iance with this requirement, therefore, must result ina determination of noncompl iance 
at the Condition of Participation level and at §440.l50(c). 

Conversely, if the overall facility meets the definition of an CF/BI, the law does tolerate the presence of a few 
individuals for whom payment cannot be claimed. If an entity must serve both people who are generally 
independent and people who are in need of active treatment, then the entity may need to consider establisl-ling a 
distinct part CF/BI to serve those individuals who are in need of active treatment. 

Negative fi ndings about active treatment with regard to genera Ily independent cl ients may be in confl ict with 
level of care determinations made by State inspection of care (laC) teams. Bring these negative active 
treatment findings to the attention of the lac agency witrlin the State for appropriate disposition of Medicaid 
CFIBI certification. (See also Wl98, if the negative findings involve newly admitted individuals.) 

There are some individuals who need the help of an CF/BI to continue to function independently because they have 
learned to depend upon the programmatic structure it provides. The fact that they are not yet independent, even 
though they can be, makes it appropriate for them to receive active treatment services directed at achieving needed 
and possible independence. 

§483.440(b) Standard: Admissions, Transfers, and Discharge 

Wl98 

(b)(l) CI ients who are admitted by the facility must be in need of and receiving active treatment 
services. 



Faci Iity Practices §483.440(b)(1) 

The fac iIity has determined that each ind ividua I admitted into the CF/BI benefit program since October 3, 
1988, is in need of a program of active treatment. 

Each individual needing active treatment receives it from the time of their admission to thefacil ity. 

Guidel ines §483.440(b)(1) 

Individuals with the following characteristics do not necessarily require acontinuous active treatment program 
in order to function or to achieve optimal independence. Review closely to what extent the CF/BI serves 
individuals, who in the aggregate: 

Are independent without aggressive and consistent training; 

Are usually able to apply skills learned in training situations to other settings and environments; 

Are generally able to take care of most oftheir personal care needs, make known to others their basic needs 
and wants, and understand simple commands; 

Are capable of working at a competitive wage level without support. and to some extent. are able to engage 
appropriately in social interactions; 

Are engaged in productive work within the facility which is done at an acceptable level of independence 
(i.e., not done as part of atraining program to teach the individual new skills); 

Are able usually, to conduct themselves appropriately when allowed to have time away from the facility's 
premises; and 

Db not require the range of professional services or interventions in order to make progress. 

Based on the order of a court, the CF/BI may be required to admit individuals who do not need active treatment. 
Although CMS has nojurisdiction to prevent the courts from ordering tile placements of such individuals into 
institutions certified as CFs/BI, the individuals, by definition, would be ineligible to be classified by Medicaid for 
the CF/BI benefit. To the extent that the placement of these court-ordered individuals does not interfere with the 
add Iity of the CFIB I to provide active treatment for its individuals, the facility's overall certification is not affected. 



Wl99 

§483.440(b)(2) Admission decisions must be based on a preliminary evaluation of the client that is
 

conducted or updated by the facility or by outside sources. Facility Practices §483.440(b)(2)
 

A preliminary evaluation to determine the need for active treatment is conducted. obtained or updated.
 

The information from the preliminary evaluation is used by the facility to make an admission decision.
 

Guidelines §483.440(b)(2)
 

No admission should be regarded as permanent. Readrnission of an individual to the CF/BI falls under the
 
same requirements as initial admission,
 

III the absence of State regulations designating the person(s) authorized to approve admission (e.g" State or
 
Regional Admissions Committees), the decision to admit an individual to the CF/BI is based on the findings of an
 
interdiscipl inary team, including a QMRP.
 

Occasionally, emergency admissions of individuals may occur without benefit of a preliminary evaluation having
 
been conducted prior to admission. For purposes of §483.440(b)(2) and consistent with §456.370(a), this
 
requirement wi II be considered as "met" at such time that an evaluation is conducted which supports the need for 
an individual's placement in the CF/BI. Refer to W21O. 

W200 

§483.440(b)(3) A preliminary evaluation must contain background information as well as currently valid 
assessments of functional developmental, behavioral, social, health and nutritional status to determine if 
the facility can provide for the client's needs and if the client is likely to benefit from placeme nt ill tine 
facility. 

Facility Practices §481440(b)(3) 

Information in the preliminary evaluation accurately describes the individual. 

The preliminary evaluation contains specific information that identifies the individual's needs and whether or not 
the facil ity has the addl ity to respond to those needs in a manller which is Iikely to benefit the individua I. 



Guidel illes §483.440(b)(3) 

The facility must decide, based on oQjective data, whether or not needs can be met. In some cases, the facility 
may be required to meet the "reasonable accommodation" requirement of the Americans with.Disaddlities Act. 
Failure to admit individuals merely because they have a particular medical condition may constitute acivil rights 
violation. All such instances should be reported to the Office of Civil Rights for investigation. 

W201 §483.440(b)(4) If a client is to be either trallsferred or discharged, the facil ity must 

(b)(4)(i) Have documentation in the client's record that the client was transferred or discharged for good 
cause; and 

Facility Practices §483.440(b)(4)(i) 

Transfer or discharge occurs only when the facility cannot meet the individual's needs, the individual no longer 
requires an active treatment program in an CF/BI setting, the individual/guardian chooses to reside elsewhere, or 
when a determination is made that another level of service or living situation, either internal or external, would be 
more beneficial, or for any other "good cause," as defined below. 

Guidelines §483.440(b)(4)(i) 

"Transfer" means the temporary movement of an individual between faci Iities, the temporary movement from the 
CF/BI to a psychiatric or medical hospital for medical reasons, the permanent movementof an individual between 
living units ofthe same facility, or the permanent movement of an entire facility (including individuals served, staff 
and records) to anew location. "Discharge" means the permanent movement of an individual to another facil ity or 
setting Wllicll operates independently from the CF/BI. Moving an individual for "good cause" means for any 
reason that is in the best interest of the individual. 

Probes §483. 440(b)(4)(i) 

Can you identify a pattern of transfer or discharge that occurs suBlenly and that cannot be accounted for on an 
emergency basis? 

What are the facility's criteria for emergency transfer or discharge and what are the procedures? 

Do parents/family members/friends/advocates/guardians participate with the individual in the transfer/discharge 
decision-making process? 



Does the reason for transfer/discharge given by the individual and/or family correspond with what is reported in
 
the record?
 

W202 §483.440(b)(4)(ii) Provide a reasonable time to prepare the client and his or her parents or guardian 

for the transfer or discharge (except in emergencies), Facility Practices §483,440(b)(4)(ii) 

The individual and the family or guardian are involved in planning for movement. 

The individual and the family or guardian receive the services necessary to assist in preparing for movement. 
unless an emergency situation prevents that involvement. 

Guidel ines §483,440(b) (4)(i i) 

The family and tile individual should be involved in any decision to move an individual, since this decision 
generally, should be part of a team process that includes the individual or guardian, If an individual has an advocate, 
the advocate should participate in the decision-making process, 

Probes §483.440(b)(4)(ii) 

What do individuals who are being considered for transfer/discr-Ial-ge (and/or parents, etc.) report about their 
, participation in the process (if any)? 

Does the IPP reflect ol2jectives preparing the individual for transfer or community placement? 

How are individual and family views recognized by facility staff? How do they deal with them? 

W203 §483.440(b)(5) At the time of the discharge, the facility must 

(b)(5)(i) Develop a final summary of the client's developmental, behavioral, social, health and nutritional 
status
 

Facility Practices §483,440(b)(5)(i)
 

A final summary is developed,
 



The final summary accurately describes the individual, including his/her strengths, needs, required services, social 
relationships and preferences. 

W204 and, with the consent of the cl ient parents (if the cl ient is a minor) or legal guardian, provide a copy
 

to authorized persons and agencies; and Facility Practices §483.440(b)(5)(i)
 

The final summary is released only with tile consent of the legally appropriate party.
 

W205 §483.440(b)(5)(ii) Provide a post-discharge plan of care that will assist the client to aQjust to tile new
 

living environment. Facility Practices §483.440(b)(5)(ii)
 

Information in the post-discharge plan is sufficient to allow the receiving faci lity to provide the services and
 
supports needed by the individual in order to aQjust to the new placement.
 

Tile faci Iity supports and assists the ind ividual in this transfer.
 

Guidel ines §483.440(b)(5)(i i)
 

The discharge plan required by 42 CFR 456.380 and the "post-diSCharge plan of care are the same. The regulation<=;
 
require only one discharge plan WI'licll meets tile requirements.
 

§483.440(c) Standard: Individual Program Plan W206 (c)(l) Each client must have an individual
 

program plan developed by an 
interd isci pi inary team that represents the professions, disci pi ines or service areas 

that are relevant to (c)(l)(i) Identifying the client's needs, as described by the comprehensive functional 

assessments required in paragraph (c)(3) of this section; and 

(c)(l)(ii) Designing programs that meet the client's needs. 



Facility Practices §483.440(c)(1) 

The individual's interdisciplinary team is composed of those individuals (professionals, paraprofessionals and 
non-professionals) who possess the knowledge, ski lis and expertise necessary to accurately identify tile 
comprehensive array ofthe individual's needs and design aprogram which is responsive to those needs. 

Guidel ines §483.440(c)(1) 

There is no "correct" number of individuals who comprise the interdiscip Iinary team, The regu lation aIso does 
not specify the professional discipl ines which make up the interdiscipl inary team, Based upon outcomes, assess 
wllether tile expertise available to the team was appropriate to meet the needs of the individual, 

The facility must make every effort to coordinate the IEP or program plan from an outside day program with the 
IPP process, This may result in a single IEP/IPP document, but there is no requirement for the IPP to be one 
document. The "collective" IPP must contain the informal:iorl required under the regulations, and observation 
should confirm integration of the IPP across tile various settings, 

Negative answers to the following probes may indicate a lack of input from appropriate team members, Evaluate 
findings for systemic lack of input by a particular team member, lack of commurlication among team members, or 
lack of team effort and cooperation, 

Probes §483,440(c) (1) 

Do the plans from individual to individual have a predictable sameness about them? 

Does the plan flow from only original diagnosis/assessment? Does it take into consideration interim 
progress or emergent needs? 

Does the team create an integrated plan or is the plan a"stapling together" of individual pieces with little or no 
discussion as to how pieces relate/i mpact on each otller? Are confl icts seen among various pieces of the plan? 
Refer to W120, 

When prepackaged programs are used, are needed individual adaptations tailored to the needs, and functional 
skillsofan individual? 

W207 

§483.440(c) (2) Appropr iate facil ity staff must parti ci pate in interdiscipl inary team meeti ngs, 



W208 Participation by other agencies serving the client is encouraged. W209 Participation by the client, 

his or her parent (if the client is a minor), or the client's 

legal guardian is required unless the participation is unobtainable or inappropriate. Guidelines 

§483.440(c)(2) 

Meetings should be scheduled and conducted to faci Iitate the participation of all members of the team, but 
especially the individual, unless he or she is clearly unable or unwilling, the individual's parents (except in the case 
of a competent adult who does not desire them to do so) or the individual's guardian or legal representative. The 
CF/BI is expected to pursue aggressively the attendance of all relevant participants at the team meeting, (e.g., a 
conference call with a consultant during deliberations meets this requirement). Question routine "unscheduled" 
absences by ind ividuals, guardians and particular disciplines or consultants, and determine the impact on 
effectiveness and responsiveness of the IPP to meet the individual's needs. 

Probes §483.440(c)(2) 

Does the facility have a working means of gatllering all needed data for IPP sessions? Are the views of staff not 

present at the team meeting incorporated in the plan? Are individuals/parents/guard'lans provided wit!'"1 information 

prior to a meeting which 

wi II be used at the meeting to make decisions? 

Does the scheduling of the program planning meeting take into account the schedules of day programs and the 

avai laddl ity of fami Iy? If unable to attend, does someone review the results of meetings, and act on areas of 

question, dispute? 

If individuals served do not attend IPP meetings, what reasons do staff give to explain their absence? How does 

staff prepare ind ividuals to participate in interdiscipl inary team meetings? Does the facil ity respect ind ividual 

wishes for additional representatives on the 

interdisciplinary team, such as friends or advocates? 



W2l0 

§483.440(c)(3) Within 30 days after admission, the interdisciplinary team must pel-form accurate 
assessments or reassessments as needed to supplement the preliminary evaluation conducted prior to 
admission. 

Facility Practices §483,440(c)(3) 

For new admissions, the assessment is completed within 30 days of admission. 

New, revised or updated assessments accurately identify the functional addlities of the individual (whether or 
not that individual is a new admission). Observations and interviews confirm the accuracy of these 
assessments. 

Guidelines §483.440(c)(3) 

"Accurate" assessments refer to assessment data that are current, relevant and valid, and that the skills, addlities, 
and tra ining needs identified by the assessment correspond to the individual's actual status. Add itiona Ily, for 
assessment data to be accurate, the cultural background and experience of the individual must be reflected in the 
choice, administration and interpretation of the evaluation(s) used, A few examples of appropriate adaptations 
might be: special ized equipment. use of an interpreter, use of manual communication, tests designed to measure 
performance in the presence of visual disaddlity, etc 

The contents of assessments or the particular assessment which must be used are not specified. A nursing 
assessment. for example, would not need to reference all domains, or a psychiatric or psychological evaluation 
would not necessarily have to be based on aparticular "tool." Similarly, the results of the comprehensive 
assessment are not required to be w\-itten into a narrative report(s). Verify that the tests, evaluations, etc. that 
comprise the comprehensive functional assessment. yield data that are accurate, reflect the current status and needs 
of the individual, and can serve as afunctional basis for an IPP to be developed. 

W2ll 

The comprehensive functional assessment must take into consideration the client's age (for example, child, 
young adult elderly person) and the impl ications for active treatment at each stage, as appl icable, and must 

Facility Practices §483.440(c)(3) 

Assessments address areas and active treatment needs which are relevant to the person's chronological age. 



The individual is given opportunities to participate in age-appropriate activities to assess the person's functioning in 
those activ it ies or setti ngs. 

Guidel ines §483.440(c) (3) 

The active treatment assessment process should be sensitive to the behaviors of individuals throughout their life 
span. For example, infants and toBllers are expected to engage in more play-related, exploratory activities, 
adolescents are expected to engage in activities of increasingly greater responsibility in preparation for adulthood, 
adults are expected to support themselves or at least be engaged in training or education activities toward that end, 
and elderly citizens, are expected to choose whichever form of productive activity meets their needs and interests 
(employment handiwork, pursuit of leisure, etc.) for as long as they are able. . 

W212 §483.440(c)(3)(i) Identify the presenting problems and disaddlities and where possible, their causes
 

Facility Practices §483.440(c)(3)(i) - (iv)
 

Diagnoses are present when applicable. Diagnoses are based on relevant o~ective and accurate data. Diagnoses
 

are modified as accurate, relevant and updated as medical or other
 

professional information becomes available.
 

Guidelines §483.440(c)(3)(i)
 

In the presence of a diagnoses (medical or otherwise), evaluation data must be available to support the
 
determination.
 

W213 §483.440(c)(3)(ii) Identify the client's specific developmental strengths; Facility Practices 

§483.440(c) (3) (i i) 

The individual's preferences, methods of coping/compensation, friendsrlips and positive attributes are clearly 
described in functional terms in assessments. 

Identified strengths are current, complete and consistent with the individual's observed functional status. 



WZl4 §483.440(c)(3)(iii) Identify the client's specific developmental and behavioral management needs; 

Facility Practices §481440(c)(3)(iii) 

The individual's needs, skill deficits, and functional limitations are clearly described in functional terms in the 
assessments. 

Identified needs are current, accurate, complete and reflect the individual's observed functional status. 

Guide! iIles §483.440(c)(3)(i i-iii) 

The comprehensive functional asSessment (CFA) may be areport synthesizi ng the results of salient assessments or 
series of reports. If individual reports are utilized, the complete diagnostic work-up or problem list identified by 
others is not required to be repeated unless it is relevant to the particular assessment. Findings are recorded in 
terms that facilitate clear communication across disciplines. Diagnoses or imprecise terms and phrases (including, 
but not limited to, "grade level," "age level," "developmental level," "good attending skills," and "poor motor 
addlity") in the absence ofspecific terms, are not acceptable. 

Assessment of the behavior assumed to be maladaptive should include analyses of the potential causes, such as 
of exposure to positive models and teaching strategies, lack of addlity to communicate needs and desires, lack of 
success experiences, a history of punishing experiences, presence of a physiological condition, or other 
environmental or social conditions which may elicit or sustain the behavior. 

Specific "developmental" strengths and needs describe what the individual "can" and "cannot" do. 

Probes §481440(c)(3)(i) - (iii) 

Do assessments interpret the significance of the results in terms of the individuals' functional daily life needs 
or do they simply describe diagnoses, test performances or clinical impressions? 

Do assessments merely report scores or functioning age levels or in the absence of strengths/needs lists, are the 
,skills necessary to support those determinations identified within the assessment? 



Do tile strengths and needs identified by tile facility correspond to what you see individuals do or not do
 
duri ng observations?
 

Does the assessment reflect how the environment could be changed to support the person? 

W2l5 §483.440(c)(3)(iv) Identify the client's needs for services without regard to the actual avai laddl ity of 

the services needed; and Facility Practices §483.440(c)(3)(iv) 

Identification of needed services is based on the comprehensive functiona I assessment. Recommendations are 

present to address areas of deficits. 

Guidel illes §483,440(c)(3)(iv) 

In the presence of significant developmental deficits, it is not acceptable for the comprehensive evaluation to 
identify that aparticular professional therapy or treatment is not needed. To meet the requirement for "need for 
service," the assessment must identify the course of specific interventions recommended to meet the individual's 
needs in lieu of direct professional therapy or treatment. 

Probes §483.440(c)(3)(iv) 

Do assessments conclude whether or not "hands-on" therapy conducted by professionals is ind icated, and if an 
ind ividual problem sti II exists, does the assessment recommend how the team should deal with the problem? 

Is there a pattern of individual need areas not addressed in individuals' IPP objectives that correspond to the 
absence of those professional service areas at the faci Iity? 

§483,440(c)(3)(v) Include Facility Practices §483.440(c)(3) (v) 

Assessment of each area is present. 

Assessment of each area provides specific information aboutthe person's add Iity to function in different 
environments, specific skills or lack of ski lis, and how function can be improved, either trlrough tra ining, 
environmental adaptations, or provision of adaptive, assistive, supportive, orthotic, or prostlletic equipment. 



Guidel ines §483.440(c)(3)(v) 

The facility must assess in developmental areas, but not by professional disciplines unless the functional 
assessment shows a need for afull professional evaluation. Finclings relative to the domains required under 
§483.440(c)(3)(v) include, but are not limited to: 

W216 physical development and health, Guidelines §483.440(c)(3)(v) 

l. Physica I development and health. Physical development includes the individual's developmental history, 
results of the physical examination conducted by a licensed physician, physician assistant or nurse practitioner, 
health assessment data (including a medication and immunization history), which may be compi led by anurse, and 
skills normally associated with the monitoring and supervision of one's own health status, and administration and or 
scheduling of one's own medical treatments. When indicated by physical examination results, consultations by 
special ists are provided or obtained. The need for advance directives or do not resuscitate (ON R) orders may be 
assessed on acase-by-case basis, as part of this area by individuals qualified to do so. 

W217 nutritional status, Guidelines §483.440(c) (3)(v) 

2. Nutritional status. Nutritional status includes determination of appropriateness of diet, adequacy of total food 
intake, and the skills associated with eating, (including chewing, sucking and swallowing disorders), food service 
practices, and monitoring and supervision of one's own nutritional status. 

W218 sensorimotor development, Guidelines §483.440(c)(3)(v) 

3. Sensorimotor development: Sensory development includes the development of perceptual skills that are 
involved in observing the environment and making sense of it. Motor development includes those behaviors that 
primarily involve: muscular, neuromuscular, or physical skills and varying degrees of physical dexterity. 
Because sensory and motor development are intimately related, and because activities in these areas are 
functiona Ily inseparable, attention to these two aspects of bodi Iy activity is often combined in the concept of 
sensorimotor development. Assessment data identify the extent to which corrective, orthotic. prosthetic, or 
support devices would impact on functional status. 



W2l9 affective development, Guidel ines §483.440(c)(3)(v) 

4, Affective (Emotional) development Affective or emotional development includes the development of 
behaviors that relate to one's interests, attitudes, values, and emotional expressions. 

W220 speech and language development Guidel ines §483.440(c)(3)(v) 

5, Speech and language (communication) development. Communication development refers to the development 
of both verbal and nonverbal and receptive and expressive communication skills, Assessment data identify the 
appropriate intervention strategy to be appl ied, and which, if any, augmentative or assistive devices wi II improve 
communication and functional status, 

W22l and auditory functioning, Guidelines §483.440(c)(3)(v) 

6, Auditory functioning, Auditory functioning refers to the extent to which a person can hear and to the maximum 
use of residual hearing if a Ilearing loss exists and whether or not the individual will benefit from the use of 
amplification, including a hearing aid or a program of amplification. An individual's treatment might need to 
include being desensitized to tolerate the use of ahearing aid or assistive listening device to prevent the device from 
being r~ected or destroyed, Assessment may include teaching tecrlniques for conducting the assessment or the use 
of electrophysiologic techniques, 



W222 cognitive development. Guidelines §483.440(c)(3)(v) 

7, Cognitive development. Cognitive development refers to the development of those processes by which 
information received by the senses is stored, recovered, and used, It includes the development of the processes and 
addlities involved in memory, reasoning and problem solving, 

W223 social development, Guidelines §483.440(c)(3) (v) 

8, Social Development. Social development refers to the formation of those self-help, recreation and leisure, and 
interpersona I skills that enable an individual to establ ish and mainta in appropriate roles and fulfill ing relatiorlsrlips 
with others, 

W224 adaptive behaviors or independent living skills necessary for the client to be able to function in the 

community, Guidelines §483.440(c)(3)(v) 

g, Adaptive behaviors or independent living skills, Adaptive behavior refers to the effectiveness or degree with 
which individuals meet the standards of personal independence and social responsibility expected of their age and 
cultural group, Independent living skills include, but are not limited to, such things as meal preparation, doing 
laundry, bed-making, and budgeting, Assessment may be performed by anyone trained to do so, Standardized tests 
are not required, Standardized adaptive behavior scales which identify all or predominantly all "developmental 
needs" are not sufficient enough to meet this requirement, but can serve as a basis for screening. 



W225 and as applicable, vocational skills. Guidelines §483.440(c)(3)(v) 

10. Vocational (prevocational) development, "as applicable." Vocational development refers to work interests, 
work skills, work attitudes, work-related behaviors, and present and future employment options. Tile determination 
of whether or not a vocational assessment is "applicable" is typically based on age (adolescents or adults more than 
likely require trlis type of assessment). 

Probes §483. 440(c) (3) (v)
 

For all domains, do assessments describe what ind ividua Is can and cannot do in terms of ski IIs needed within the
 
context of their daily lives?
 

Is the assessment based 0 n:
 

Actual performance of the individual against oQjectified criteria?
 

Reports by staff/parents/guard ians?
 

Observed performance in a variety of settings?
 

• Simple checklists? Are assessments individualized? Are assessments conducted in appropriate environments': 

W226 

§483.440(c)(4) Within 30 days after admission, the interdisciplinary team must prepare for each client an
 

individual program plan W227 that states the specific oQjectives necessary to meet the client's needs, as
 

identified
 

by the comprehensive assessment required by paragraph (c)(3) oftr"lis section FaCility Practices
 

§483.440(c)(4)
 

The IPP contains a list of specific oQjectives based on needs identified in the CFA.
 



There is a clear link between the specific oQjectives and the functional assessment data and recommendations,
 

Objectives are developed for those needs that are observed to most likely impact on the individual's addl ity to
 
function in daily life,
 

Guidel ines §483,440(c)(4)
 

The presence of acomprehensive Iist of behaviorally stated needs is acceptable for this portion of the requirement.
 
"Comprehensive" means that objectives are stated for the needs identified in each domain included in the
 
comprehensive functional assessment.
 

OQjectives may address services to be provided, learning/treatment needs, adaptive equipment, etc,,'
 
§§483.440(c)(4)(i)-(v) regulate requirements for current IPP training oQjectives (as opposed to staff, service, or
 
long term oQjectives),
 

Validate that the needs identified by the team are appropriate for the individual based upon review of the
 
comprehensive functional assessment data, observations, and interviews with the individual and staff
 

Probes §483.440(c)(4)
 

Is tllere apredominant pattern of staff-oriented oQjectives rather than learner-oriented oQjectives?
 

Is there repetition and predictaddlity of programming across individuals?
 

W228 and the planned sequence for dealing with those objectives, Facility Practices §483.440(c)(4)
 

The oQjectives identified in W227 are arranged in a sequence identifying the logical order in which they wi II be
 
addressed,
 

Objectives are organized in asequence relevant to the individual's long term development.
 

Guidel ines §483.440(c)(4)
 

To organize oQjectives into a planned sequence the CF/BI must consider the outcomes it prQjects for the individual
 
in the long term For example, if the long term oQjective is for the individual to travel independently in the 
community, the planned sequence may involve training the individual to recognize traffic signs, cross a street 
safely, and to obtain help when needed if lost or an emergency arises, Interview staff to discover the purpose to be 
achieved upon completion of the oQjective, For example, does staff know why an individual is taught to stack 
rings? 



§483.440(c)(4) These oQjectives must--W229 §483.440(c)(4)(i) Be stated separately, in terms of a single 

behavioral outcome; Facility Practices §483.440(c) (4)(i) 

Each oQjective clearly states one expected learning result. 

Guidel ines §483.440(c)(4)(i) 

"Single" behavioral outcome means that for each discrete behavior that the team intends the individual to learn a 
separate objective is assigned. (For example, "Mary will bake a cake and clean the oven" are two separate behaviors 
and, therefore, should be stated in two separate oQjectives,) Performance of a series of separate behaviors could 
constitute asingle behavioral outcome when appropriate for the individual. For example, completing a Ilygiene 
routine of face washing, tooth-brushing and hair -combing is one behavioral outcome when the individual is able to 
perform each of those Skills, but needs to learn to complete the entire routine each morning, 

W230 §483.440(c)(4)(ii) Be assigned prQjected completion dates; FaCility Practices §483.440(c)(4)(ii) 

Completion dates are based on the individual's rate of learning. 

Completion dates are assigned to each oQjective on which the individual is currently working, 

Completion dates are individual ized (i,e" not all the same for all clients and all oQjectives), 

Guidelines §483.440(c)(4)(ii) 

The "projected date of completion" for an IPP objective is not the same as a "review" date. For each objective 
assigned priority, the team should assign a prQjected date (month and year) by which it believes the individual 
will have learned the new skill, based on all of the assessment data, nils date triggers the team to evaluate 
continuously whether or not the individual's progress or learning curve is sufficient to warrant a revision to the 
training program. There is no requirement to identify an implementation date for each oQjective in the plan, 



W231 §483.440(c)(4)(iii) Be expressed in behavioral terms that provide measurable indices of performance;
 

Facility Practices §483.440(c)(4)(iii)
 

The learning outcome is stated in a manner which enables all staff working with the individual to consistently
 
identify the target behavior and to clearly identify when it is being displayed.
 

The oQjective is stated in a manner which permits it to be quantifiably measured.
 

Guidelines §483.440(c)(4)(iii)
 

"Behavioral" terms include only those behaviors which are "individual" rather than "staff" oriented and those that 
any person would agree can be seen or heard. Determine if all staff who work with the individual can define the 
exact same outcome on which to measure the individual's performance. "Measurable indices of performance" are 
the quantifiable criteria to use in determining successful achievement of the oQjective. Criteria include various 
measurements of intensity and duration. For example, "M. will walk ten feet with her tripod walker, for 5 
consecutive days." 

W232 

§483.440(c)(4)(iv) Be organized to reflect a developmental progression appropriate to the individual; and
 

Facility Practices §483.440(c)(4)(iv)
 

Objectives and criteria for success are based on the individual's current or baseline functional addlities.
 

OQjectives are designed to aIlow the individual to experience success in acrlievi ng tllose oQjectives.
 

Objectives are individualized to take into consideration the individual's addlities and disaddlities.
 



Objectives are organized to begin with the next logical step, given the individual's current functioning, and 
move toward more complex behavior, ' 

Guidel ines §483,440(c)(4)(iv) 

To organize an oQjective in an appropriate progression, the CF/BI must consider the person's current functional 
addlities and prQject what steps, methods and strategies are likely to be effective in acrlieving the objective, 
Baseline data are one means of establishing an appropriate starting point for an oQjective, Objectives must be 
adapted based upon the person's functional addlities, For example, if the oQjective is to learn to put on shoes 
independently and the person does not have the manual dexterity to tie shoe laces, then the oQjective could include 
the use of slip-on shoes or shoes with velcro closures in order to facilitate the person learning this skill. 

Probes §483.440(c) (4)(iv) 

Are chosen oQjectives the most direct means for resolving identified needs? Do programs and strategies have a 

relationship to needs identified and oQjectives chosen? 

W233 §483.440(c) (4) (v) Be assigned priorities, Faci Iity Practices §483.440(c)( 4) (v) 

The IDT identifies which oQjectives are the most important to work on now. 

Skills and behaviors which significantly impact upon the individual's day-to-day functioning are worked 
on first. 

Guidelines §483.440(c)(4)(v) 

After all the training oQjectives have been established as required by W227, the IPP identifies those oQjectives 
which the team considers to be most important. or which need to be implemented before others can be 
accomplished, and then assigns them priority, Some examples of assigning priority include, but are not limited to, 
rank ordering (most important to least important), assignment of "priority" or "non-priority," etc. 

Probes §483.440(c)(4) (v) 

Is there apattern ofmost individuals' objectives having the same "prioritization" assignment (e.g., do most 
individuals have a number one oQjective as handwashing or does the facility select aspecific number of 
oQjectives of equal importance)? 



Are objectives and priorities based on each individual's needs? 

§483.440(c)(5) Each written training program designed to implement the objectives in the individual 
program plan must specify: 

Guidelines §483.440(c)(5) 

The written training program refers only to those oQjectives to wrlich the team has assigned priority status for 
formal implementation. 

W234 §483.440(c)(5)(i) The methods to be used; Facility Practices §483.440(c)(5)(i) 

The training program provides clear directions to any staff persoll working with the individual on how to 
implement the teaching strategies . 

W235 §483.440(c)(5)(ii) The schedule for use of the method; Facility Practices §483.440(c)(5)(ii) 

The training program provides clear directions to any staff person working with the individual about when the
 
strategies are to be implemented.
 

W236 §483.440(c)(5)(iii) The person responsible for the program; Facility Practices §483.440(c)(5)(iii)
 

The person who will monitor the program and ensure it is being implemented appropriately, is clearly
 
identified on the written training program.
 

Guidel ines §483.440(c) (5)(i i i)
 

This mayor may not be the same person who implements the program. There is no requirement to identify
 
who implements the program.
 



W237 §483.440(c)(5)(iv) The type of data and frequency of data collection necessary to be able to assess 

progress toward the desired o~ectives; Facility Practices §483.440(c)(5)(iv) 

The training program provides clear directions to any staff person working with the individual about the type 
of data to record, and the frequency which data is to be recorded. 

The data collection system is directly related to the outcome stated in the oQjective. 

Guidelines §483.440(c)(5)(iv) 

The fac iIity must determ ine the type of data necessary to judge an individual's progress on an objective, and 
describe that data collection method in the written training program. 

The facil ity determines what data to collect butthe system chosen must yield accurate measurement of the 
criteria stated in the individual's IPP objectives. For example, ifthe criteria in the individual's IPP objective 
specified some behavior to be measured by "accuracy," or "successes out of opportunities," then it would not be 
acceptable for the prescribed datacoIIection method to record "level ofprompt." 

Methods of data collection on IPP training programs should be based on the total (including direct care) facility's 
staffanalysis and observations of an individual's behavior. Examples ofa few data collection systems include, but 
are not limited to, level of prompt successful trials completed out of opportunities given, frequency counts, 
frequency sampling, etc. The facility should collect data with enough frequency and enough content that it can 
measure appropriately the individual's performance toward the targeted IPP objective. 

W238 §483.440(c)(5)(v) The inappropriate client behavior(s), if applicable; and Facility Practices 

§483. 440(c) (5) (v) 

Any behaviors which would interfere with the individual's addlity to function in, or benefit from the training 
program are identified, 



W239 

§483.440(c)(5)(vi) Provision for the appropriate expression of behavior and the replacement of 
inappropriate behavior, if appl icable, with behavior that is adaptive or appropriate, 

Faci Iity Practices §483.440(c)(5)(vi)
 

The training program provides specific information as to how to elicit or strengthen appropriate behavior and
 
what behaviors to teach, reinforce or encourage which would reduce or replace the inappropriate behavior,
 

Replacement behaviors are functionally related to the targeted behavior.
 

§483.440(c)(5)(6) The individual program plan must also: W240 §483.440(c)(6)(i) Describe relevant 

interventions to support the individual toward 

independence. FaCility Practices §483,440(c)(6)(i) 

The IPP prOVides specific information to any staff person working with the individual about what services and 
supports they are to provide to assist the individual in functioning at a more independent level. 

W241 §483.440(c)(6)(ii) Identify the location where program strategy information (which must be accessible
 

to any person responsible for implementation) can be found Facility Practices §483.440(c)(6)(i i)
 

Staff know where to find information about the programs to be implemented.
 

W242 

§483.440(c)(6)(iii) Include, for those clients who lack them, training in personal skills essential for privacy 
and independence (including, but not limited to, toilet training, personal hygiene, dental hygiene, self-feeding, 
bathing, dressing, grooming, and communication of basic needs). until it has been demonstrated that the 
cl ient is developmentally incapable of acquiring them. 



Facility Practices §481440(c)(6)(iii) 

All individuals who lack the skills listed have training programs designed to meet tlleir needs. 

These programs are consistently implemented in both formal and informal settings. 

There is documentation of consistent appropriate attempts to teach individuals these skills, or specific evidence 
as to a medical condition whicll would preclude acquisition, prior to determination of developmental 
incapaddlity. 

Appropriate materials, adaptations and modifications to equipment and the environment are available in order to 
promote and support individual training programs. 

Guidelines §483.440(c)(6)(iii) 

The receipt of training targeted toward amelioration of these most basic skill deficit areas is acritical component of 
the active treatment program needed by individuals who are eligible for the CF/BI benefit and therefore, is a 
required CF/BI service. Some ADL skills overlap with each other (e.g., personal hygiene, oral hygiene, grooming 
and bathing). It is acceptable for the interdisciplinary team to set priorities within these overlapping skills. It must 
be clear, however, that the facility has organized its services to emphasize training in these areas. Tllis will be seen 
not only in the IPP, but also in the competent interaction of staff with individuals, in both formal and informal 
settings. This basic skill training defines the nature of CF/BI services. To the extent that individuals demonstratl 
that they increasinglydo not need the types of services described in this requirement and increasingly correspond 
to the characteristics of cl ients described at W197 such that the "overall" nature of the facility services would not be 
required to provide the type of emphasis described at W242, question the appropriateness of the individual's 
placement in an CF/B I andlor the certification of tile faci Iity as an CF/B I (see W197 and W198), 

"Training" as used in this regulation means: 

Aggressive implementation ofa systematic program of formal and informal teclTliques (competent 
interact ions) ; 

Continuously targeted toward the individual achieving the measurable behavioral level of skill competency 
specified in IPP oQjectives; 

• Conducted in all applicable settings; and 

• Conducted by all personnel involved with the client. 



"Developmental incapaddlity" is a decision to be made by the interdisciplinary team based on its assessment of the 
individual's developmental strengths and needs. For example, there is ample evidence that even individuals with 
the most severe pllysical and mental disaddlities can be toilet trained. Recognition is given to the fact that some 
individuals, however, have insufficient sensory and neuromuscular control ever to be totally independent in toileting 
skills. For most of this group, there are intermediate steps which can be achieved, including toilet scheduling, in 
which the individual is able to be trained to aschedule of elimination with needed assistance from staff. The intent 
of the toi leti ng part of th is regu lation is met if there is evidence that the ind ividua I has been provided an aggress ive, 
well organized, and well executed tOilet training program in the past and that the team determines the individual's 
"developmental incapaddlity." 

Probes §483.440(c)(6)(i ii) 

Is evidence of"developmental incapaddlity" based on individual performance, medical evidence, historical efforts 
at training; or is it based on "opinions" of staff (in the absence of performance data)? Does the activity prepare 
individuals to function more independently or does it merely train the individual to adapt to rlis/her particular 
facility (e.g., large institutional liVing)? 

Do staff direct their activities toward the acquisition of individuals to learn increasingly complex ski lis or do staff 
accept that individuals will not or cannot grow and change? 

§483.440(c)(6)(iv) Identify mechanica I supports, if needed, to achieve proper body position, ba lance, or 

alignment. The plan must specify--W243 the reason for each support, W244 the situations in which each is 

to be applied, W245 and a schedule for the use of each support. Guidelines §483.440(c)(6)(iv) 

Mechanical devices used to support an individual's proper body position or alignment may be essential to prevent 
contractures and deformities, but the staff should be sensitive to the fact that mechanical supports may restrict 
movement and the individual should not be in the Sl....pports all the time or as a substitute for programs or therapy 
wrlich may reduce the dependency on the support. Some supports allow movement and provide opportunity for 
more increased functioning. Some examples of devices used as mechanical supports include splints, wedges, 
bolsters, lap trays, etc 



Wheelchairs are not generally used to position or align the body and would not alone constitute a mechanical 
support. However, adaptations to wheelchairs which do position or align the body would have to be specified 
according to this requirement. Adaptations to awheelchair which facilitate correct body alignment by inhibiting 
reflexive, involuntary motor activity are also mechanical supports. 

W246 

§483.440(c)(6)(v) Provide that cl ients who have multiple disabling conditions spend a major portion of each 
waking day out of bed and outside the bedroom area, moving about by various methods and devices 
whenever possible. 

Facility Practices §483.440(c)(6)(v) 

Individuals with sensory or physical difficulties have the same opportunities to move around in their 
environments as individuals who do not have those difficulties. 

Guidel ines 483.440(c) (6) (v) 

With the exception of those individuals who are acutely til (such as those who are hospital ized or incapacitated by a 
short term illness), all individuals should be out of bed and outside their' bedroom area as long as possible each day, 
and in proper body alignment at all times. This is a necessity in order to prevent regression, contractures, and 
deformities and to provide sensory stimulation. 

Question patterns of bed rest "orders" or "scheduled" bed rest as aroutine part of an individual's program. A nap 
period of an hour, for example, is not "bed rest." However, if the CF/B I. as a general pattern of schedul ing. 
expects an individual to be one - two hours in bed in the morning, one - two hours in bed in the afternoon, and an 
8:00 p.m. bedtime in the evening, for example, then the practice becomes "bed rest," and the intent of the regulation 
will more than likely not be met. Question seriously large amounts of time during whicll a resident is confined to 
bed. 

§483.440(c)(6)(v) Probes 

For those for whom out-of-bed activity is a threat to their health and safety, look for: 

• Individuals and staff engaged in activities to increase sensory stimulation; and 

• Equipment designed to promote increasing the individual's sensory stimulation. Is equipment available to 

provide access to community activities? 



Are mobil ity devices available and used as needed by individuals 

W247 §483.440(c)(6)(vi) Include opportunities for client choice and self-manqgement. Facility Practices 

§483. 440(c)(6)(vi) 

Individuals are provided opportunities for choice, encouraged and taught to make choices, and to exercise 
control over themselves and their environment. 

Guidel ines §483.440(c)(6)(vi) 

Due to the basic underlying importance "choice" plays in the quality ofone's life, the CF/BI should maximize 
dally activities for its individuals in such away that varying degrees of decision-making can be practiced as skills 
are acquired, Examples of some activities leading toward responsibility for one's own self-management include, 
but are not limited to, choosing housing or roommates, choosing clothing to purchase or wear, choosing what to 
eat, making and keeping appointments, and choosing from an army of appropriate activities. Interview staff to 
determine how attitudes and activities of the team and consultants faCilitate or impede individual choice. 

Choices can be made by all individuals. The type of choices the person makes may vary from very simple to more 
complex, depending upon individual addl ities, Look at choices in the context of the individuals served by the 
facility. 

W248 

§483.440(c)(7) A copy of each client's individual plan must be made available to all relevant staff, including 
staff of other agencies who work with the cl ient and to the cl ient parents (if the cl ient is a minor) or lega I 
guardian. 

Facility Practices §483.440(c)(7) 

The individual or legal representative, as well as the facility staff, and staff from outside agencies have, or can 
access, a copy of the plan, 

§483.440(d) Standard: Program Implementation 

W249 

§483.440(c)(1) As soon as the interdisciplinary team has formulated a client's individual program plan, 
each client must receive a continuous active treatment program consisting of needed interventions and 
services in sufficient number and frequency to support the achievement of the oQjectives identified in the 
individual program plan. 



Facility Practices §483.440(d)(l) 

Each individual is receiving training and services consistent with the current IPP. 

Staff use the adaptive equipment assistive devices, environmental supports, materials, supplies, etc., specified in 
each individual's IPP to accomplish stated objectives. A consistent approach is being implemented in all 
environments. 

The pattern of interactions observed supports the active treatment program (e.g., informal opportunities to reinforce 
learning or appropriate skill development are taken, needs are addressed as they present themselves). 

The active treatment program is not delayed or suspended whi Ie waiting for the written IPP document. 

Activities support the accompl ishment of the IPP oQjectives. 

An individual's persistent refusal to participate in active treatment is being addressed by the 101. 

Guidel ines §483.440(d)(l) 

For an individual newly admitted to tile CF/BI, the time period between admission and the 30 day interdisciplinary 
team meeting should be primarily for purposes of assisting the individual to become aQjusted and acclimated to hie
or her new living environment and completing the functional assessment. During this time period the facility 
should also be providing those services and activities determined dUI-ing the pre-admission assessment as essential 
to the individual's daily functioning. In order to be able to produce tile comprehensive assessment, the facility 
must evaluate the individual's status in as many naturally occurring, functional environments as possible. 

It must be clear that the active treatment program received by the ind ividual is interna Ily consistent and not si mply a 
series of disconnected formal intervention applications within certain scheduled intervals. 

The criteria ofwhat constitutes a"sufficient number and frequency of interventions" are based on the individual's' 
assessment and the progress the ind ividua I makes toward achievi ng IPP oQjectives. 

Whether "structure" must be imposed by staff or whether the individual can direct his or her own activities for a 
period of time (without direct staff observation) is based on the individual's addlity to engage in constructive, 
age-appropriate, adaptive behavior (without engaging in maladaptive behavior to self or others). Be certain that an 
individual's time in the home or living unit is maximized toward the further development and refinement (including 
self-initiation) of appropriate skills, including, but not limited to, leisure and recreation. 



For tile active treatment process to be effective, the overall pattern of interaction between staff and individuals must 
be accountable to the comprehensive functional assessment and the IPP process, Duri ng the overa II observation of 
individuals, you should be able to track that: the individual's comprehensive assessment identified the specific 
developmental need or strengthjustifying the activity, technique or interaction; in the case ofa "need," the team 
prQjected a measurable ol2Jective or target to address it; and the technique, interaction, or activity which is observed, 
produced the desired target produced a close approximation of the target or was modified based on the individual's 
response, 

Probes §483,440(d)(1) 

Does the activity schedule and the content of the activities relate directly to the strengths, needs and oQjectives in 
the IPP for each individual or are the activitieslcontent "make work," generalized, non -developmenta I ti me fi Ilers? 

Can staff describe how activities relate to strengths, needs and IPP oQjectives? 

Are active treatment activities integrated into a"normal daily rhythm"? 

Are individuals observed performing scheduled active treatment activities? 

Are there sufficient and appropriate staff to implement IPPs? 

Is training on priority oQjectives implemented at discrete time intervals exclusively, or is training implemented as 
the individual's needs emerge during the course of the day, as well? 

Is there aconsistent discernible pattern of evidence that staff implement practice, reinforce, and otherwise 
carry out strategies to achieve individual ol2Jectives? 

At any point in time are IPP interventions observable during staff and individual interactions, in formal and 
informal settings alike, throughout the individual's living experience? 

Does the classroom, therapy or activity environment lend itself to the learning experience or are distractions, noise 
levels, or other individual behaviors obstacles to individual learning? 



W250 

§483.440(d) (2) The faci Iity must develop an active treatment schedule that outl ines the current active 
treatment program and that is readily available for review by relevant staff. 

Faci Iity Practices §483.440(d) (2) 

The schedule is individualized and consistent with the individual's objectives. The schedule is known to staff 

working with the individual, Staff know where to locate aschedule whenthey need it. The active treatment 

schedule allows flexibll ity and is aQjusted to the needs and 

preferences of the indiviclual. as necessary, The active treatment schedule reflects 

normal daily rhythms. 

Guidelines §483.440(d)(2) 

The active treatment schedule directs the intensity of tile daily work of the staff and the individuals in 
implementation of the IPP in both informal and formal training activities. To the extent possible, the schedule 
provides a range of options, rather than a fixed regimen, Individuals Sllould have opportunities to choose 
activities and to engage in them as independently and freely as possible. Staff routines and schedules should be 
supportive of this goal and result in the presence of reasonable choices by individuals. Investigate any pattern of 
staff action or scheduling which results routinely in all or the majority of individuals engaging in tile same 
activity or routine at the same time. For example, everyone is out of bed, awake and dressed before staff on the 
trlird shift go home, or everyone goes to bed before the third shift arrives. 

The active treatment schedule is not required to be posted. 

While the facility should have the individual's schedule from the day program, there is no requirement that this 
schedule and the residential sclledule be merged into one document. 

W25l 

§483.440(d) (3) Except for those facets of the individual program plan that must be implemented only by 
licensed personnel, each client's individual program plan must be implemented by all staff who work with 
the client including professional, paraprofessional and nonprofessional staff. 



Facility Practices §483.440(d)(3) 

All staff working with the individual implement ali aspects of the active treatment program unless such 
implementation is restricted to licensed personnel. 

Each discipl ine works together to provide a uniform, consistent approach to implementation of the 
IPP across discipl ines.
 

Guidel ines §483.440(d)(3)
 

The facility is responsible for ensuring that during staff time spent with individuals, the staff member is able to
 
provide needed interventions or reinforce acquired skills in accordance with the IPP. This is one of the ways the
 
CF/BI implements continuous active treatment. "All" staff includes direct care staff.
 

The activities of the CF/BI are coordinated with other Iladdlitative and training activities in which the individual
 
may participate outside of the CF/BI, and vice versa.
 

Probes §483. 440(d) (3)
 

Do staff assigned to work with the individual encourage him or her to perform activities of daily Iiving with
 
maximum independence? Is development and reinforcement of these skills implemented regUlarly?
 

Is there evidence that each discipline working with the individual integrates, as appropriate, other disciplines' 
oqjectives and techniques? (For example, does direct care staff implement manual communications systems? 
Does the OT implement behavior management programs, if needed by the individual, during O.T. training 
sessions?) 

Are informal daily activities designed to promote choice, self-management, skill enhancement or 
re inforcement? 

§483.440(e) Standard: Program Documentation W252 §483.440(e)(1) Data relative to 

accompl ishment of the criteria specified in cl ient 

individual program plan oQjectives must be documented in measurable terms. FaCility Practices
 

§483. 440(e) (1)
 

Data are collected in the form and frequency required by the plan. Data are accurate, i.e.,
 

reflective of actual individual performance.
 



Guidelines §483.440(e)(1)
 

Data collection is evidence of individual performance and should not be taken constantly as evidence for surveyors
 
that "treatments" occurred. "Data" are defined to be performance information collected and reported in numerical 
or quantifiable form on training oQjectives assigned priority in the IPP.
 

Data are those performance measurements recorded at the time the treatment procedure, intervention or interaction
 
occurs with the individual. They should be located in a place accessible to staff who conduct training.
 

Probes §483.440(e)(1)
 

Do the data collected on an individual basis vary according to the nature of the task, or are data collected the
 
same way for all individuals on all tasks?
 

Do the data collected yield information relevant to making program decisions? Are the data collected on oQjectives
 

implemented outside the agency also reviewed and analyzed tojustify change in the oQjectives?
 

Is there acorrelation between recorded data and observed ind ividua I performance?
 

§483.440(e) (2) The faci Iity must document significant events that Guidel ines
 

§483.440(e)(2)
 

See also §483.410(c) Client Records.
 

W253 are related to the client's individual program plan and assessments and Facility Practices 

§483.440(e) (2)
 

Changes in the individual's functional status, health condition, accomplishments, activities or needs which
 
affect the CFA and IPP are documented.
 

Probes §483.440(e)(2)
 

Is there adiscernable pattern ind icati ng that the fac iIity routi nely fa i Is to detect the need to change ind ividua I
 
programs?
 

Does the facility record unusual episodes and other incidents that suggest the staff needs to respond with a
 
changing program or other special attention?
 



W254 

that contribute to an overall understanding of the client's ongoi ng level and qua Iity of functioni ng. 

§483.440(f) Standard: Program Monitoring and Cilange 

(f)(l) The individual program plan must be reviewed at least by the qualified Brain IrJJury professional and 
revised as necessary, including, but not limited to situations in wl-dch the client 

W255 

§481440(f)(l)(i) Has successfully completed an ol:2jective or objectives identified in the individual program 

plan; W256 

§483,440(f)(l)(ii) Is regressing or losing skills already gained; W257 §483.440(f)(l)(iii) Is falling to progress 

toward identified objectives after reasonable 
efforts have 

W258 §483.440(f) (l) (iv) Is being considered for tra ini ng towa rds Ilew ol:2jectives, Faci Iity Practices
 

§481440(f)(l) (i)-(iv)
 

The QM RP ensures the program has been modified or changed in response to the individual's specific
 
accompl ishments, need for new programs, or difficulties in acquiring or maintaining skills.
 

Guidelines §483.440(f)(l)(i) - (iv)
 

The interval within which IPP reviews are conducted is determined by the faci lity. However, the facility's review
 
system must be sufficiently responsive to ensure that the IPP is reviewed whenever the conditions specified in 
§§483.440(f) (l )(i- IV) occur. Information relevant to IPP changes should be recorded as changes occur, 



Probes §483.440(f) (l) (i)--(iv) 

Is the QMRP actually monitoring individual programs, or does the QMRP simply review paperwork? See also 
WlS9. 

Are time Iy mod ifications of unsuccessful programs or development of programs for unaddressed, but 
significant needs made or ensured by the QMRP? 

Does the QMRP routinely visit program areas and discuss performance and problems of individuals? 

Is there evidence that collected data are systematically recorded, analyzed, and used to make cllanges in 
programs? 

Can the QrvlRP describe the programs implemented with individuals for whom they are responsible or do they 
need to go to the record for this information? 

§483.440(f) (2) At least annually, Guidelines 

§483.440(f) (2) 

For the "annual" review to meet the requirement it must be completed by at least the 365th day after the last 
review. The CF/BI may be required to conduct reviews at more frequent intervals by other, more stringent 
regulations (e.g., 90 day reviews required by §456.380(6)(c), State regulation, etc.). The facility's failure to comply 
with these other, more stringent regulations would NOT be cited under this requirement. Refer cases of suspected 
non-compliance to the authority havingjurisdiction for the regulations in question. 

W259 the comprehensive functional assessment of each client must be reviewed by the interdisciplinary
 

team for relevancy and updated as needed; Faci Iity Practices §483.440(f) (2)
 

The comprehensive functional assessment (CFA) is reviewed at least within the required
 

timeframe. The review of the CFA occurs sooner than annually when indicated by the needs of the individual.
 

The CFA reflects changes in the individual since the last assessment. The CFA incorporates information about
 

individual's progress, regression, etc.
 



Guidel ines §483,440(f)(2) 

The review of the CFA applies to all evaluations conducted for an individual, unless otherwise specified in the 
regulation (e,g" allnual physical examination), It is not required that eacll assessment be completely redone each 
year, It is required that at least annua Ily the assessment(s) be updated when challges occur so as to accurately 
reflect the individual's cunent status. Systematic behaviorally stated data become part of the comprehensive 
functional evaluation of the individual. 

W260 

and the individual program plan must be revised, as appropriate, repeating the process set forth in 
paragraph (c) of tr-lis section, 

Faci Iity Practices §483440(f) (2) 

The IPP reflects and responds to functional changes which have occurred since the last IPP, 

Guidel ines §483.440(f)(2) 

Look for IPPs that are unchanged from one year to the next. for priority ski lis and behaviors that are deferred or 
ignored for one reason or the other, and for informal, vague, and programmatically worthless statements in the 
review (such as "John did better this year - he wasn't as upset most ofthe time like he used to be"). Ifthe CFIB I 
has not been providing the individual with a systematic, behavimally-oriented active treatment program during the 
year, the review wi II be incapable of making systematic, behaviorally-oriented statements about progress and 
change, If you find problem behaviors which do not decrease significantly, relatively frequent usage of restraint or 
other intrusive restrictive procedures, a "plateauing" (e.g., reaches partial desired performance, but does not 
improve over time and staff does not reassess) ofskills development, or any other signs of "sameness" year after 
year, questions should be raised about the extent to which the CF/BI is providing active treatment. the adequacy of 
IPPs, staff training, etc., particularly, ifmany individuals' annual reviews reveal these characteristics. 

Probes §483. 440(f) (2) 

Does the annual review result in actual changes in the individual's programs, or is it a"rubber stamp" 
duplication of the prior year's plan? 

Does the facility respond routinely to the need for change in an individual's program or does an individual's 
program tend to be changed only once a year or on a time periodic basis (e.g" every quarter or six months)? 



Is there a logical relationship among goals and ol2jectives from year to year or are ol2jectives established in 
a fragmented, unrelated pattern from year to year? 

Can the reason for changes, deletions, or additions to IPP ol2iectives be identified? 

W261 

§483.440(f)(3) The facil ity must designate and use a specially constituted committee or committees 
consisti ng of members of faci Iity staff, parents, legal guard ians, cl ients (as appropriate), qua Iified persons 
who have either experience or training in contemporary practices to change inappropriate client behavior, 
and persons with no ownershi p or control Iing interest in the faci Iity to 

Fac II ity Practices §483.440(f) (3) 

The faci Iity has aspecially constituted committee. 

The committee is used to accomplish the requirements of W262, W263 and W264. 

The committee has the required.membership and those members participate regularly in the functioning of the 
committee. 

Guidelines §483.440(f)(3) 

Depending on its size, complexity and avai lable resources, the CF/BI may establ ish one mUlti-purpose committee 
to serve it for all advisory functions, or it may establ ish separate single-purpose committees. The facility's human 
rights committee may be shared among other agencies orthe CF/BI may uti Iize a rluman rights committee 
established by anotller governing body, e.g., acounty or astatewide group, as long as all pertinent regulatory 
requirements are met. 

The regulation does not specify the professional credentials of the "qualified persons who have either experience or 
training in contemporary practices to change inappropriate client behavior." There is no requirement that any 
specific discipl ines, such as nurse, physician or pharmacist be members of the committee. 

The intent of including "persons with no ownership or controlling interest" on the committee is to assure that, in 
addition to having no financial interest in the facility, at least one member is an impartial outsider in that helshe 
would not have an "interest" represented by any other of the required members or the facility itself. Staff and 
consultants employed by the facility or at another facility under the same governing body cannot fulfill this role. 



Although occasional absences from committee meetings are understandable, patterns of absence by the required 
membership of the committee is not acceptable. At least a quorum of committee members must review, approve 
and monitor the pr-ograms which involve risk to client rights and protections. Depending upon the size ofthe 
facility and the number of individuals who need intrusive or restrictive techniques as apart of active treatment 
programs, more than one specially constituted committee may be needed to effectively meet the intent of the 
regulation. The facility is responsible to organize itself in a manner which permits the timely review of proposed 
programs. 

W262 

§483.440(f)(3)(i) Review, approve, and monitor individual programs designed to manage inappropriate 
behavior and other programs that in the opinion of the committee, involve risks to client protection and 
rights; 

Facility Practices §483.440(f)(3)(i) 

Any programs which incorporate restrictive techniques (e.g., restraints, medication to manage behavior, 
restrictions on community access, etc.) have been reviewed and approved by the committee prior to 
implementation. 

The committee periodically monitors restrictive programs to determine if the restriction of rights or risk to 
protections remainsjustified. 

Guidel ines §483.440(f)(3)(i) 

Each individual program developed to decrease inappropriate behavior and which involves potential risk to rights 
and protections must be reviewed and approved by the committee prior to the program's implementation. Some 
examples of programs requiring review include, but are not limited to, programs incorporating usage.of restraints, 
aversive conditioning, any medication used to modify behavior, contingent denial ofany right or "earning" ofa 
right as part of a behavior shaping strategy, and behavioral consequences involving issues of client dignity. There is 
no requirement for the committee to function as a peer review for tecrlnical or clinical adequacy of plans submitted 
for approva I. The purpose is to assure that each individual's rights are protected through use ofagroup of outside 
ind ividuals who are not invested in the rna intenance of faci Iity practices. Tile committee reviews the context by 
which each program is recommended, and then evaluates whether the program's level of intrusiveness is warranted. 
The committee should consider factors such as whether less intrusive methods have been attempted and whether the 
severity of behavior outweighs the risks of the proposed program. 

The committee need not reapprove a program when revisions are made, as long as those revisions are in 
accordance with the approved plan. For example, if the physician changes the dosage ofa medication in 
accordance with the drug treatment component of the active treatment plan to which the legally authorized person 
has given consent and which has already been approved by the committee, then there is no need for the committee 
or the legally authol-ized person to reapprove the plan. (See also W263.) Generally, tllis would also apply if the 
medicatiJn was changed to another \/Vitrlin the same therapeutic class or fami Iy. Reapproval would be needed, 
however, if the reason for the change was the individual's strong untoward response to the original medication. 
Due to the differences in side effects and potential adverse response between drugs of a different class, reapproval 
would also be required if the new medication was from a different therapeutic class or family of drugs. 



Probes §483,440(f)(3)(i)
 

Does the committee generally approve whatever staff recommends without substantive review?
 

Does the committee require that less restrictive means be demonstrated to be ineffective?
 

What is the length of time from program submission to committee review?
 

Do you discern apattern of committee involvement in the ongOing monitoring of approved programs?
 
Does the committee seek changes, if indicated?
 

If staff assigned to the committee(s) are also members of the particular individual's interd isciplinary team,
 
does that staff member abstain from approving formally the individual's program?
 

W263
 

§483.440(f)(3)(ii) Insure that these programs are conducted only with the written informed consent of the 
cl ient parents (if the cl ient is a minor) or legal guardian; and 

Fac iIity Practices §483 .440(f) (3)(i i) 

Written consent is present prior to implementation of any restrictive program. Consent is given by the legally 

appropriate party, The consent is for the program wrlich incorporates the use of a restrictive technique, 

rather than the restrictive technique alone, The consent is informed, i,e" the person giVing consent is aware of the 

risks, benefits, alternatives, right to refuse and consequences, 



Guidelines §483.440(f)(3)(ii) 

Informed consent consists of permission by the lega Ily responsible party after having been informed of the specific 
issue, treatment orprocedure; the individual's specific status with regard to the issue, treatment or procedure; the 

. attendant risks and benefits; aIternative forms of treatment; the right to refuse treatment and the consequences of 
that refusal, Informed consent implies that the person who is to give consent is competent to evaluate the decision 
requiring consent. 

For chi Idre'n up to the age of 18 the parent (natural guardian) or legally appointed guardian must give consent for 
him or her, At the age of 18, however, children become adults and are assumed to be competent unless otherwise 
determined by acourt. 

For individuals who are minors or who are clearly incompetent, but have no appointed legal guardian, informed 
consent for use of restrictive programs, practices or procedures ,must be obtained from the legal guard ian, parent or 
someone or some agency designated by the State; in accordance with State law, to act as the representative of the 
individual's interests. Become familiar with the statutes of the State in which the CF/BI is located to determine who 
or what mechanism is designated to give informed consent in such circumstances. Verify whether or not consent 
was obtained in accordance with law. Additions Ily, under these circu mstances, the faci Iity is required to identify 
those individuals, and expected to advocate for them by demonstrating continuing efforts to obtain timely 
adjudication ofthe individual's legal status. 

The committee must ensure that the informed and voluntary consent of the individual, parent of a minor, legal 
guardian, or the person or organization designated by the State is obtained prior to each of the following 
circumstances: the involvement of the individual in research activities, or implementation of programs or practices 
that could abridge or involve risks to individual protections or j-ights. 

Informed consent should be specific, separate ("blanket" consents are not allowed), and in writing. In case of 
unplanned events requiring immediate action, verbal consent may be obtained, however, it should be authenticated 
in writing as soon as reasonably possible, 

W264 

§483.440(f) (3) (i ii) Review, monitor and make suggestions to the facil ity about its practices and programs as
 
they relate to drug usage, physical restraints, time-out rooms, appl ication of pa inful or noxious stimul i,
 
control of inappropriate behavior, protection of cl ient rights and funds, and any otller areas that the
 
comm ittee bel ieves need to be addressed,
 



Faci Iity Practices §483.440(f)(3)(i ii) 

The committee has been made aware of and reviewed facility programs and practices which may affect the 
rights of individuals, 

Comm ittee recommendations Ilave been addressed by the fac iIity. 

The committee has established and uses a mechanism for monitoring individuals' rights issues. 

Guidelines §483.440(f)(3)(iii) 

The function of the committee is not Iimited to the review, approva I and monitoring of restrictive behavior 
management practices, Examples of individual rights issues that might be reviewed by the committee, in 
addition to behavior management, include, but are not limited to, research proposals involving individuals, abuse, 
neglect and mistreatment of ind ivid ua Is, aIlegations deal ing with theft of an individual's personal property or 
funds, damage to an individual's goods or denial of other individual rights, individual grievances, visitation 
procedures, guardianship/advocacy issues, rights training programs, confidential ity issues, advance 
directives/OI\J Rorders, etc. 

W265 §483.440(f) (4) The provisions of paragraph (f) (3) of trlis section may be modified 

only if, in thejudgment of the State survey agency, Court decrees, State law or regulations provide for 

equivalent client protection and consultation, W266 §483.450 Cond ition of Participation: Client 

Behavior and Faci Iity 

Practices Compliance Principles §483.450 

Tile Condition of Participation of Client Behavior and Facility Practices is met when: 

Individual programs and activities regularly include use of positive techniques, teaching strategies, and 
supports. Efforts are made to reduce and eliminate useof restrictive techniques with positive results; 

Staff teach and reinforce appropriate behaviors, such as communication skills, social skills, independence 
and choice-making ski lis, coping ski lis, and leisure skills which serve as functional substitutes for inappropriate 
behaviors; and 

Restrictive techniques are used only when warranted by the severity of the behavior, and result in desired 
behaviora I outcomes. 



The Condition of Participation of Client Behavior and Facility Practices is not met when: 

Restrictive, intrusive techniques are used to manage or control behavior in Iieu of positive teaching 
strategies; 

Individuals are physically or psychologically i~ured or harmed as a result of the use of the restrictive 
interventions and the facility has failed to adequately monitor the use of the intervention; or 

Restrictive interventions are used when they are not warranted or without first attempting less 
restl-ictive/more positive measures. 

§483.450(a) Standard: Facility Practices - Conduct Toward Clients W267 

(l) The faci Iity must develop and implement written pol icies and procedures for the management of conduct 
between staff and cl ients. 

§481450(a) (l) Faci Iity Practices 

Observed practices regarding the behavior and interactions of staff and ind ividua Is served demonstrate proactive 
assertion of the individual's right to learn to exercise rlis or her rights. 

Guidel ines §481450(a) (l) 

"Conduct between staff and clients" refers to the language, actions, discipline, rules, order, and other types of 
interactions exchanged between staff and individuals or imposed upon individuals by staff during an 
individual's daily experiences and which affect the quality of an individual's life. 

While the regUlation requires the development of written policies and procedures, the primary survey emphasis 
should be placed on the latter aspect of the regulation, i.e., implementation of those policies and procedures. 
Observations of interactions between staff and individuals should confirm that, to the maximum extent possible,. 
individuals are provided with opportunities for growth and self-determination. Individual's dignity is respected by 
staff and their behavior is within the context of any rules of conduct which have been established. 



These policies and procedures must W268 §483.450(a)(1 )(i) Promote the growth, development and 

independence of the cl ient; 

Fac iIity Practices §483.450(a)(1)( I) 

Staff are observed engaged in activities which promote the individual's growth, 

development and independence. Individual program plans and data support tile fact tllat from the time of admission, 

individuals are learning new adaptive and functional skills while becoming more independent. 

There are consistent positive interactions between individuals and staff. 

Staff teach and encourage individua Is to interact with each other in asocia Ily acceptable manner. Opportunities to 

teach and reinforce skill acquisition are utilized, Staff identify and remove impediments in the learning 

environment. Staff encourage individuals to complete tasks with as much independence as possible. Staff encourage 

individuals to take risks willie providing reasonable safeguards to 

prevent irJj ury. 

W269 

§483.450(a)(1)(ii) Address the extent to which client choice will be accommodated in daily decision-making, 
emphasizing self-determination and self-management to the extent possible; 

Facility Practices §483.450(a)(1)(I) 

Staff actively engage in practices which provide individuals with opportunities for choice, decision-making 
and self-management. promote participation in these opportunities and provide necessary supports as the 
individual becomes more independent. 

Appropriate and purposeful activities and matel-ials known to be preferred by the individual are available. 



Alternatives are available for individuals who do not choose to participate in a planned activity, 

Individual's preferences and choices playa key role in daily decision-making, 

W270 §483,450(a)(1)(iii) Specify client conduct to be allowed or not allowed; and Facility Practices 

§483,450(a) (1) (i i i) 

Individuals know tile benefits and consequences of their conduct or behavior, 

Staff are aware of what is or is not permissible and the positive or negative consequences which may be uti Iized, 
Staff behavior is consistent with this policy. 

Guidelines §483,450(a)(1)(iii) 

"Client conduct" refers to any behavior, choice, action, or activity in which an individual may choose to engage 
alone or with others. The policy or "house rules" indude(s), for example: allowable individual conduct (e.g., 
swearing or cursing, freedom of choice in religion, consumption of alcohol, smoking, sexual relations), reasonable 
locations where this conduct mayor may not occur, and parameters for decision-making when an individual's 
choice conflicts with the group's choice (e.g., consensus, voting, taking turns, negotiation of differences). 

"House rules" on the other hand, may not authorize staff or other individuals served to use a"laundry list" of 
discipline techniques to control an individual's inappropriate behavior, without regard to individualized need. If it 
is determined that staff must use a tecrmique or intervention, then its use must be incorporated into an individual 
program plan that meets all applicable requirements specified in §483.450(b)-(e), Refer to W123, 

W27l 

§483.450(a)(1 )(iv) Be available to all staff, clients, parents of minor d-lildren, and legal guardians. W272 

§483.450(a)(2) To the extent possible, cl ients must participate in the formulation of 
these policies and procedures. 



FaC11 ity Practices §483.450(a)(2) 

Input and participation of the individuals residing in the facility has been obtained in developing/revising the 
policies and procedures 

W273 

§483.450(a)(3) CI ients must not discipline other cl ients, except as part of an organized system of 
self-government, as set forth in facility policy. 

§483.450(b)Standard: Management of Inappropriate Client Behavior W274 (b)(l) The 

facility must develop and implement written policies and procedures that 

govern the management of inappropriate client behavior. Facility Practices 

§483.450(b)(l) 

Programs and practices used to manage behaviors are consistent with written pol ic ies and procedures. 

Guidel ines §483.450(b)(l) 

Use of items, procedures, or systems wrlich are potentially stigmatizing to the individual or otherwise would 
represent asubstantia I departure from the behavior of comparable peers without disadd Iities, to control or prevent 
inappropriate behavior, falls under this requirement as well. (For example, requiring an individual to live in a 
locked residence and not providing the individual with a key, using a rligh crib witll bedrai Is for an adult who gets 
out of bed at night and wanders or upsets other individuals, requiring an individual who stl-ips off his clothes at 
inappropriate times to wear ajumpsuit turned backwards, or other oBI usages offashion.) 

These pol icies and procedures must be W275 consistent with tile provisions of paragraph (a) ofthis section. 

These procedures must-



W276 §483.450(b)(l)(i) Specify all facility approved interventions to manage inappropriate client behavior;
 

Facility Practices §483.450(b)(l )(i)
 

All positive as well as intrusive behavioral interventions approved for use in the facility are clearly stated in its
 
policy.
 

W277§483.450(b)(l)(i i) Designate these interventions on a hierarchy to be implemented, rangi ng from most
 

positive or least intrusive, to least positive or most intrusive; Facility Practices §483.450((b)(l)(ii)
 

There is a clear progression in how techniques are implemented from the most positive, functionally appropriate
 
approaches to most intrusive approaches authorized.
 

W278
 

§483.450(b)(1)(iii) Insure prior to the use of more restrictive techniques, that the client's record documents 
that programs incorporating the use of less intrusive or more positive techniques have been tried 
systematically and demonstrated to be ineffective; and 

Facility Practices §483.450(b)(l)(iii)
 

In emergency situations where an unanticipated behavior requires immediate protection of the individual or others,
 
the technique chosen is the least restrictive cl inically appropriate technique possible.
 

Based on a functiona I analysis of the behavior and the data resulti ng from use of positive/less restrictive 
techniques, there is cl inically sound, professiona Ily acceptedjustification before the imp lementation of any 
more restrictive techniques. 

Guidelines §483.450(b)(l)(iii)
 

You should see clear evidence tojustify the use of a more restrictive technique. Hlis requirement does not take
 
away the team's discretion to use teclmology which represents reasonable standards of good practice, but it does 
require that there be evidence thatjustifies any decision not to use a positive or less restrictive technique first. 



Based on extraordinary circumstances resulting in an emergency, afacility may need to use a more restrictive 
method of intervention to protect the individual and others from harm tllan is consistent with the hierarchy it has 
establ ished. This regulation does not prohibit a facility from using goodjudgment in U-lis situation. 

The surveyor should assess the use of emergency restrictive interventions to assure that the faci Iity could not have 
reasonably anticipated the behavior, and verify that the team has reviewed the individual program plan for its 
adequate attention to the problem precipitating the emergency measure. 

The facility is not required tojustify discontinuing the use of a more restrictive technique before initiating a less 
restl-ictive teclTlique, since the intent of the regu lation is to use the most positive, least intrusive technique possible. 

Probes §483.450(b)(l )(ii i) 

00 individuals observed with behavior problems (e.g., aggression, withdrawal, stereotypical, 
self-abusive) have individually designed behavior programs? 

Does the "maladaptive" behavior ever occur as an "appropriate" response given the individual's 
circumstances? 

How has the staff tried to determine what the individual is trying to accomplish or communicate by displaying 
the maladaptive behavior? How do they respond to the behavior and the need being communicated? 

Was the possibility addressed that the inappropriate behaviors might be an expression of a mental disorder? Was 
a medical and/or psychiatric consultation obtained, especially if a treatment program was unsuccessful for a 
reasonable length of ti me? 

Are there consistent positive reinforcement procedures used with individuals? What specific individual 
behaviors do staff report they are to reinforce or are observed to be reinforcing? 

Would environmental alterations alone reduce or eliminate the maladaptive behavior? Does the team consider 
attempting environmental changes before instituting a more restrictive program to control inappropriate 
behavior? 

Is there evidence of interventions to change the conditions which lead to inappropriate bellavior? 



§483.450(b)(l )(iv) Address the following: W279 §483.450(b) (l )(iv) (A) The use of time-out rooms; W280 

§483.450(b)(l) (iv)(B) The use of physical restraints; 

"Physical restraint" is defined as any manual method or physical or mechanical device that the individual cannot 
remove easily, and which restricts the free movement of, normal functioning of, or normal access to a portion or 
portions of an individual's body. Examples of manual methods include therapeutic or basket holds and prone or 
supine containment. 

Examples of mechanical devices include arm splints, posey mittens, helmets, and straightjackets. Excluded are 
physical gUidance and prompting techniques of brief duration and mechanical supports as defined in 
§483.440(c)(6)(iv) guidelines to position or support an individual. See also §483.450(d). 

W28l §483.450(b)(l )(iv)(C) The use of drugs to manage inappropriate behavior; 

"Drugs to manage inappropriate behavior" is defined as medications prescribed and administered for purposes of 
modifying the maladaptive behavior of an individual. See also §483.450(e). 

W282 §483.450(b)(l)(iv)(D) The application of painful or noxious stimuli; 

"Application of painful or noxious stimuli" is defined as a clinical procedure by which staff apply, contingent upon 
the exh ibition of ma ladaptive behavior, startl ing, unpleasant or painfUl sti l1lul i, or sti mu Ii that have a potentially 
nox ious effect. 

The application of painful or noxious stimuli is used as a last resort and only when documentation shows that 
implementation of consistent positive reinforcement methods have failed and that to withhold the procedure would 
cause irreparable Ilarm to the health of the individual or others. Discomfort to the individual should not extend 
beyond the point of application of the stimUli. There must be continuous monitoring while the procedure is in 
effect. The procedure must not result in physical or mental harm to the health and safety of the individual. 



W283 

§483.450(b)(1 )(iv)(E) The staff members who may authorize the use of specified interventions; W284 

§483.450(b)(1)(iv)(F) A mechanism for monitoring and controlling the use of
 
interventions.
 

As interventions become more restrictive, the specificity with which they must be explained increases, as does the 
intensity of the contro I establ ished by the faci Iity. This incl udes other techniques having si mi lar degrees of 
intrusiveness to those defined above, such as positive practice and overcorrection training of extended duration and 
satiation. 

W285 

§483.450(b)(2) Interventions to manage inappropriate cl ient behavior must be employed with 
sufficient safeguards and supervision to ensure that the safety, welfare and civi I and human rights of 
cl ients are adequately protected. 

FaC11 ity Practices §483.450((b)(2)
 

Monitming has insured that individual rights are protected.
 

Monitoring which is appropriate to tile type of intervention being used, is in place to assure that the individual
 
does not suffer unfavorable effects from the interventioll.
 

Probes §483.450(b)(2)
 

What mechanism does the facility use to ensure that approval does not extend longer than warranted?
 

To what extent is the special review committee involved in monitoring? Do the procedures deny requisite human
 

needs, such as sleep, shelter, beBI ing, or use of bathroom faci Iities?
 

Are rights denied in the absence of the required consent and approvals? Are drugs used to manage inappropriate
 

behavior monitored for unfavorable side effects?
 



§483.450(b)(3) Techniques to manage inappropriate client behavior must never be used W286 for 

discipl ina ry purposes, Faci Iity Practices §483.450(b) (3) 

No technique, whether a part of a formal program or in informal situations, is used as retaliation or retribution. 

Probes §483.450(b)(3) 

How commonly are these techniques used? What types of problems are they used for? 

Do these techniques continue to be implemented and/or authorized regardless of individual success on 
individual program plan oQjectives? 

Are restraints, time-out rooms or drugs used for environmental deficiencies (e.g., lack of staff, program structure)? 

W287 for the convenience of staff Facility Practices §483.450(b)(3) 

No technique, whether a part of a formal program or in informal situations, is used to compensate for lack of 
staff presence or competency. 

Probes §483.450(b)(3) 

Are the behaviors listed as problematic occurring only in certain situations, such as in living areas and on weekends, 
possibly indicative of understaffing? Are the problematic behaviors occurring during day programs, possibly 
indicative of inappropriate placement? 

Is there asystematic pattern showing restrictive technique usage occurring more frequently in units wllere staffing is 
not opti ma I? Where tllere is frequent staff turnover? 

Is usage tied directly to acarefully approved behavior reduction program? Or, is it in practice, a means of locking 
individuals at the convenience of staff or in tile absence of effective programming? 



W288 or as a substitute for an active treatment program, §483.450(b)(3) Facility Practices 

Any intervention used is tied to aspecific active treatment program which addresses both the inappropriate behavior 
and mechanisms to teach, improve, support, or substitute appropriate behaviors, 

§483.450(b)(3) Probes 

Does the program to control inappropriate behavior actually address the problems identified, or is it, in fact, a 
behavior control/punishment program that does not result in desired behavior outcomes? 

W289 

§483.450(b)(4) The use of systematic interventions to manage inappropriate client behavior must be 
incorporated into the client's individual program plan, in accordance with §483.440(c)(4) and (5) of this 
subpa rt. 

FaCility Practices §483.450(b)(4)
 

All behavior interventions/supports are part of the individual program plan,
 

All interventions are written as rigorously as other indiVidual program plan training oQjectives and, in
 
addition, include the extra provisions required by tags W238 and W239.
 

Probes §483.450(b)(4)
 

Are behavior programs demonstrably implemented in formal and informal settings alike as per the individual
 
program plan?
 

Is there acomplete description of the behavior occurring and evidence to show that as inappropriate behaviors
 
diminish, desired, appropriate behaviors increase??
 

Does the faCility change the program as individual behavior indicates?
 

Wilat speCific appropriate behaviors are being taught, improved, supported or substituted for the maladaptive
 
bellavior?
 



W290 §483.450(b)(5) Standing or as needed programs to control inappropriate behavior are not permitted,
 

Facility Practices §483.450(b)(5)
 

All interventions addressing the control of inappropriate behaviors arejustified by the functional assessment and
 
the current level of behavior,
 

Guidelines §483.450(b)(5)
 

Ongoing authorization for "programs" or "programmatic usages" of restrictive techniques, in the absence of
 
evidence tojustify such usage, constitutes a "standing" or "as needed program" to control inappropriate behavior,
 
and are therefore not permitted,
 

Probes §483.450(b)(5)
 

Is there a pattern of restl-ictive techniques used in tandem (e,g" an individual is released from time-out but is then
 
put in another type of restraining device)?
 

Is there a long term pattern of usage without discernible gains in individual .progress?
 

Do individual records contain "approved" programs incorporating restrictive techniques, yet there is: 

Only episodic frequency of the maladaptive behavior? 

Relatively rare usage of the restrictive technique? 

No previously tried and implemented positive strategies showing lack of success? 

§483,450(c) Standard: Time-Out Rooms W291 §483.450(c)(1) A client may be placed in a room 

from whicll egress is prevented only 

if the folloWing conditions are met: (c)(i) The placement is a part of an approved systematic time-out 

program as 

required by paragrapll (b) of H-lis section, (Thus, emergency placement of a client into a time-out room is not 

allowed,) (cHi i) The cl ient is under the direct constant visual supervision of designated staff. 



(c)(iii) The door to the room is held shut by staff or by a mechanism requiring constant pllysical pressure 
from a staff member to keep the mechanism engaged. 

Guidel ines §483.450(c)(1) 

The use of time-out rooms is effective only if the individual does not like to be removed from an activity or from 
people. Look for patterns of frequent. lengthy ti me-out usage which often ind icates that the environment is not 
reinforcing to the individual (i.e., the activities in and of themselves are not engaging, and/or the scheduled 
activities are potentially engaging yet the schedule is not implemented). If the individual who is in a time-out room 
engages in self-abuse, becomes incontinent or shows other signs of illness, staff should immediately discontinue the 
procedure and intervene. 

Verify whether or not anyone standing or lying in any position, in any part of the time-out room can be 
seen. 

Key locks, latch locks, and doors that open inward without an inside doorknob are not devices or mechanisms 
which require constant physical pressure from a staff member to keep a door sllut. and, tllerefore, are not permitted 
by the regu lations. 

Pressure sensitive mechanisms must al low staff to enter the room at the moment the need arises. 

Probes §483.450(c)(1) 

What reasons cause individuals to be placed in time-out rooms most frequently? Is there a pattern oftime-out 
usage? Wilat is it? 

On the average, how long are individuals placed in "time-out rooms"? Is time-out room usage extended on a 
routine basis? 

Does the frequency of time-out room usage indicate that isolation is more reinforcing to the individual than the 
environment? 

Are there plans to move to less restrictive means of modifying the behavior? 

Is criterion clearly specified for use/discontinuance of time-out rooms? What do staff do with individuals after 
they leave time-out rooms? 

Is usage directly tied to acarefully approved behavior reduction program or is it in practice a means of locking 
individuals at the convenience of staff or in the absence of effective programming? 



How do staff monitor individuals in time-out rooms? What do staff do if an individual in a time-out room 
screams? Engages in self-abuse? Becomes incontinent? Shows signs of medicalllilless? 

W292 §481450(c)(Z) Placement of a client in a time-out room must not exceed one hour, W293 

§481450(c)(3) CI ients placed in time-out rooms must be protected from hazardous
 

cond itions incl ud ing, but not lim ited to, presence of sharp corners and oQjects, uncovered Iight fixtures,
 

unprotected electrical outlets, Guidelines §481450(c)(3)
 

Adoorthatopens inward can potentially be held closed, either intentionally or inadvertently, by the individual in 
the room, tr-Iereby denying staff immediate access to the room, 

W294 §481450(c)(4) A record of time-out activities must be kept. Facility Practices §483,450(c)(4) 

The record accurately reflects planned (i,e" part of the individual program plan) and emergency usage and presents
 
a picture of events prior to, during, and following the use of time-out.
 

Probes §481450(c) (4)
 

Can staff show how long and frequently time-out has been used? Can staff describe what environmental variables
 

contributed to each time-out usage?
 



§483.450(d)Standard: Physical Restraints (d)(l) The facility may 

employ pllysical restraint only W295 

§481450(d)(l )(i) As an integral part of an individual program plan that is intended to lead to less restrictive
 
means of managing and eliminating the behavior for wrlich the restraint is applied;
 

Facility Practices §483,450(d)(l)(i)
 

The use of physical restraint is specified within the individual program plan,
 

Physical restraint is used only in response to aspecific type and/or severity of behavior and only for the amount of
 

time specified in the individual program plan, The plan is directed toward reducl:ion of the use of restraints,
 

Probes §481450(d)(l )(i)
 

What is the reason for the restraint? Does the individual program plan identify the type of restraint to be used?
 
Does the severity of the behaviorjustify its usage?
 

Does the facil ity consider factors otller tllan the individual in determining causes for need for restraints (e,g"
 
other individuals, staff, building noise, sufficiency of program structure)? .
 

Are there clear, performance-based linkages between use of restraints in practice and behavior programs that use
 
restraints? Or are restraints used in ways and at times other than prescribed in the individual's program?
 

W296 §481450(d)(l )(i i) As an emergency measure, but only if absol utely necessary to protect cl ient or
 

others from ir~ ury; or Faci Iity Practices §481450(d) (l Hi i)
 

Emergency pllysical restraint for an unanticipated type or severity of behavior is used only to prevent i!'}jury to
 
the individual or others,
 



Guidelines §483.450(d)(l)(ii) 

"Emergency measure" is defined as use of the least restrictive procedures and for the briefest time necessary to 
control severely aggressive or destructive behaviors that place the individual or others in imminent danger when 
those behaviors reasonably could not have been anticipated, and only as they are necessary within the context of 
positive behavioral programming. Examine closely how frequently "emergency measures" are employed. 
Repeated appl ications of such measures witllin short intervals of time, without subsequent incorporation into a 
written active treatment program, as required by §483.440(c), raises serious questions about the individual's receipt 
of active treatment and the individual's right to be free from unnecessary restraint. 

Probes §483.450(d)(l)(i i) 

Is there asystematic pattern of inc idents being called "emergencies" in order to apply restraints without use of 
an approved program? 

Are repeated emergency applications of restraints followed up with development of systematic behavior 
management programs? Is use of an emergency appl ication documented and reviewed by the OM RP or 
des ignee with appropriate follow-up? 

W297 

§483.450(d)(l )(iii) As a health-related protection prescribed by a physician, but only if absolutely necessary 
during the conduct of a specific medical or surgical procedure, or only if absolutely necessary for cl ient 
protection during the time that a medical condition exists 

Facility Practices §483.450(d)(l)(iii) 

Physical restraint is employed for medical reasons only when no other option is available or when no other option 
has proven effective in acrlieving the needed result for a particular ind ividual, based on input from the 101. 

In the presence of arestraint intended to be a health-related protection, there is an active medical condition at the 
time the physical restraint is used. 

Probes §483.450(d)(l)(iii) 

What do staff do to prepare individuals for medical or dental examinations in order to reduce the need for 
phys ica I or mechanica I restra ints? 

Have other options such as desensitization training, behavior shaping, intensive positive reinforcement 
environmental changes, etc. been tried? 



Are individuals routinely restrained before medical or dental examinations?
 

§483.450(d)(2) Authorizations to use or extend restraints as an emergency measure must be
 

Guidel ines §483.450(d)(2)
 

The faci Iity determines who may authorize use of emergency restraints.
 

W29S §483.450(d)(2)(i) In effect no longer than 12 consecutive hours; and Guidel ines §483.450(d)(2)(i)
 

The specific 12-hour authorization and re-authorization to use or extend usage of physical restraints does not
 
apply to restraints used as an integral part of the individual program plan or to those that qualify as a 
health-related protection, as defined in the regulation. 

W299 §483.450(d)(2)(ii) Obtained as soon as the client is restrained or stable, W300 §483.450(d)(3) The 

facility must not issue orders for restraint on a standing or as 

needed basis, Guidelines §483.450(d)(2)(ii) 

This refers to the reporting and retrospective authorization of the emergency measure when no prior use 
authorization could be obtained due to the seriousness and immediacy of the event . 

W301 

§483.450(d)(4) A cl ient placed in restraint must be checked at least every 30 minutes by staff trained in the 

use of restraints, W302 released from the restraint as quickly as possible, and 



W303 a record of these cllecks and usage must be kept Guidel ines §483.450(d)(4) 

The frequency of monitoring will vary according to the type and design of the device and the psychological and 
physical well-being of the individual. For example, an individual in four-point restraints might require constant 
monitoring while someone in soft mittens may require less frequent monitoring. It is also true that for some 
individuals, constant visual supervision would serve to reinforce the inappropriate behavior and thereby reduce the 
clinical effectiveness of using the restraint. However, in no case may the 30 minute time limit be extended. 

"As quickly as possible" means as soon as the individual is calm or no longer a danger to self or others. 

Probes §483.450(d)(4) 

Is there a pattern that individuals are placed in restraints repeatedly for 2-hour consecutive applications 
during the entire restraint authorization period? 

Does tile team decide whether constant or frequent monitoring is helpful or contraindicated for an 
individual? On wllat basis is this decision made? 

When staff apply restraints do they demonstrate proper usage per each individual's program? Is the use of 
restraints well documented to present a clear picture of the events prior to, during, and following its use? Is this 
information reviewed by the lOT and addressed? 

§483.450(d)(5) Restraints must be designed and used Probes §483.450(d)(5) . 

Is there documentation in an individual's record regarding contraindications, if any, to certain types of restraints? 

How will the individual's safety be ensured? How do staff decide which type of restraint to use for a particular 

ind ividua I? 

W304 so as not to cause physical irJJury to the client 



W305 and so as to cause the least possible discomfort. §483.450(d)(6) Opportunity for motion and exercise 

must be provided Guidelines 483.450(0)(6) 

"Motion and exercise" includes an opportunity for liquid intake and toileting, if needed by the individual. 

W306 

for a period of not less than lO minutes during each two hour period in which restraint is employed, 

Guidel ines §483.450(d)(6) 

In the presence of a restraint being worn during sleeping hours, surveyors must determine whether it is truly the 
nature of the individual's behavior which warrants this significant level of intrusion, or whether it in fact is a 
substitute for lower staffing during night time hours, The "motion and exercise" requirement applies to all restraints 
which restrict the range of motion of a limb orjoint. Therefore, for example, if a hel met is appl ied to protect a 
head wound during sleeping hours, and the individual's range ofmotion in the neck has not been affected, then this 
requirement does not apply, 

This requirement also does not apply to cases of medical restraints that are specifically ordered for the 
immobil ization of bones andjoints during the physica I hea Iing process involved with fractures, sprains, etc, (e,g" a 
broken bone immobil ized by a cast or sp lint), 

However, if a physical restraint was applied to an extremity to prevent an individual from removing 
post-operative sutures, the restraint would be required to be released every two hours for a period of not less 
than lO minutes, 

Even thougll usage of mechanical supports, defined at §483,440(c)(6)(vi), may confine the movement of an 
individual, W306 does not apply to sud-I usage, 

W307 and a record of such activity must be kept. §483.450(d)(7) Barred enclosures 



W308 must not be more than three feet in height and W309 must not have tops. 

Probes §483.450(d) (7) 

For what reason does staff use barred enclosures? How long do individuals remain in these devices? What other 

interventions have been tried? Are use of these enclosures incorporated into individually designed plans, aimed at 

elimination of the behavior causing the need? 

§483.450(e) Standard: Drug Usage W3l 0 (e)(l) The facility must not use drugs in doses that 

interfere with the individual 

client's daily living activities. Facility Practices 

§483.450(e)(1 ) 

Individuals who are receiving medications are alert and available for participation in daily living activities, unless a 
well-documented condition (e.g., significant seizure activity) warrants the use of medication in sedating quantities 
to adequately control that cond ition. 

Guidelines §483.450(e)(1) 

Section 483.450(e)(1) applies to all medications, including medications prescribed to control inappropriate 
behavior. 

Overmedication occurs for many reasons. For medications prescribed to control maladaptive behavior, the most 
common reasons are: the individual's maladaptive behavior may not be responsive to drugs (e.g., if an individual 
has anon-drug-responsive form of self i~ury, then use of psychotropics may simply lead up to maximum drug 
doses without suppressing the behavior), drug therapy may be exacerbating the behavior (e,g., if a drug-induced 
side effect is mistaken for agitation, then the physician may mistakenly believe that the individual is 
undermedicated and inuease the dose). presence of polypharmacy within the same drug class may result In adrug 
dose that would exceed the maximum daily limit for anyone drug, the individual may be receiving too frequent 
i~ections which may result in significant drug accumulation over time, and the use of daily medication plus PRN or 
stat (one time) doses may result in greater than the recommended daily doses being prescribed (especially since 
intramuscu lar admi nistration may be up to four times as potent). Overmedication maya Iso occur as a result of the 
interaction between drugs, whether these drugs were prescribed for control of inappropriate behavior, or for a 
physical or medical condition. 



Administration of PRN Or stat doses for periods greater than a few weeks may indicate that the individual's daily 
dose is sub-therapeutic, the problem wi II not respond to the presnibed drug or the drug is exacerbating the 
problem. Insuch instances, the surveyor should verify whether or not tile drug regi men has been reassessed. 

Probes §481450(e) (l) 

Are individuals who receive medications lethargic and inactive during the day? If so: 

How long has the individual been on medication? 

• How long have the overt behaviors of lethargy and inactivity been noticed? 

• Have there been any attempts to taper the medication down? 

Is there evidence that the medication helps to facilitate the individual's participation in his/her individual 
program plan o~ectives? 

§483.450(e)(2) Drugs used for control of inappropriate behavior must W311 be approved by the 

interdisciplinary team and Facility Practices §481450(e)(2) 

The physician and other team members have discussed the risks and benefits of the medication to address the 
target behavior/symptoms, and has approved the use of the drug as being consistent with the active treatment 
program. 

W312 

be used only as an integral part ofthe client's individual program plan that is directed specifically 
towards the reduction of and eventual elimination of the bellaviors for which the drugs are employed. 



Facility Practices §483.450(e)(2) 

The individual program plan identifies the drug usage and how it may change in relation to progress or regression 
in the oQjective. 

The individual program plan contaills specific criteria for any PRN usage. 

Guidel ines §481450(e)(2) 

For drugs to be an effective therapeutic tool, they must be prescribed only to the extent that they are necessary for 
normal medical management of the individual. 

In an emergency, a physician may authorize the use of adrug to control an inappropriate behavior. However, orders 
for conti nued emergency drug usage cannot conti nue unt iI the team gives approval and the drug's usage has been 
included in the plan. Psychotropic drug therapy may not be used outside of an active treatment program targeted to 
eliminate the specific behaviors which are thought to be drug responsive. 

Although only aphysician can prescribe medication, the decision to use medication for control of behavior must be 
based on input from other team members, W329 and W330 address the physician's participation in the person's 
individual program plan as part of the interdiscipl inary team. The interdiscipl inary team involvement in this 
decision-making process is inextricably Iinked to an obligation to develop and implement effective non-drug 
interventions that address the targeted bellavior. This obi igation requires constant mon itoring of the non-drug 
interventions to determine its efficacy, and to determine whether thejudicious use of drug therapy may at times be 
appropriate, 

Individuals who receive psychoactive drugs for behaviors associated with a diagnosed mental disorder, require 
an active treatment program designed to reduce, ameliorate, compensate or eliminate tile psychiatric symptoms. 
The psychiatric diagnosis must be based on acomprehensive psychiatric evaluation in which the evidence 
supports the conclusion of a psychiatric diagnosis as required by W212. The focus of active treatment in this 
instance, would be on the mental health of the individual. 

Drugs from categories otherthan the principle drug classes that have behavior controlling properties (e.g" 
antipsycllotic, antianxiety, and antidepressants) are sometimes used to control inappropriate behavior. Examples 
include the use of propranolol (Inderal), which is classified as an antihypertensive and antianginal drug, for 
self-ir}jurious behavior, and carbamazepine (Tegretol), which is an anticonvulsant for aggression. The regulation 
was written to encompass any drug when its use is for purposes of controlling inappropriate behavior. This 
requirement does not apply to d1-ugs, such as propranolol, when they are used to treat medical conditions. 
However, if their use (e.g. dose, duration, etc.) ind icates that they are being used to control inappropriate behavior, 
the interdiscipl inary team must be involved in tile decision to use them, and they must be incorporated into the 
active treatment program plan. 



In order for an individual to receive dental or medical treatment the physician may need to prescribe a sedative as 
part of the normal medical management for that individual. This situation, occurring rarely, would not require an 
active treatment program targeted toward elimination of the behavior. The decision to use sedation for medical 
appointments must be made on an individual basis, and with input from the interdisciplinary team. When the 
individual is regularly exhibiting behaviors that are interfering with the addlity to receive routine medical and 
dental treatment then use of the sedative is required to be incorporated into aspecific active treatment program. 

Probes §483.450(e)(2) 

Is tllere documentation that alternative interventions have been considered and tried where appropriate? 

Is there apattern of presuiption of tile same drug used for many individuals, regardless of the problem? 

Is the overall rate of psychotropic medication usage appropl-iate to the nature of tile population served (e.g., in 
relation to case mix)? 

Is there evidence that the individual can be and is placed on psychotropic medications without a full review and 
the protection processes of these requirements? 

Is there an identifiable working mechanism to reduce or eliminate the need for psychotropic drug use on each 
affected individual? Are data collected so that the effect of drug usage can be assessed? 

Does the physician, psychologist pharmacist nurse, and other program and health staff work together to reduce 
psychotropic drug Uti Iization? 

Are drug reduction plans actually implemented as indicated by react-ling criteria in the behavior management 
programs? 

W313 

§483.450(e)(3) Drugs used for control of inappropriate behavior must not be used until it can bejustified that 
tile harmful effects of the behavior clearly outweigh the potentially harmful effects of the drugs, 

Facility Practices §483.450(e)(3) 

The risk(s) associated with the drug bei ng used is consistent with the type and severity of the behavior/symptoms it 
is intended to affect. 



§483.450(e)(4) Drugs used for control of inappropriate behavior must be (e)(4)(i) Monitored closely, W3l4 

in co~ unction with the physician and. the drug regimen review requirement at §483.460D), Faci Iity Practices 

§483. 450(e)(4Hi) 

The physician and the pharmacist regUlarly review use of medication for its effectiveness in changing the targeted 
behavior/symptoms, untoward side effects, contraindications for continued use, and communicate this information 
to relevant staff. 

W3l5 for desired responses and adverse consequences by facility staff; and Facility Practices 

§483. 450 (e)(4)(i) 

Staff are aware of what response the drug is expected to achieve, what side effects to watch for, and 
communicate this information to the appropriate persons. 

Guidelines §483.450(e)(4)(i) 

Unless the physician regularly evaluates the individual and meets with those who work most closely with the 
ind ividual to review treatment progress, it wi II be difficultto assess whetherthe ind ividua I responded positively to 
the treatment. 

Since each drug has aspecific profile of side effects, potential reactions should be looked for by direct examination 
and questioning. It is important that everyone WllO works with the ind ividua I be aware of the conc lusion drawn 
from these drug reviews. 

In addition to monitoring at regular intervals, the individual Sllould be assessed at the time the medication is 
changed, as well. Individuals receiving long term antipsychotic drug therapy should be examined regularly for 
motor restlessness, such as Parkinsonian symptoms or tardive dyskinesia. 

Probes §483.450(e)(4)(i) 

How does the physician monitor usage of drugs prescribed and is this monitoring and decision-making for drug 
usage a part of the team process or is it done in isolation by the medical staff? Is there sufficient time for the 
physician to review the individuals with the team? 



What do staff report about tile medications the individual receives? Their purpose? Side effects? What would they 
do if side effects suBlenly appeared (e.g., extrapyramidal side effects in a person on anl:ipsychotic drugs)? 

Is there evidence thatthe effects of the therapeutic intervention are being assessed and modified inligllt of the 
presence or absence of the des ired response? In Iight of the emergence of side effects? 

§483.450(e)(4)(ii) Gradually withdrawn W316 at least annually Facility Practices §483.450(e)(4)(ii) 

A gradual withdrawal occurs annually or sooner if warranted by progress to the criteria for reduction established in 
the individual program plan, by the particular drug wl-Iich is being used, or the specific condition for wrlicll tile 
drug is being prescribed. 

W317 in a carefully monitored program conducted in corJJunction with the interdisciplinary team, unless 

cl inica I evidencejustifies that this is contraindicated. Faci Iity Practices §483.450(e)(4)(i i) 

The IDT is aware of and involved in planning the drug reduction program and participates in its 
implementation and monitoring. 

Progress or regression of the ind ividual is monitored and taken into consideration in determining the rate of 
withdrawa I and wllether to conti nue withdrawa I. 

In the absence of an annual drug withdrawal program, tllere must be strong, oQjective clinical evidence (e.g., 
results of previous reduction, research-basedjustification, etc.) wl-lich supports that decision. Changes in tile 
individual, his environment or program is taken into consideration in determining the val idity of tllis evidence. 

Guidelines §483.450(e)(4)(ii) 

Planned drug withdrawals must be carefully instituted. For example, usage of antipsychotic drug therapy 
may not only cause tardive dyskinesia but may mask the clinical manifestations of tardive dyskinesia during 
treatment. 



This requirement applies only to drugs prescribed to modify behavior; therefore, if TrlOrazine is prescribed to 
decrease aggressive behavior, the annual drug withdrawal requirement applies. However, if Pllenobarbital is 
presCi-ibed to prevent seizures, or Insulin is prescribed to control diabetes, then this requirement does not apply, 

In determining wllether there is clinical contraindication to the annual drug withdrawal, the physician and 
interdisciplinary team should consider the individual's clinical history, diagnostic/behavioral status, previous 
reduction/discontinuation attempts, and current regimen effectiveness. The individual's current clinical status or 
the nature of apsychiatric illness may indicate that gradual withdrawal of the drug is unwise at this time. It is not 
acceptable, however, to preclude agradual drug withdrawal for a person, including a person with a psychiatric 
impairment, merely because of the possibi Iity that his or her behavior may be exacerbated, Data which shows a 
direct relationship between past attempts at withdrawal, and an increase in the targeted behavior or symptoms 
should be available to support the decision not to attempt agradual withdrawal. This data should reflect the 
programmatic interventions utilized to respond to the behavior pl-ior to determining that gradual withdrawal is 
contraindicated, The team should periodically reevaluate the decision not to attempt a gradual withdrawal based on 
the individual's progress or other changes in clinical status. 

Probes 483.450(e)(4)(ii) 

Are staff aware of possible withdrawal symptoms, and are plans developed to assist the individual through these 
periods of stress? 

Is drug therapy prescribed for an indefinite period of time? 

W318 §483.460 Condition of Participation: Health Care Services Compliance Principles 

§483.460 

The Condition of Participation of Health Care Services is met when: 

- Individuals receive preventative services and prompt treatment for acute and chronic health conditions; and 

-Individuals' health is improved or maintained unless the deterioration is due to a documented clinical 
condition for which deterioration or lack of improvement is an accepted prognosis. 

The Condition of Participation of Health Care Services is not met when individuals do not receive adequate 
health care monitoring and services, including appropriate and timely follow-up, based upon their individual ized 
need for service. 



§483. 460(a) Standard: Physician Services W319 (a)(l) The facility must ensure the avai laddl ity of 

physician services 24 hours a day.
 

Guidelines §483.460(a)(1)
 

Procedures must be established that provide steps to be followed when the designated physician is not available.
 

Staff should be aware of procedures for contacting physicians in the event of an emergency.
 

W320
 

§483.460(a)(2) The physician must develop, in coordination witrllicensed nursing personnel, a medical care
 
plan of treatment for aclient if the physician determines that an individual client requires 24-hour licensed
 
nursing care.
 

Guidelines §483.460(a)(2)
 

The use of a medical care plan is intended only for those who are so ill or so at medical risk that 24-hour
 
licensed nursing care is essential. A medical care plan need not be developed unless the individual requires 
Iicensed nursing care around the clock. Thus, ind ividuals with chronic. but stable health problems such as controlled 
epilepsy, diabetes, etc. do not require a medical care plan. 

It is not required that an individual have a Ilealth deficit and/or a medical care plan in orderto receive CF/BI 
services. The regulation is sufficiently flexible tllat the entire range of individuals, from those in good physical 
health to those who are very medically fragi Ie, may be served. 

A medical care plan may be temporary, in that it may be established to address acute health problems and then 
discontinued when those problems are resolved. 

W321 This plan must be integrated in the individual program plan, Facility Practices §483.460(a)(2) 

The med ical care plan is a part of the IPP and, therefore, known and available to the inter -d iscip Iinary team 
(lOT) and all staff working with the individual. 



Training programs take into consideration medical needs/status. 

§483.460(a)(3) The facility must provide or obtain W322 preventive and general care as well as annual 

physical examinations of each client 

that at a minimum include the following Facility Practices
 

§483.460(a)(3)
 

The individual receives the services indicated by his/her health status.
 

There is follow-up to recommendations for referrals to special ists, specific examinations or evaluations, and
 
treatments.
 

Guidel ines §483.460(a)(3)
 

Medical services are provided as necessary to maintain an optimum level of health for each individual and to
 
prevent disaddlity. Medical services include evaluation, diagnosis and treatment as needed, by individuals.
 

Medical services, inclUding sources for laboratory, radiology, and other medical and remedial services available to
 
the individual must be provided if not provided in-house. There must be awritten agreement tllat specifies the
 
responsibilities of the facility and outside provider. (See §483.410(a).)
 

Probes §483.460(a) (3)
 

Are referrals made to other special ists when appropriate? Are referrals followed up? Are women provided with
 

gynecological services? Are individuals referred to neurologists, if they have poor seizure control over a long
 

period of time? A noted toxicity of seizure medications? Are individuals with apparent mental illness (e.g.,
 

depression, psychosis, obsessive/compulsive disorder) referred to specialists for proper diagnosis and treatment?
 

W323 §483.460(a)(3)(i) Evaluation of vision and hearing; 



Facility Practices §483.460(a)(3)(i) 

The ind ividua I receives ascreening of vision and hearing at least annually. 

Observation, documentation, or interview indicates that any vision or hearing problems wilicll are suspected by 
staff are reported and follow-up assessments done. 

Special studies are conducted in accordance with the timeframe recommended by the relevant specialist when 
more traditional approaches to evaluation cannot be conducted. 

Guidel ines §483.460(a)(3)(i) 

Trlis standard is intended to be an annual screening so that individua Is who need further indepth examination can 
be identified. If hearing screens are conducted annually by speech-language pathologists or audiologists the 
physical exam does not need to repeat this information. . 

Information relevant to knowing if tile ind ividua I can see or hear, and how well, is tantamount for designi ng an 
appropriate active treatment strategy responsive to need. 

Ifan individual's vision or hearing can only be assessed through examinations conducted by specialists (e.g., 
comprehensive ophthalmological examinations and evoked response audiometry (ERA)), these tests need not be 
conducted yearly, but rather upon specialist's recommendations. In such situations determine if yearly, the team 
evaluates the individual's vision and hearing response behaviors for change, and makes referrals, ifnecessary. 

Probes §483.460(a) (3) (i)
 

Do assessments of vision and hearing include acuity measures, as well as physiological measures, as appropriate? .
 

W324 

§483.460(a)(3)(ii) Immunizations, using as a guide the recommendations of the Public Health Service 
Advisory Committee on Immunization Practices or of the Committee on the Control of Infectious 
Diseases of the American Academy of Pediatrics; 

Guidelines §483.460(a)(3)(ii) 

These immunization guides can be obtained from the American Academy of Pediatrics, Elk Grove, IL, telephone: 
(708) 228-5005, or from the Centers for Disease Control, Division of Immunization Center for Preventive 
Services, telephone: (404) 639-82l5. 



W325 §483.460(a)(3)(iii) Routine screening laboratory examinations as determined necessary by the 

physician, Guidelines §483.460(a)(3)(iii) 

This does not preclude screening tests available to the general public such as tests for urine sugar. 

Probes §483.460(a) (3) (i i i) 

Has physicianjustification been provided when the physician determines that a standard laboratory test is not 
necessary for the individua'l? 

W326 and special studies when needed; W327 §483.460(a) (3)(iv) Tuberculosis control, appropriate to the 

facility's population, and 
in accordance with the recommendations of the American College of Chest Physicians or the section 
on diseases of the chest of the American Academy of Pediatrics, or both 

Facility Practices §483.460(a)(3)(iv) 

When one or more individuals display tuberculosis (T8) symptoms, as substantiated by positive lab/x-ray results, 
appropi-iate treatment and precautions are in place. 

Guidelines §483.460(a)(3)(iv) 

These recommendations can be obtained from the American Academy of Pediatrics, Elk Grove Village, IL, 
telephone: (708) 228-5005, or the Amel-ican College of Chest Physic ians, l\Jorthbrook, IL, telephone: (708) 
498-1400, 

The American College of Chest Physicians and the American Academy of Pediatl-ics endorse the recommendations 
of the Center for Disease Control and Prevention, Guidelines for Preventing the Transmission of Tuberculosis in 
Health Care Facilities, (most recent edition). The facility should have in place a system appropl-iate to its population 
for the identification, reporting, investigation, and control of T8 in order to prevent its transmission within the 
facil ity. This system should include policies and procedures for screening new employees, new clients, and other 
people who interact on a consistent basiswith ind ividuals residi ng in the faci Iity; for reporting positive T8 test 
results to the appropriate State authorities; for the investigative procedures that would be put in place should an 
individual or staff person test positive for T8; and for the evaluation of the effectiveness of the entire system. 
Tilere shoulcl be arrangements with outside service providers, when needed, to ensure that any individual who tests 
positive for T8 wi II receive appropriate medical treatment. Also, the system should address the issue of any staff 
member who tests positive for TB. The Occupational Health and Safety Administration (OSHA) requirements 
regarding exposure control plans and activities may also apply. 



W328 

§483.460(a)(4) To the extent permitted by State law, the facility may utilize physician assistants and 
nurse practitioners to provide physician services as described in this section. 

§483.460(b) Standard: Physician Participation in the Individua I Program Plan 

A physician must participate in 

W329 

(b)(l) The establishment of each newly admitted client's initial individual program plan as required by 
'§456.380 of this chapter that specifies plan of care requirements for ICFs; and 

§483.460(b)(1) Guidel ines 

During the admission process, which extends from the time the individual is admitted to tile time the initiallPP is 
completed, a physician is required to ensure that an assessment of the individual's medical status is thoroughly 
considered and addressed by the team as it develops the IPP. The physician's input may be by means ofwritten 
reports, evaluations, and recommendations. 

42 CFR 456.380 requires that aphysician must establish awritten plan of care for each applicant or recipient before 
admission to an ICF. This is done in corJjunction with the interdiscipl inary team. (See §483.440(c).) The written 
plan of care required by §456.380 and the IPP required by §483.440(c) may be the same document. which can fulfi II 
boH'1 requirements. 



W330 

§483.460(b)(2) If appropriate, physicians must participate in the review and update of an individual program 
plan as part of the interdiscipl inary team process either in person or througll written report to the 
interdisciplinary team, 

Faci Iity Practices §483,460(b)(2) 

Based on the needs and health status of the individual, the physician participates in the IPP review and update in 
such a way as to ensure accurate and appropriate consideration ofthe individual's health status and functioning in 
the plan's creation and implementation. 

Guidel ines §483.460(b)(2) 

The need for physician participation is determined by the medical needs of the individual, . 
How the participation (whether through written report telephone consultation, attendance at the meeting, 

etc,) is to be accomplished is left to the discretion of the facility, 

§483.460 (c) Standard: Nursing Services W33l The facility must provide clients with nursing 

services in accordance with their needs, Facility Practices §483.460(c) 

Individuals on a medical care plan receive 24-hour nursing service as indicated by that plan, 

Individuals not on a medical care plan receive services as indicated by the assessment, the IPP, and in 
accordance with any changes in health status, 

These services must include W332 §483.460(c)(1) Participation as appropriate in the development, review, 

and update
 
of an individual program plan as part of the interdiscipl inary team process; Faci Iity Practices §483.460(c)(1)
 



A Iicensed nurse participates as amember oftlle lOT in the IPP process for all individua Is on a medical care plan
 
and, if individual needs dictate, for other individuals as well.
 

Guidel ines §483.460(c)(1)
 

Unless the individual is on a medical care plan, this participation may be through a written report.
 

W333 

§483.460(c)(2) The development, with a physician, of a medical care plan of treatment for a client when the
 
physician has determined that an individual client requires such a plan;
 

§483.460(c)(2) Guidel ines
 

See also W416,
 

§483.460(c)(3) For those clients certified as not needing a medical care plan, a review of their health status 

which must W334 §483.460(c)(3)(i) Be by a direct physical examination; Guidelines §483.460(c) (3)(i) 

A direct physical examination means a visual review of the body as well as examination of body systems that mis' 
be necessary, This includes observing for any clues (including visual. tactile, nonverbal gestures, grimaces, etc.) to 
detect if there is a potential for needed follow-up and monitoring. A paper review of the individual's medical 
record and health statistics is not adirect physical examination. 

If an individual is on a medical care plan, it is not necessary to perform the quarterly direct nursing physical 
examination. 

Probes §483.460(c)(3)(i) 

An example of a body system review is foot care, and appropriate questions to ask in assessing the status of foot 
care would be: 

Is there evidence of abnormal swell ing? 
•	 Is skin supple? 

Are there signs of skin cracking or breaking? 
•	 Are ulcers present? 

Is fungus present? 
•	 Are tllere signs of ingrown nails? 
•	 Are na iIs pa infu I when pressed? 



• Is there dampness between toes? W335 §483.460(c)(3)(ii) Be by a licensed nurse; Guidelines 

§483.460(c) (3) (i i) 

The term "licensed nurse" for purposes of this requirement means a registered nurse, a Iicensed practical nurse 
or a Iicensed vocational nurse. A faci Iity is allowed to use a physician, in place of a Iicensed nurse, aIthough this 
is certainly not required. 

W336 §483.460(c)(3)(iii) Be on a quarterly or more frequent basis depending on client need; Guidelines 

§483.460(c)(3)(i i i) 

"On a quarterly basis" means that the examination must be performed within the month in which the end of the 
quarter falls, If during tile course of ayear, there were three examinations conducted by a licensed nurse and one 
annual examination performed by a physician, each of which is performed within the month in which the end of the 
quarter or year falls, the intent of H"lis requirement is met. 



W337 §483.460(c)(3)(iv) Be recorded in the client's record; and Guidelines §483.460(c)(3)(iv) 

The record includes the date of the exam. 

W338 §483.460(c)(3)(v) Result in any necessary action (including referral to a physician to address client 

health problems). Facility Practices §483.460(c)(3)(v) 

The nurse makes appropriate referrals and communicates or addresses problems if the quarterly exam yields 
physical findings considered abnormal or atypical for the individual. 

This communication results in timely changes in the individual's health care when needed. 

Guidel ines §483.460(c) (3)(v) 

Some physical findings discovered by the nurse while conducting the physical exam wi II not necessari Iy result in 
referral to the physician. This practice is acceptable if the nurse is acting within the scope of the Nurse Practice Act 
of the State in which he or she is licensed. 

Probes §483.460(c)(3) (v) 

What is the feedback mechanism to the physician? Is there atraceable relationship between facility staff and 
physicians that results in timely changes in individuals' health care? 



W339 §483.460(c)(4) Other nursing care as prescribed by the physician or as identified by cl ient needs; and 

Facility Practices §483.460(c)(4) 

Health and wellness are actively promoted, problems are attended to before they become serious, and steps are 
taken to prevent the recurrence of such problems while responding promptly to individual's needs. 

Nursing interventions are implemented as required by the IPP.
 

Guidelines §483.460(c)(4)
 

Tilis includes nursing care for individuals without a medical care plan.
 

Probes §483.460(c)(4)
 

Is skin integrity maintained and breakdown prevented?
 

Are measures used to prevent skin breakdown (e,g., padding pressure points, use of emollients)?
 

§483.460(c)(5) Implementing with other members of the interdisciplinary team, appropriate protective
 
and preventive health measures that include, but are not Iimited to
 

W340 

§483.460(c)(5)(i) Training clients and staff as needed in appropriate health and hygiene methods; 

Facility Practices §483.460(c)(5)(i) 

Individuals and staff receive direct training in how to care for health needs/conditions, personal hygiene, health 
ma intenance, and disease prevention. 

Individuals are trained in areas such as taking medicine, sexuality, family planning, prevention of sexually 
transmitted diseases, control of other infectious diseases, self-monitoring of health status and self-prevention of 
health problems, etc., when such training is relevant to the needs of the individuals. 



Guidelines §483.460(c)(5)(i) 

Faci Iity staff need to know whatthe Ii mits of their responsibi lities are with medically involved individuals, and how 
to teach individuals on acontinuing basis how to take care of minor accidents until further care can be provided, 

W341 

§483,460(c)(5)(ii) Control of communicable diseases and infections, including the instruction of other 

personnel in methods of infection control; and W342 §483.460(c)(5)(iii) Training direct care staff in 

detecti ng signs and symptoms of 

illness or dysfunction, first aid for accidents or illness, and basic skills required to meet the health needs of 

the clients, Facility Practices §483,460 (c)(5)(iii) 

Direct care staff receive training in skills relevant to the population of individuals served by tile facility, 

§483,460(d) Standard: Nursing Staff W343 (d)(l) l\Jurses providing services in the facility must 

have a current Iicense to 

practice in the State, W344 §483,460(d) (2) The faci Iity must employ or arrange for Iicensed nursing services 

sufficient to care for clients' health needs including those clients with medical care plans. Facility Practices
 

§483, 460(d) (2)
 

The faci Iity provides for nursing services based on the health needs and conditions of individuals residing there,
 

Individual health care needs are being met in a timely manner by the available nursing staff. .
 



Guidel ines §483.460(d)(2) 

Ineva luati n9 whether or not there is sufficient licensed nursi ng staff, eva luate the need fOI' licensed nursi ng care 
represented by the health characteristics of the individuals served (as described in physical exam results, IPPs, and 
medical care plans) in relation to the competency and qualifications represented by the staff who provide care 
(through the onsite survey). Make ajudgment about the sufficiency of nursing staff to care for this particular 
population. 

Survey Procedure §483.460(D)(2) 

In most circumstances, when one or more individuals in the facility require a medical care plan (i.e., the medical 
risk of an individual is so potentially life threatening that the individual requires continuous licensed nursing care in 
order to ensure his or her health and safety,) then that individual's needs are such that licensed personnel must be 
present.
 
In the presence of such asituation, validate that 24-hour on duty staffing patterns of licensed personnel are
 

provided.
 

W345 

§483.460(d)(3) The facility must utilize registered nurses as appropriate and required by State law to 
perform the health services specified in this section. 

W346 

§483.460(d) (4) If the faci Iity uti Iizes only licensed practica I or vocationa I nurses to provide health services, it 
must have a formal arrangement with a registered nurse to be avai lable for verbal or onsite consultation to 
the licensed practical or vocational nurse. 

W347 

§483.460(d)(5) Non-licensed nursing personnel who work with clients under a medical care plan must 
do so under the supervision of licensed persons. 

§483,460(e) Standard: Denta IServices 

W348 

§483.460(e)(l) The facility must provide or make arrangements for comprehensive diagnostic and treatment 
services for each client from qualified personnel, including licensed dentists and dental hygienists either' 
through organized dental services in-house or through arrangement. 



W349 

§483.460(e)(2) If appropriate, dental professionals must participate, in the development review and 
update of an individual program plan as part of the interdiscipl inary process either in person or 
through written report to the interdisciplinary team. 

Facility Practices §483.460(e)(2) 

Based on the needs of the individual, dental personnel participate in development and monitoring the IPP to 
ensure accurate and appropriate consideration of the individual's dental needs in the plan's design and 
implementation. 

W350 §483.460(e)(3) The facil ity must provide education and training in the maintenance of oral health.
 

Faci Iity Practices §483.460(e)(3)
 

Training in the maintenance of oral hygiene is provided to individuals who require it, and to those who are
 
responsible for carrying out such activities.
 

§483.460(f) Standard: Comprehensive Denta I 0 iagnostic Services Comprehensive dental
 

diagnostic services include W351 §483.460(f)(1) A complete extraoral and intraoral examination, using all
 

diagnostic
 
aids necessary to properly evaluate the client's condition not later than one month after admission to the
 
facility (unless the examination was completed within twelve months before admission);
 

Guidelines §483.460(f)(1)
 

A "month" is defined as the interval between the date of admission and close of business of the correspond ing day
 
in the following month.
 

§483.460(f)(2) Periodic examinationand diagnosis performed Guidelines §483.460(f)(2)
 



The requirement applies to all individuals (including those without teeth), and more frequently as dictated by 
the individual's needs. 

W352 at least annually, W353 including radiographs when indicated and detection of manifestations of 

systemic 

disease; and W354 §483.460(f)(3) A review of the results of examination and entry of the results in the 
client's dental record. 

§483.460(g) Standard: Comprehensive Dental Treatment 

The faci Iity must ensure comprehensive dental treatment services that include
 

Guidel ines §483.460(g)
 

Comprehensive dental treatment might include, but is not limited to:
 

1. Periodic examination and diagnosis, including radiographs, when indicated and detection of all
 
manifestations of systemic disease;
 

2.Elimination of infection or life hazardous oral conditions, oral cancer, or cellulitis;
 

1, Treatment of irJjuries;
 

2, Restoration of decayed or fractured teeth;
 

3. Retention or recovery of space between teeth in children, when indicated;
 

4. Replacement of missing permanent teeth, when indicated; and
 

5. Appropriate pain control procedures for optimal care of the patient.
 



W355 

§483.460(g)(l) The avalladdl ity for emergency dental treatment on a 24-hour-a-day basis by a licensed 

dentist; and W356 §483.460(g)(2) Dental care needed for relief of pain and infections, restoration of 

teeth, and maintenance of dental health. Probes §483.460(g)(2) 

Are individuals' dental needs neglected until there is pain or other emergency? 

Do examinations indicate that services were furnished, rather than notes indicating that the individual was "unable 
to be examined" or "as best as can be determined?" 

§483.460(h) Standard: Documentation of Dental Services §483.460(h)(l) If the facility maintains 

an in-house dental service, the facility must W357 keep a permanent dental record for each client W358 

with a dental summary maintained in the client's living-unit 

Guidelines §483.460(h)(l) 

A "dental summary" means a brief written report of each visit to the dentist and includes any care instructions to be 
followed-up by faci Iity staff as a result of treatment. 

§483.460(h)(2) If the facility does not maintain an in-house dental service, the facility must W359 obtain a 

dental summary of the results of dental visits 



W360 and maintain the summary in the client's living unit. Guidelines §483.460(h)(2) 

The dentist used by the faci Iity must agree to release the records and fi na I recomme ndations for future care 
when the individual is discharged or discontinues service with the dentist. 

§483.460(i) Standard: Pharmacy Services 

W36l 

§483.460(i) The facility must provide or make arrangements for the provision of routine and emergency 
drugs and biologicals to its clients. Drugs and biologicals may be obtained from community or contract 
pharmacists or the facility may maintain a licensed pharmacy. 

Guidel ines 483.460(i)
 

Emphasis is placed on the provision of the service, and not on its method of del ivery.
 

Whether the faci Iity uti Iizes the un it dose, individ ua I prescription or a comb ination of these systems, or whether the
 
faci Iity has its own pharmacy or provides the service through arrangement with a community pharmacy, the
 
emphasis is on the accuracy of the drug distribution system and the effectiveness of the drug therapy.
 

§483.460U) Standard: Drug Regimen Review W362 §483.4600)(l) A pharmacist with input from
 

the interdisciplinary team must review
 

the drug regimen of each client at least quarterly. Facility Practices
 

483.4600)(l )
 

The lOT provides the pharmacist with relevant input for the drug regimen review (e.g., changes in behavior, new
 
medication the person has begun taking, etc.).
 

Reviews are performed as often as individual need dictates, but not less than quarterly.
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Introduction 

This booklet describes Indiana Medicaid Home and Community-Based services Waiver Programs as well as 
other home and community services that help adults and children with disabilities (of any age) receive the 
supports they need to live, work and recreate in the community. 

The Waiver services described may be revised and changed at any time, depending upon future legislative 
action or administrative decisions. If the information you receive from another source differs from this 

, booklet it may be because Qfactual changes, or because the p~rson you asked is not aware of the changes. 
It is always best to check further before relying on information from asingle source. 

Thank you for your interest in learning more about Indiana's Medicaid Waivers for Home and Community-
Based Services. ' 

Your Feedback Requested! 

, Please"complete and return the evaluation form at the back ofthe booklet Your feedback will help us to 
determine whether this booklet meets your needs for information and ways it can be improved. 

Accessible Formats and Additional Copies 

Additional print copies of this document are available on request The,document is also available in Spanish, 
accessible formats, on line and electronically in MS Word and Adobe Acrobat PDF. 

'. To download acopy, go to: www.in.gov/GPCPDlpublications 

• To order additional print copies contact BWade@gpcpd.org or 317-232-7nO 

Thank You 

This booklet has been reviewed and revised by agroup of people from the following agencies and
 
organizations:
 

• About Special Kids (formerly IPIN) 
• Deparbnent of Education, Division of Exceptional Learners 
• Division ofAging (Family and Social services Administration [FSSA]) 
• Division of Disability and Rehabilitative services (FSSA) 
• Family to Family , 
• Family Voices ' 
• Governor's Council for People with Disabilities 
• Office of Medicaid Policy and Planning (FSSA)
 
.' The Arc of Indiana
 

Printed with assistance from the Division of Disability and Rehabilitative Services 
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Additional Waiver .Resources 

In addition to this booklet there are several sources of infonnation about Indiana's Medicaid Waiver 
program that may be useful forpeople with disabilities and families: 

The Waiver ~ovider Manual for Home and Community-Based Services is aprimary reference document 
for Home and Community-Based Services (HCBS) Medicaid Waiver providers. The manual provides 
instruction to case managers, other service providers, state staff, family members, advocates, and Waiver 
participants and is available to assist all those who administer, manage, and participate in Indiana's HCBS 
Waiver programs. This manual was issued by the Office ofMedicaid Policy and Planning on February 13,·· 
2007 and will be updated on a quarter1y basis. It is the authorized reference document for Indiana Medicaid 
HCBS Waiver service providers and the administration of those programs. The manual is posted to the . 
Indiana Medicaid web page at www.indianamedicaid.com Click on manuals 
Aprinted.copy·c~m be ordered kom BDDSHelp@fssa.in.gov. 

. Addition.aUnformation about the Department of Aging and the Aged &Disabled and Traumatic Brain 
\ Injur.y~Wavers is available on the Internet: 

'. f~~New Initiatives Options and Services: www.in.govJfssalelderly/optionsJ 

• Waiver Information: http://www.in.govlfssalelderly/aginglprograms-services.html 

Additionannformation about the Division of Disability and Rehabilitation Services and the Autism, DO 
and Support ServicesWaivers is available on the Internet: 

• Available Services: www.in.govJfssaldisabilitv/avaii services.htrnl 

.• ,Forms and Infonnation Needed to Apply: www.in.govJfssaldisability/services/medicaidneed.html 

• Providers Page: www.in.govJfssaldisability/providers.html 
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What is Medicaid? '
 

Medicaid is afederal and state medical assistance program that makes reimbursements for reasonable and 
neeessarymedical care to people meeting eligibility requirements. The program is state administered by the 
Office ofMedicaid Policy and Procedure (OMPP), apart of the Family and Social Services Administration. 

The,Waiver services described in thisbookJet are only one part of the Medicaid program. Unlike regular 
Medicaid, Waiver services are not entitfement programs. 

What is the Medicaid Waiver Services Program? 

The Medicaid Waiverprogram began in 1981,in response to the national trend toward providing Home and 
Community-Based 'Services (HCBS). In the past, Medicaid paid only for institutionally based long term care 
SeMCesi' such as nursing facilities and group homes. This new program "waived" the requirement of an 
admissioninto an institution in order for Medicaid to pay for the Home and Community-Based Services 
(HCBS). 

lt1diana,applied for permission tootfer Medicaid Waivers from the Centers' for Medicare and Medicaid 
ServiceS'(GMS). The Medicaid Waivers make use offederal Medicaid funds (plus state matching funds) for 

, Home 'Cirtd"Community'-Based Services (HCBS), as analtemative to institutional care, under the condition 
that the overall cost ofsupporting people in the home or community is no more than the institutional cost for 
those people. 

The Office,of Medicaid Policy and Planning (OMPP) is responsible for the development and operation ofthe 
Waivers/inagreement with the Division of Aging and the Division of Disability and Rehabilitative Services. 
Each Division works to create the service definitions and standards for services and providers and then 
certifies provider applicants in order to provide the Waiver services. 

The goals of Waiver services are to provide to the person meaningful and necessary services and supports, 
to respectthe person's personal beliefs and customs, and to ensure that services are cost-effective. 
Specifically, 

Waivers for children and adults whose needs are primarily medical in nature assist aperson 
to: 

,. Be as independent as possible 
• Live in'the least restrictive environment possible while maintaining the safety in the home 

,Waivers for children and adults with a developmental disability assist aperson to: 
• Become involved in the community where he/she lives and works 
• Develop social relationships in the person's home and work communities 
• DevelOp skills to make deCisions about how and where the person wants to live 
• ' Be as independent as possible 
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Who is Eligible for Medicaid Waiver Services?
 

Aresident of Indiana must meet acombination of state and federal requirements in order to be eligible for a 
Medicaid Waiver. Specifically, aperson must meetcategorical eligibility (aged, blind, or disabled), financial, 
and non-financial eligibility requirements. When aperson becomes 'targeted' for the Waiver, some of the 
Medicaid eligibility requirements are removed, such as the family income is not considered as part of the 
financial consideration for children under age 18. 

Just because the person has been denied Medicaid eligibility in the past does not mean that the person 
should not r~apply when there are Waiver services available.. Refer to tables for specific requirements for 
each Waiver on pages 24 and 25. 

Where Can You Live and Receive Waiver Services? 

WaiverseJVices are individually tailored supports that enable children and adults to live successtullyin home 
and community settings. These settings include: . 

•	 Family Home: Aperson can live in his/her family home, or in the home of hislher extended 
family or guardian. 

•	 House/Apartment Aperson can live in hislher own home with or without ahousemate(s). 
"Own home" means ahome that is not licensed as afoster care home or as an ICFIMR . 
(group home) or nursingfacility. . 

•	 Foster Care: Aperson can live in aspecialized Waiver approved foster CCH"e home. 
•	 ASsisted Uving Facility: Aperson can live in aWaiver approved Assisted Living Facility 

(only available under the Aged and Disabled Waiver). 

What Are the Different Tmes of Waivers? 
'. . .	 . . 

There ar&two:different types of Indiana Medicaid Home and Community-Based (HCBS) Waiver Services 
Programs. One type, for children and adults whose needs are primarily medical in nature, is called the 
Nursing Facnity Level of Care Waiver also know as the Medical Model Waivers and includes two Waivers 
the Aged and Disabled Waiver (A&D) and the Traumatic Brain Injury Waiver"(TBI)• 

.The other type, for children and aduits with developmental disabilities, is the Intermediate Care Facility 
for the 'MentallyRetarded (ICFIMR) Level of Care Waiver also known as the Developmental Disability or DO 
Waivers. There are three Indiana Medicaid Waivers requiring ICFIMR Level of Care - the Autism Waiver, 
the Developmental Disabilities Waiver, and the Support Services Waiver. 
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Frequently Used Terms
 

The following terms are related to Medicaid Waivers and other Home and Community-Based 5ervices. 
Often providers or Area Agency of Aging and Bureau of Developmental Disabilities staff speak using 
acronyms and tenns. This is sometimes confusing and frustrating. If you don't understand someone 
who uses letters or abbreviated terms, ask the person to explain right away. 

Aged and Disabled Waiver (A&D Waiver) 
The Aged and Disabled Waiver provides an alternative to nursing facility admission for adults and children 
with adisability. The Waiver is designed to provide services to supplement informal supports for people who 
would require care in anursing facility if Waiver services or other supports were not available. Indiana's 16 
Area Agencies on Aging act as the entry points for this Waiver. Waiver services can be used to help people 
remain in their own homes, as well as assist people living in nursing facilities return to community settings 
such as their own homes, apartments, or congregate community settings like assisted living. 

Autism Waiver 
. The Autism Waiverprovides community supports and services to persons with Autism, including the Autism 

SpectrumDisorder, who meet eligibility requirements. The Waiver is designed to provide services for the 
personJiving with family, or in other community settings to assist him/her gain and maintain optimum levels of 
self-determination and community integration. . 

" Case:Management 
Wai~er e~emanagement is acomprehensive service that includes specific tasks and activities designed to 
coordinate all services required in the person's place of care. Case management is required in conjunction 
with the provision of any Home and Community-Based Services. Case management selVices for people who 
are on.Nut'sing Facility Level ofCare WaivelS are provided by the DiVision of Aging (DA) certified case 
managers through one of the local Agencies on Aging. Acase manager from the MAwill be assigned to an 
applicant ',After an applicant has been determined to meetthe eligibility criteria and approved to receive a 
Nursing Facility Level of Care Medicaid Waiver, he/she may choose to retain their currentMA case manager 
or cfiooseanon-MA or independent case manager, for ongoing case management services. Case 
management selVices forpeople who are on the ICFlltfR Level ofCare WaivefS are provided as aMedicaid 
Administrative service by one case management company and are not Medicaid Waiver services. 

Cost ·Comparison Budget I Plan of Care (CeB/POC) 
The CosfComparison Budget (CCB) details the cost of each Waiver service and total cost of the Medicaid 
services for each person. The Cost Comparison Budget is based upon the Plan of Care (POC). The POC 
includes written explanation of the person's need for the Waiver services; what provider will be used; how the 
services protect the person's health and safety; the person's needs that will not be met and adescription of 
emergency back-up plans. The person receiving services or aguardian must approve and sign the eCB. 

Developmental Disability (DO) State Definition 
Asevere, chronic disability which: 1) is attributable to amental or physical impairment or combination of 
mental and physical impairments; 2) is manifested before the person attains age 22; 3) is likely to continue 
indefinitely; 4) results in substantial limitations in three or more of the seven areas of major life activity: selt
,care, receptive and expressive language, learning, mobility, selt-direction, capacity for independentliving, 
and;econom/c se1f-~uffiCiency;and 5) reflects the person's need for acombination and sequence ofspecial, 
interdisciplinary, or generic care treatments or services which are of lifelong or extended duration, and are 
individually planned,and coordinated. All criteria must be met for a person to be eligible for Developmental 

, .' Disability (DO) services. ' 
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Frequently Used Tenns (cont'dl 

Developmental Disabilities (DO) Waiver 
, This Waiver provides services that enable persons to remain in their homes or in community settings and 
assists those people who transition from state operated facilities or other institutions into community settings. 
This Waiver is designed to provide supports for persons to gain and maintain optimum levels ofself
determination and community integration while allowing flexibility in the provision of those supports. 

Developmental Disabilities Waiver Ombudsman 
Bylaw, the Ombudsman receives, investigates, and attempts to resolve complaints and concerns that are 

.made by or on behalfof people with developmental disabilities in the ICF/MR Level of Care Waiver programs. 

Disability
 
Any physical, mental or social limitation ofaperson. Definitions vary depending on the requirements ofthe
 
specific state or federal program.
 

.£arIy Periodic Screening, Diagnosis, and Treatment (EPSDT)
 
Provides acomprehensive set ofpreventive and health care services to MedicaicJ-eligible children from birth
 
to 21 years of age and is administered through Division of Family Resources.
 

Entitlement
 
!'An '"entitfemenr within the Medicaid program means that certain benefits are guaranteed to all people who
 
meettI:1eeligibility requirements for those benefits. Under the Medicaid State Plan, eligible persons are
 
entitled,to ,all services available under that plan as soon as they are found eligible. Medicaid Home and
 

,Community-Based Waivers services are not an entitlement The number of people who can receive services
 
from Waivers is limited to the number ofMedicaid Waiver "slots" that are approved. Therefore, aperson may
 
be eligible for Waiver services, but may be on awaiting list until aWaiver slot becomes available.
 

Federal Poverty Level (FPL)
 
Thefederal':poverty guidelines are issued each year in the Federal Register by the Department of Health
 
and Human Services (HHS). The guidelines are asimplification ofthe poverty thresholds for use for '
 
administr$e purposes - for instance, determining financial eligibility for certain federal programs. ,
 
Programs uSing the guidelines (or percentage multiples ofthe guidelines - for instance, 125 percent or 185
 
percent of the guidelines) in determining eligibility include Head Start, Food Stamps, School Lunch, tow

IncomeiHome Energy Assistance, and the Children's Health Insurance Program. '
 

Habilitation
 
The coordinated use ofmedical, social, educational, and vocational measures for training persons with
 
disabilities to the highest possible level of functional ability, usually applies to children or adults with lifelong
 
disabilities. There are several different types of habilitation, including vocational, social, psychological,
 
medical and educational. 

'Home and Community-Based Services (Medicaid Waivers)
 
M, Support services provided in aperson's residence or community in order to maintain or restore participation
 

in community activities in order to prevent admission into anursing facility or group home.
 

Individualized Support Plan (ISP)
 
The ISP.translates the person's long and short-range goals into reality by creatively using all available
 
resources to accomplish those goals. It is based at least partiy upon the Person Centered Planning process. '
 
(Used with ICFIMR Level ofCare Waive'S only) , '
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Frequently Used Terms (confdl
 

Individual Program Plan'OPP) 
The IPP is developed by the interdisciplinay or support team, which outlines immediate goals, and objectives 
that aperson will be working toward next year. (Used in group home settings and other non-waiver settings) 

lnfonned Choice 
Informed choice means the person, family, or legal guardian makes avoluntary decision after learning of all 
options and alternatives. During the creation of the Waiver Cost Comparison BudgetIPlan of Care,the 
individual and/or legal guardian will be asked to choose types of services desired, the provider of each 
service and hislher ongoing case manager. 

, ' 

Intermediate Care Facility for People with Mental Retardation (ICF/MR) 
An Indiana State Department of Health licensed facility in which persons with developmental disabilities may 

, live. There is 24-hour supervision by paid staff that assists and trains eaCh resident in order to develop daily 
living skills. These residences may be facilities for nine or more residents Oarge private ICFIMR) run by 
private companies or group homes for four to eight residents (smalIICFIMR). Each resident has aprogram 
,plan based upon hislher needs. 

Level of Care (LOC) 
. NU($mg 'Facility Level of Care - For the purposes of Level of Care eligibility for the Aged and Disabled 

orthe Traul11"3tic Brain Injury Waivers, aperson must have either unstable complex medical condition ' 
whichr~q(Jire direct assistance from others for the following conditions: decubitus ulcers, comatose condition, 
or management of severe pain;'OR direct assistance from others for medical equipment, such as ventilator, . 
suctioning,tube feeding, central intravenous access (I.V.); OR direct assistance for special routines or 
prescribed treatments from others such as tracheotomy, acute rehabilitation conditions, administration of 
continuous oxygen; OR medical observation and physician assessment due to achanging, unstable physical 
condition; OR other substantial medical conditions. The initial Level of Care determination is made by the 
Area Agency on Aging. LOC is required in order for the person to be admitted into a nursing facility or initially 
start Waiver services. The Waiver case manager completes the annual Level of Care for Waiver services. 

ICF/MR Level of Care - For the purposes of ICFIMR Level of Care eligibility for the Autism, DO or 
SuppoftServices Waivers, aperson must have adisability that is attributable to: 1) Mental retardation, 
autism"epilepsy, cerebral palsy or acondition (other than mental illness) similar to mental retardation that 
results in impairment offunctioning similar to that of aperson who is mentally retarded; 2) Originates before 
the person is'twenty-two (22) years of age; 3) Has continued or is expected to continue indefinitely, and 4) 
Constitutes asubstantial disability to the person's ability to function normally in society due to substantial 
functional limitations in three of the six major life areas: self-care, receptive and expressive language, 
learning, mobility, self-direction and capacity for independent living. The disability must result in the person 
requiring 24-hour supervision (Forpurposes ofthe Waiver, the person must require access to 24-hour 
assistance, as needed. This can be provided through emergency beepers, telephone systems or in other 
ways.) and needing lifelong or for an extended duration an aggressive program of both specialized and 
generic services, ,individually planned and coordinated by an interdisciplinary team, and intended to promote 
greater self-determination and functional independence. The Level of Care is required in order for aperson to 
be admitted into a group home setting (ICFIMR) or to receive Waiver services. 

The Level of Care for Group Home admission is determined by the Bureau of Developmental 
Disabilities Services Level of Care Unit 

The Level of Care for Waiver services: The Initial LOC is determined by ~e Bureau of Developmental 
. Disabilities Service Coordinator. The Annual Level'of Case for Waiver services is determined by the Waiver 
case manager. 
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Frequently Used Terms (confdl 

Individual Program Plan (IPP)
 
The IPP is developed by the interdisciplinary or support team, which outiines immediate goals, and objectives
 
that aperson will be working toward next year. (Used in group home settings and other non-waiver settings)
 

Infonned Choice
 
Informed choice means the person, family, or legal guardian makes avoluntary decision after learning of all
 
options and alternatives. DUling the creation of the Waiver Cost Comparison Budget/Plan of Care, the
 
individual and/or legal guardian will be asked to choose types ofservices desired, the provider of each
 
service and hislher ongoing case manager.
 



Frequently Used Terms (confdl 

Medicaid (Title XIX) 
AFederally aided, state-operated and administered program, which provides medical benefits for people with 
low incomes and are elderly and/or have adisability. Subject to broad federal guidelines, states determine 
the benefits covered, eligibility, and rates of payment for providers and methods of administering the 
program. 

.. Mental Retardation (M~)
 

The preferred term is intellectual or cognitive disability.
 

Notice of Action (NOA)
 
The NOA is the state form used to notify awaiver applicant/recipient of any action affecting the person's
 
Medicaid Waiver benefits, including approving or denying eligibility and/or services, as well as terminating,
 
reducing, increasing, or suspending eligibility orany amount of covered services. The NOA contains appeal
 
rights and instructions for appealing any of the above decisions.
 

Nursing Facility (NF)
 
Comprehensive care facility or ahealth facility licensed by the Jndiana State Department of Health that provides
 
·nursing care, room, food,laundry, administration of medications, special diets, treatments, and may provide
 
rehabilitative and restorative therapies under the order of an attending physician.
 

··Person;.center Planning (PCP)
 
Person~Centered Planning is aprocess for aperson with developmental disabilities and family/guardian to
 
direct the planning and allocation of resources to meet the person's life goals. This personal life plan is based
 
on the person's preferences, dreams and needs; shows how the person makes decisions; how the person is .
 
and can be productive; what the person likes and dislikes; supports Iong-tenn hopes and dr~rns; documen1s
 
and explains what supports are needed for this lifestyle; documents ashort-term support plan based on
 
reasonable costs and needs; includes arange of responsibilities for all participants; and includes arange·of
 
slrJpportsincluding funded and community natural supports. Person Centered Planning should be conducted as
 
often as the needs ofthe person change, or at least annually. Usually, the facilitator for the Person Centered
 
Planning is acase manager. (For ICFlMR Level ofCare WaivelS)
 

Prior Authorization (PA)
 
A process within Medicaid, initiated usually by the primary care physician so that amedical procedure, medical
 
supply or therapy, etc. may be paid by Medicaid as long as the procedure, supply or therapy is authorized prior
 
to the procedure, supply or therapy being performed, purchased or provided. HCSS waiver members are
 
required to exhaust all services on the (Indiana Medicaid) state Plan before Utilizing HeSS waiver services.
 
HCSS waiver programs are considered funding of last resort.
 

Provider
 
A generic term describing any person, organization or company enrolled to deliver specific services.
 
Qualifications vary depending on the type of service.
 

Rehabilitation
 
The coordinated use of medical, social, educational, and vocational rneasures for retraining people with
 
disabilities to the highest possible level of functional ability. There are several different types of rehabilitation,
 
such as vocational, social, psychological, medical, and educational rehabilitation.
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Frequently Used Terms (confdl 

Spend Down 
People, who are not financially eligible for Medicaid, may become eligible by paying for acertain amount of 
hislhermedical and remedial service costs each month until the specific spend down amount is mel (This 
spend down amount is determined by the Division of Family Resources at the time of Medicaid eligibility 
determination.) When the spend down is met then Medicaid becomes effective and it pays for the remainder of 
the monthly medical expenses,which can include the Waiver services. 

Spousal Impoverishment Provision 
Protects some assets and income fo.. the spouse who is not receiving Aged and Disabled Waiver services. This 
is similar to aprovision that protects the spouse ofMedicaid nursing home residents. 

· Support Services Waiver .
 
The Support Services Waiver is designed to provide limited, non-residential supports to persons with
 
developmental disabilities residing with their families~ or in other settings with informal supports.
 

.Targeted 
Aterm used to indicate that funding is now available for the person identified (frequenUy from awaiting list) as a 
potential recipient.of Waiver services. For the Aged and Disabled and Traumatic Brain Injury Waivers, the 
person will be notified by the focal Area Agency on Aging.. After being targeted, the person will work with the 
AreaAg~f1ey on Aging to :determine eJigibility for Waiverservices. For the Autism, Developmental 
:Disabifities,'and Support Services Waivers, the person will receive aletter from the Division of Disability and 

\'RehabilitativeServices, indicating that he/she is identified to potentially receive Waiver services. After being 
targeted; the' person win be contacted by the Bureau of Developmental Disabilities Services District Office to 
determine eligibility for Waiver services. 

TheArcL:ink
 
www.TheArcLink.org provides information and resources to families and people with developmental
 
disabilitiesdt provides acomprehensive database of approved providers, service coordinators, and hOw to
 
apply for services. .
 

Traumatic Brain:lnjury (TSI) 
Forthe purpose of the Medicaid Waiver, TBI is an injury to the brain due to an outside cause, including closed 
'orO~rfheadjnjuries, toxic chemical reactions, anoxia, near drowning, and focal brain injuries. TBI does not 
inClude injuries that are vascular in origin (eVA or aneurysm), alcoholism, Alzheimer's disease ortheinfirmities 
6f aging. As aresult of the TBI, the person shows serious physical, cognitive, emotional andlorbehavioral 
impairments. ..
 

Traumatic Brain Injury Waiver ,
 
Medicaid eligible people of any age who have experienced an external insult resulting in atraumatic brain
 
injury, and who reqiJire services ordinarily only available in a nursing facility; may receive services under this
 
Waiver. This Waiver is designed to provide supports such as personal assistance. limited habilitation services,
 
and respite care,'as well as limited environmental modifications.
 

. . 

· Waiver Program . ,. . 
· This program allows Indiana's Medicaid programs to pay for services that are provided in aperson's home or 

other community setting rather than aMedica;d funded faciUtylinstitution. Persons must qualify for institutional 
.care in order to be eligible for home'and community-based services. Waiver refers to the waiving ofcertain 
federal requirements that otherwise apply to Medicaid program services. 
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State of Indiana and Federal Agencies 

This section provides abrief description of the various state and federal agencies mentioned in this
 
booklet that are part of the service system.
 

Area Agencies on Aging (AAA) 
Also known as Area Agencies, AM, Triple A, Area Agencies are contracted by the Division ofAging to 
coordinate intake, determine eligibility and to develop plans of care for eligible people who are elderly or have 
disabilities. These agencies ~e the single point of entry within aspecific geographic area for adults and 
children who are interested in applying for the Aged and Disabled and the Traumatic Brain Injury Waivers. 
Area Agencies also provide other non-Waiver home and community-based services such as CHOICE topeople 

.with disabilities and people who are aging. See page 40 for alistofoffices.
 
www.in.govlfssaleiderly/aaalindex.html·
 

Bureau of Developmental Disabilities Services (BODS) .
 
A part of Family and Social Services AdministrationlOivision of Disability and Rehabilitative Services (DDRS),
 
BODS administers:a variety of services for persons with developmental disabilities, which include the Autism,
 
the Developmental Disabilities, and the Support Services Waiver. There are eight Dis1rict Offices serving
 
speeific:tounties. The Service Coordinators determine eligibility for developmental disabilities' services and
 

·';facilitate the'detennination of Level of Care for ICFIMR services. See page 41 for alisting of local offices. 
www.in.govlfssaldisabilitvlbgislbddsguide.html· 

Bureau of Quality Improvement Services (BQlS) 
Apart of the Family and Social Services AdministrationIDivision of Disability and Rehabilitative Services, BQIS 
researches trends in service delivery, quality improvement and best practices, analyzes quality data, and 
assures compliance with quality standards for the Autism, Developmental Disabilities and Support Services 
Waivers:www.in.govlfssaldisabilitv/services/bgis.html 

Centers for\Medicare and Medicaid Services (eMS)
 
The federal agency within the Department of Health and Human Services,which directs the Medicare and
 
Medicaid programs (Titles XVIII and XIX of the Social Security Act) and conducts research to support those
 
prograins~ CMS must review and approve all Waiver proposals and amendments submitted by each state.
 
www.cms.hhs.gov/
 

Department of Education (DOE) I Division of Exceptional Learners (DEL)
 
The Indiana Department of Education is the state agency responsible for overseeing the public school services
 
in the state of Indiana Apart of the Department of Education, the Division ofExceptional Leamers·oversees
 
special education services for eligible children from ages three (3) through twenty-two (22) in both public and
 
private schools. http://ideaneldoe.state.in.us/exceptional/ .
 

Developmental Disabilities Waiver Ombudsman . . .
 
By law,the·Ombudsmanreceives, investigates,and attempts to resolve complaints and concerns that are
 
made by oron behalfof people with developmental disabilities in the ICF/MR Level of Care Waiver programs.
 
Contact the. DO Waiver Ombudsman at 800-622-4484. .
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State of Indiana and Federal Agencies (confdl 

Division ofAging (DA) 
Apart of the Family and Social Services Administration, the DA implements the Nursing Facility Level of Care 
Medicaid Waivers, CHOICE, and other home and community~based services for people who are elderly and/or 
have disabilities. www.in.govlfssalelderly/services.html 

Division of Disability and Rehabilitative Services (DDRS) . 
.Apart of the Family and Social Services Administration, DDRS assists people with disabilities and their families 
who need support to attain employment self-sufficiency or independence. The Bureaus of Developmental 
.Disabilities Services and Quality Improvement Services are under DDRS' responsibilities. The DDRS
 
implements the ICFIMR Level of Care Medicaid Waivers and other services for people with developmental
 
disabilities.. www.in.govlfssaldisability/
 

Division of Family Resources (DFR) and Indiana Department of Child Services (DCS) 
The part of FSSA that provides Medicaid and Children's Services, including the Rrst Steps program for infants 
and toddlers With developmental delays. Offices in each county selVe as asingle point ofentry for manyof the 
sOCial services available to Hoosiers. Some of these services include Temporary Assistance to Needy Families 
(FANF)jiMedicaid, Medicaid-Disability, Food Starnpsand Hoosier Healthwise. www.in.govlfssalfamily/ See 

.'.page 42',for.;a list of local offices. 

Family.al1d Social Services Administration (FSSA)
 
Indiana's social services agency that provides services related to low income, mental illness, addiction, mental
 

. retardation, disabilities, aging, and children at risk for healthy development Contains the Division of Family 
Resources,:the Division ofAging, the Division of Disability and Rehabilitative Services, the Division of Mental 
Health and Addictions, and the Office of Medicaid Policy and Program.www.in.govlfssal and 
www.in.govlfssaladmin/ 

Hearings a{ldAppeals Section
 
An administrative section within FSSA that receives and processes appeals from people receiving services
 
within any FSSA program and many others. Administrative hearings are held throughout the State of Indiana,
 
usua!ly1al.county Division of Family Resources locations, at which time all parties have the opportunity to
 
present.their case to an Administrative Law Judge.
 

Indiana Protection and Advocacy Services ~PAS or P& A) .
 
Astate agency that assists people with physical, emotional and/or mental disabilities to resolve disability related
 
problems with the service delivery system and access discrimination issues. www.in.govflpas/.
 

Office of Medicaid Policy and Planning (OMPP)
 
Apart of FSSA, OMPP is the State Medicaid Agency; It is responsible to the Centers for Medicare and
 
Medicaid Servjces for administration and oversight of the Medicaid Waiver program, as well as the funding for
 

. nursing facilities and group.homes. It is also responsible for the State's Medicaid Health Care Program overall. 
www.in.govlfssalprogramslhealthcareflndex.htmland for Medicaid eligibility requirements: 
www.in.govlfssaldisability/medicaid/elig.html 
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Medicaid Waiver Myths 

Despite everyone's best effort to provide training and updated infonnation, there are still some 
common Indiana Medicaid Waivers for Home and Community-Based Services' myths that persist The 
following is a list of common myths along with the facts about the issue and suggested solutions. If the 
issue is with your case manager/case management agency, or if you have attempted the suggested 

, solution andstiU have questions/concerns, please refer to page32,'How Are Problems Resolved?' 

1.	 Myth: When applying for Medicaid for achild under the age of 18 who is targeted to receive the Medicaid 
Waiver services,families must provide information on parental income and resources. 

Fact: Only the income 'and resources ofachild are counted ifthe child is enrolling in orreceiving 
Waiver services. When'a person tums18, he/she is considered an adult and again only 

,"hislher income and resou~es are counted (or Medicaid eligibility. When the family applies 
',' ,;frjrMedicaid on behaffof the child, the family needs to present to the DFR caseworker, the 
·/ettetteceivedfrom the AAA or the Division ofDisability and Rehabilitative Services that' 

i·shows that the child is targeted for a Waiver. 
. '.'"Solution:-Mentionthat your application falls under Senate Bill 30 provisions. Senate Bill 30, passed in 1991, 

,"	 allows parental income and resources to be disregarded when determining Medicaid eligibility 
for children under the age of 18 who are in aMedicaid certified facmty or who are enrolled or in the 
enrollment process for aMedicaid Waiver. If this does not work, ask to speak to the office 
supervisor. Ifthat does not work, call the State Office of Medicaid Policy and Planning. See page 
46. 

2.	 Myth:," Your Plan ofCare cannot be increased, .because itwill put you over the cost cap.
 
Fact With the exception ofthe Suppon Services Waiver, there are no overall individual Waiver
 

,costcaps; however, there are some limits on specific services.
 
Solution: Ask to speak withyouLcase manager's supervisor. '
 

3.	 Myth: 'You cannot change to adifferent provider at this time because... 
Fact You camchange to a different approved providerat any time. 
Solution: Inform your case manager that you want to change providers. In some cases the change can be 

"made immediately. In othercases, it may take time to find anew provider, based upon availability 
ofanew provider that can meet yourspecific needs.' You should interview aprospective provider 
before making the final decision regarding achange ofproviders. 

4.	 Myth: Ifyou are on the Developmental Disabilities Waiver, you must utilize one of the habilitation
 
services.
 

Fact:	 Yo.tmust use at least one Waiversef':vice'but are not required to utilize anyspecific Waiver 
service,orcombination ofservices. Each Plan of Care is individually tailored to meeteach , 
individual's needs•.Those needs maybe metwith Waiverseriices andnon-Waiver 
services.	 , , 

Solution: Contact your case manager or the case manager's supervisor. 
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Medicaid Waiver.Myths (confdl
 

5. Myth: Now that I am on the Waiver, it can follow me whereverI move. . . . . 
Fact «you move out of the State ofIndiana, the Waiver does not transfer with you. It will follow 

you as long as you live in the state, although the number and availability ofprovidelS may· 
vaty. 

Solution: Ifyou plan to move to anotherstate or across the State oflndiana, make sure YQur new 
community has the appropriate support services you wnl need and that they are readily available. 
Ask ifthere is awaiting list 

6. Myth:	 Once I get on aWaiver, Iwill'a1ways be eligible. 
Fact:	 .No, you mustmeet the requirements for both Medicaid eligibilityand Waiver eligibilityevety 

year. 
Solution: Make sure to k.eep your appointments regarding Medicaid eligibility re-determination. The WaIVer 

case manager will re-determine your Waiver eligibility every year also. Make sure you notify your 
case manager immediately ifyou are going to have difficulty keeping the Medicaid eligibility re
determination appointment . 

7.·Myth:	 Your Plan of Care needs to include extra services now to ensure you can get what you need 
Jater. 

.-Fact,· .,No, the Cost Comparison BudgetI Plan ofCare are always based upon the indMdual's 
currentsupportneeds. When those needs change, then the Plan can be revised 
accordingly. "Padding" the CCB with services notneededis notallowed 

Solution: Contact YQur case manager or the case manager's supervisor. 

8.	 Myth: You can only be on one Waiver waiting list ata time. 
Fact:· No, you can be on more than one WaiVer waiting list. There are reasons why itwould be 

appropriate to be on more than one Waiverwaiting list at a time. For example, waiting lists 
>', move at different rates, so itmay make sense to be on the list for as manyWaivelS as you 
\are eligible for• .However, with the preliminaryLevel ofCare detennination, the type of . 
WaiVer Level ofCare willprescribe the appropriate waiting lists for which to apply. For 

"example, ifyou meet the Level of Care for the NUlSing Facility, you can only apply for the 
Aged and Disabled or the Traumatic Brain liJjuty WaivelS. 

Solution: Contact the Area Agency on Aging office or the Bureau of Developmental Disabilities Services 
District Office. See page 40 &41. 

9. Myth:	 If you are already getting Waiver services, you cannot be on awaiting list for adifferent Waiver. 
Fact:	 There are reasons why it would be appropriate to be on one Waiver and be on the waiting 

list for adifferent Waiver. For example, ifyou are receMng the Support Services Waiver 
services; butplaii on needing residential type services in the future, you mightalso be on 
the waiting list for the Autism andlorDO WaivelS. Anotherexample, ifyou are receMng 
Traumatic Brain Injuty Waiver servicesamlplan to reques,tAssistedLMng services, you 

. .might also be on the waiting list for the Aged &Disabled Waiver. . 
Solution: Contact the Area Agency on Aging office or the Bureau of Developmental Disabilities Services 

District Office. See page 40 &41. 
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Medicaid Waiver Myths (cont'd) 

10. Myth: Aperson with Nursing Facility LOC can transfer to an ICFIMR lOC Waiver. 
Fact	 Aperson can transfer to another Waiver only when there is another Waiver slot available 

within the new Waiver type. It is not an automatic transfer• .The pelSon mustmeet the 
Level ofCare for the new Waiver also. The pelSon·will remain on the current Waiver until 
such time as there is anew Waiverslot available. 

Solution: Contact your case manager for assistance with this decision and resulting action. 

11. Myth: If my child goes onto the Medicaid Waiver, the state will put a lien on my estate at some point in 
ti~. . 

Fact	 No, Medicaid cannotand willnotplace a lien on the parenfs home when
 
your child is reeeMng Waiver services. The onlycircumstance underwhich
 
Medicaid can file a lien on property is where an individual is permanently
 
institutionaliZed, does nothave a spouse, minorchild, ordisabled child
 

. living in the home; .Even then, the lien can onlybe placed on the Medicaid 
.recipienfs realproperty andonly to the extentofhislherownelShip 
interest 

Solution: Contactyour case manager for assistance with this issue. 
. .. 

12.Myth:+I·have been told to discontinue or drop the private insurance before the Waiver 
services start. . 

Fact· . The private insurance should be continued. The private insurance can add 
supports and benefits to the plan ofservices. 

Solution: Contact your case manager and your insurance agent for assistance. 

13. Myth: ''''If no provider is available, you cannot include the service in the PCP and ISP. If 
there is no provider in your area, then you cannot have the service on the CCB. 

Fact . <,Your case managershould include the services that are included in the ISP
 
'and needed at this time... The case manager Will indicate that the provider is
 
.to be announced (TBA). However, in order for the Waiverservices to be
 
approved andstarted, at least one providermustbe identified within the
 
CCBlPOC.
 

Solution: Contactyour case manager or the case manager's supervisor. 
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ICF/MR Level of Care Waivers 
Autism, Developmental Disabilities, Support Services Waivers 

How Do You AIm!tl 

1.	 People with adevelopmental disability (DO) and/or adiagnosis of Autism may apply for Waiver 
services at the local Bureau of Developmental Disabilities Services (BODS) DistJiet Office by 
completing an Application for Long-Tarm Care Services. There are other formsto complete as well. 
Documentation from schools, hospitals, doctors' offices and therapies are helpful in determining 
eligibility. See the listing of the BODS DistJict Office locations page 41. . . 

2:· The BODS DistJict Office staff detennines whether or nat the applicant has adevelopmental disability 
as defined by the State. If DO eligible, the DistJict Office staff also determines eligibility for ICFIMR 
Level of Care Waivers, meaning that the individual with the developmental disability would be at risk of 
placement in an institution without the home and community-based services provided by these Waivers 
and other'informal supports. 

3.	 ThelCFIMR Level orCare is based upon the medical form completed by the physician, the completion 
of1he Developmental Disabilities Profile COOP) and the documentation used to determine eligibility for 
stateiDD:services. In addition, the DistJict Office staff must indicate within the Level ofCare 
documentation that the person can be safely served within the community. (For children under the age 
of six (6), the BODS Level of Care unit will determine Level of Care eligibility.) 

4.	 In addition to the above, the applicant for the Autism Waiver must have adiagnosis ofAutism or within 
the Autism Spectrum, as documented by aphysician. All applicants applying for the Autism Waiver 
should also apply for the DO Waiver. 

5.	 If there are no slots available for Waiver services, the applicanfs name is placed on the waiting list for 
the"appropriate Waiver(s). The waiting lists for the Autism, DO and Support Services Waivers are . 
statewide. 

6. / Once;targeted, the person mustalso apply for Medicaid at the local Division ofFamily Resources 
(DFR), if not already eligible underone ofthe categories of '"Aged," '"Blind," or '"Disabled." When 
applying for Medicaid solely for the purpose of Waiver eligibility, only the income of the applicant 
seeking aWaiver is considered. For achild under the age ofeighteen (18), parental income does not 
affect the child's eligibility for Medicaid. 
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ICF/MRLevel of Care Waivers 
Autism, Developmental Disabilities, Support Services Waivers 

.§!gibility Criteria 

Autisl11, Developmental Disabilities and Support Services Waivers 

'For each Waiver, the Eligibility Criteria is the following: The individual must be 
• Efigible for Developmental Disability Services, 
• Eligible for ICFJMR Level of Care; 
• Diagnosis ofAutismfor Autism Waiver; . 
•	 Medicaid eligible based on 3000k of maximum SSI amount (as of January 2007, SSI was $624 per 

month); Parental income for children under 18 years of age is disregarded. 

See page 10 for moreintormation on Level of Care. 

,-' : 

.. OASIS Project for ICF/MR Level of Care Waivers 
(suspended on MartJl23, 2009) 

Objective Ass~sll'ent System for-fndividual Supports (OASIS) 

The Division of Disability and Rehabilitative Services is engaged in an effort to redesign the system that 
,<provides home and community-based services through the Autism, Developmental Disabilities and the 
Support Services Waivers. 

This initiative win result in:
 
1) an objective assessment process,
 
2)' anew resource allocation model. and
 
3) an individual budget allocation tool unique to Indiana.
 

The individual budget allocation tool will empower people and their support teams by increasing personal 
control over services and supports. 

Project Goal . 
The goal of this project is to create auniform funding model and to determine levels of needed services 
and supports forpersons with developmental disabilities under the Autism, DD and Support Services 
Waivers. The model will be based on an objective assessment of the individual, the identified differences 
unique to the·tndividual. and driven by the principles of person centered planning. measurable 
Individualized Support Plan (ISP) outcomes and budget neutrality for the State. 
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ICF/MR Level of Care Waivers 
Autism, Developmental Disabilities, Support Services Waivers 

Services Descriptions 

All services must be identified in the Person Centered Plan and be outfined in the Individualized 
Support Plan. . . 

Adult Day Services (ADS): (Autism. DO. Support Services WaivelS) Structured. non-residential. community
based group prOgrams designed to meet the needs of adults with disabilities through individual plans of care. 
ADS p~ovides avarietyof health, social, recreational and therapeutic activities, supervision, support, meals, 
and in some cases personal care. 

Adult Foster Care: (Autism, 'DO WaivelS) Twenty-four hour cere consisting ofpersonal care, homemaker. 
chore, attendant care, Cdmpanion services. provided in aprivate home by acaregiver who is not related to the 
individual(s). Foster care homes are limited to a' maximum of four people with DD. 

, . , 

'. ' 

Appli~ Behavior'Analysis: (Autism Waiver) Atherapy service that is ahighly intensive individualized 
" instruction and behavior intervention to assist an individual in developing skills with social value. It is provided 
to people between the ages of two and seven. 

BehaviorSupport Services./ Crisis Assistance: (Autism, DO and Support Services WaivelS) Training,
 
supervision, or assistance in appropriate expression ofemotions and desires, compliance, assertiveness,
 
acquisition:ofsocially appropriate behaviors. and the reduction ofinappropriate behaviors~
 

" Community Transition Services: (Autism, DO WaivelS) Reasonable, one-time set-up expenses for an 
,individualwho"makes the initial-transition from an institution to hislher own home in the community. Jtems 

purchased are the property of,the individual receiving the service and the individual takes the property with 
himlher in the eventofamove to another residence. Expenses may include: security,deposits, essential 
fumishihgs and moving expenses, deposits for utilities, pest eradication, allergen control or one-time cleaning 
prioito occupancy. There is an allowance of up to $1,000 for this one-time only service. 

Crisis Assistanc.e: (Autism, DO. Support Services W~iy,~ See Behavior Support Services. 

Day Services: {Autism. DO. Support ServicesWaivelS} Services outside of an individual's home that support, 
in general, learning and assistance in any of the following areas: self-eare.receptive and expressive language, 
learning, mobility,-self-direction and capacity for independent living, including developmentofemployment 
skills. 'These ~vities are directly related to the Individualized Support Plan (ISP). Each individual receiving 
Day Services worKs toward acquiring the skills to become an active member ofthe community. The continuum 
ofservices within Day Services provides opportunities in the community based services to beCome 'more 

. ' 

independent and more integrated within the community: Day Services carl be delivered to an individual onEH>n
,'one or in agroup setting and in the community, work setting. (This service, includes the previously offered
 
Waiver services: Community Habilitation and Participation, Pre-Vocational Services, Supported Employment
 
Follow Along Services, Transportation)
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ICF/MR Level of Care Waivers 
Autism, Developmental Disabilities, Support Services Waivers 

Services Descriptions (coofd) 

Environmental Modifications: (Autism, DO WaivelS) Necessary adaptations to the home ensuring the health, 
, safety, and welfare of the individual, and enable the individual to function with greater independence in the 

home. There is alifetime cap of $15,000 for these modifications. 

Environmental Modifications Maintenance: (Autism, DO WaiwlS) A$500 per year maximum amount is 
available permitted for maintenance and repair of prior modifications. 

Family and Caregiver Training: (Autism, DO, Support Services WaivelS) Service provides training and 
'education related to treatment regimes, use of equipment community integration, parenting, family dynamics, 

stress management behavior interventions and mental health, conferences to aparent other family members 
or unpaid primary caregiver. Airfare, meals, hotel are not allowed. This service must be related to the 
~enhancement oHhe unpaid,caregivers' or family members' ability to give care to the person receiving Waiver 
services. 

Music Therapy: (Autism, DO, Support Services WaivetS) Systematic application of music in the treatment of 
the physiological and psychological aspects of adisability and focusing on the acquisition of nonmusical skills 
and behaviors. 

Occupational Tberapy: (Autism, DO, Support Services WaivelS) Evaluation and training programs in areas of 
gross and fine motor function,self-care and sensory and perceptual rT1Qtor function. It includes assessments; 
planning and reporting, direct therapeutic intervention, design, fablication, and adaptation of materials, and 
equipment to meet personal needs in assisting independence. (A Medicaid Prior Authorization denial must be 
obtained before this service can be provided through the Waiver.) 

Personal.Emergency Response System Supports: (Autism, DO, Support Services Waivers) An electronic, 
device that enables the person to secure help in case of an emergency. . 

Physi~ ,Therapy: (Autism, DO, Support Services WaNeIS) Treatment and training designed to preserve and 
improve abilities for independent functioning, such as gross motor skills, fine motor skills, range of motion, 
strength, muscle tone, and mobility. (A Medicaid Prior Authorization denial must be obtained before this service 
can be provided through the Waiver.) 

Recreational Tberapy: (Autism, DD, Support Services WaiwlS) Medically approved recreation program with 
the purpose to restore, remediate, or rehabilitate in order to improve functioning and independence, as well as 
reduce or eRminate the effects of adisability. 

Rent.and Food for Unrelated Uve-In Caregiver Services: (Autism, DD Waivers) Reimbursement direcUy to 
the person receiving Waiver services in order to offset rent and food expenses for an unrelated caregiver living 
in the person's home. 
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ICF1MR Level of Care Waivers 
Autism, Developmental Disabilities, Support Services Waivers 

Services Descriptions (confd) 

Residential Habilitation and Support: (Autism, DD WaivelS) Services and supports which are designed to 
ensure the health, safety and welfare ota person, and to assist in the acquisition, retention and/or improvement 

. in skills necessary to support the person to live successfully inhislher home. Includes personal care, meals,· 
.shopping, bill paying, etc. Up to 24 hour assistance can be provided, as needed.. (This service includes
 
previously offered Waiver services: Community Habilitation and Participation, Independence Assistance
 
Services, Health Care Coordination, Transportation)
 

Respite Care: (Autism. DO; Support Services WaivelS) Periodic, short-term care to aperson when the family 
member or the primary caregiver cannot be there or needs arest from hislher care responsibilities. Includes 
camp programs. Does not include ·child care" to enable caregiver to work or attend school. 

SpecialiZed Medical Equipment and Supplies I~daptiVe Aids and Devices: (Autism, DO, Support Services 
WaivelS) Devices; controls, or appliances, specified in the ptan of care, which enable individuals to increase 

.. their ability to perform activities of daily living, or to perceive, control:Or colTllT1unicate with the environment in 
which they live. Items that are not of direct medical or remedial benefit are excluded. Examples include 
communications equipment computer adaptations, wheelchairs, environmental controls, safety restraints, or 
other equipment that increase the person's independence. (Equipment and services that are available under . 
the Medicaid State Plan are not allowed under this Waiver service.) Includes Vehicle Modifications: Vehicle 
Modification may be authorized when necessary to increase aperson's ability to function in ahome and 
community-base'd $ettillg to ensure accessibility. The necessity for such service must be documented in the 
Plan of Care 'by aphysiCian's order. There is alifetime maximum of $15,000 for vehicle modifications. There is 
an allowable annual maintenance fee. (A separate prior approval must be obtained before any modifications 
can be completed.) 

Speech I Language Therapy: (Autism. 00, Support Services WaivelS) Service seeks to improve, maintain, or 
slow regression of the person's ability to communicate. (A Medicaid Prior Autholization denial must be 
obtained before this service can be provided through the Waiver.) 

Supported Employment Follow Along: (Autism, DD, Support Services WaivelS) Supports for persons to
 
establish and maintain employment in work settings in Ylhich people without disabilities are employed. No
 
longer aseparate service, see definition for Day Services
 

Therapy Services (Psychological Therapy): (Autism. DO, Support Services WaivelS) Services provided by a 
psychologist that lead to changes from aless adaptive state to amore adaptive state in the person's thoughts, 
feelings, and behavior. Includes group, family and individual counseling and substance abuse counseling. 
(This service is not available ifservices are available through the Medicaid State Plan.) 
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ICFIMR Level of Care Waivers 
Autism, Developmental Disabilities, Support Services Waivers 

Flow Charta' the Enrollment Process 

(If at any point, eligibility or services are denied, the person will be notified in writing and have appeal rights. 
See page 33 for information on appeal rights.) 

WAIVER APPUCATION 
•	 Contactlocal Bureau of DeVelopmental Disabilities Services (BODS) staff 
•	 Complete applications for DO Services and for Long Term Care (Waiver services) 
•	 Provide OOcuments to BODS re: e1i~lity criteria 

ASSESSMENTI EUGIBILITY 
•	 Intake selVice coordinator contacts applicant in 10 days to complete DDP or 
ref~ D&E team for assessments 

• .Determination of DO eligibility 
. • Preliminary Level of Cam detennined 

•	 Applicant onWaver waiting list (When on the waiting list, the applicant must 
inform the BODS Reid Offices' staff of any changes in address or telephone 

. immedately.) . 

TARGETED FOR WAIVER 
•	 DDRS notifies applicant when slot is available 
•	 SeMce Coordinator contacts applicant and verifies Level of Care (or for 

children younger than 6 years old, Level of Care determined by BODS 
Level of Care Unit) 

• Contact local Division of Family ResOUrces (DFR) for Medicaid e1igbility 
. • Referral to the case management company 

PLAN DEVaOPIfENT 
•	 Person Centered PfanninglndviduaflZed SLq:lport Plan and Plan of Care completed 

with case manager 
•	 Selection at services and providers 
•	 Cost Comparison Budget (CCB) sulxnitted to Waiver Unit by case manager 

SERVICE BEGINS 
• CCB reviewed and, if apJXOVEld 

'( •	 Case manager communicates approval with DFR caseworker and BODS staff and 
confinns Wciver start date 

•. Notice of Actiori fann sent to indvidJa and providers 
• Providers contact indvidual and services begin 
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ICF/MR Level of Care Waivers 
Autism, Developmental Disabilities, Support Services Waivers 

ICF/MR Le~el of Care Waivers
 
For Children and Adults with Developmental Disabilities
 

Developmental Disabilities Autism Waiver Support Services Waiver 
(DD) Waiver Established 1990 Established 2002 

Establish~ 2001 (Formerly ICFnAR 
Waiver- established 1992) '. 

TO APPLY: CONTACT YOUR LOCAl.. BUREAU OF DEVELOPMENTAL DISABIUTIES DISTRICT OFFICE· SEE PAGE 41 

Eligibility Developmentally Disabled Diagnosis of Autism Developrllentally Disabled 
Criteria ICFIMR Level of Care (LOC) ICFIMR Level of Care (LOC) ICFIMR Level of Care (LOC) 

(Parental incane and resources (Parental.lncane and resources . (Parental Income and resources 
disregarded for children under 18) . disregarded for children under 18) disregarded for children under 18) 

Medicaid eligibility is based on 300% Medcaid eRgibtlity is based on 300% Mecicaid eligibility is based on 
of maximum SSI amount. of maximlin SSI amount 300% of maximum SSI amount 

fvJ of January 2007, SSI benefits = fvJ of January 2007, SSI benefits = As of January 2007, SSt benefits 
$624 per month $624 per month .=$624 per month 

Umitecl to $13,500 per year of 
services . 

Note: .lnco~,Eligibility levels for individuals on the ICFIMR Level of Care Waivers can be up til three times of maximum SSI benefits. This 
e1minalesthe'Spend down fur most people. The SSI benefits change on an annual basis. Check ~th your caseworker each January for 
changeS." FOr other Medicaid services. the Federal Poverty level (FPL) is used for determination of eligibility. 

Services 
Available 

Case 
Management 

Waiting ust 
Infomiation 

Adult Day Services 
Adult Foster care 
Behavioral Support ServicesllCrisis Assistance 
Community Transition SeMces 
Day SeMees includes: . 

Community Habilitation and Participation Srvc 
Pre-Vocational Services 
Supported Employmenl Follow Along Services 
Transportation Services 

Environmental Modification 
Family and caregiver Training 
Music Therapy 
Occupational Therepy 
PeI$OIllI/ Emergency Response System 
Physical Therapy 
Recreational Therapy 
Rent and Food for Unrelated Live-in caregiver 
Residential HOOifrtation and Support, includes: 

Community Habifilation and Participation Srvc 
Health care Coordination Serviees . 
Independence Assistance Services 
Transportation Services 

Respite care 
Specialized Medeal Equipment and Supplies 

Including Vehicle Mo<iIications 
Speech-language Therapy 
Therapy Services (pSychologicallhelapy) 

Adult Day Services 
Adult Foster care 
ApP,fredBehavioi:al'Analysis
BetiiMOml SuppOrt ServicesllCrisis Assistance 
Community Transition Services 
Day Services includes: 

Canmunity Habilitation and f11rticipation Srvc 
Pre-Vocational Services 
Supported Employment Follow Along Services 
Transportation Services 

Environmental Modification 
Family and caregiver Training 
Music Thelapy 
Occupational Therapy 
Personal EmergenCy Response System 
Physical Therapy 
Recreational Therapy 
Rent and Food for Unrelated Live-in caregiver 
Residential Habifllation and Support, includes: 

Community Habifilation ancl Participation Srvc 
Health Care Coordination Services 
Independence Assistance Services 
Transportation Services 

Respite Care 
Specialized Me<icaI Equipment and S~ies 

Including Vehicle MOOfications 
Speech-l.anguage Therapy 
TiJe,apy Serviees(osvchological therapy) 

Adult Day Services
 
Behavioml S~ ServieesllCrisis
 
Assistance
 
Day Services includes:
 
Community Habilitation 
Par\q)ation Srvc 
Pre-Vocational Services 
Supported Employment Follow Along 
Service 
TIlII1SpOI!ation Services
 

Family and Caregiver Training
 
Music Thetaj:ff
 
Occupational Therapy
 
Personal Emergency Response
 
System
 
Physical Therapy
 
Psychological Theiapy
 
Recreational Therapy 

. Respite care (up 10 $2.OOOIyear) 
SpeciarlZed Medical Equipment and . 
supprles 

Includng Vehicle Modifications 
Speech-language Therapy 
Therapy Services (psychological 
therapy) 

Case Management Service forICF/MR Level of Care WaiverS are provided through the Slate Me<flC8id Plan. When you 
.are tarveted foraWaiver, you will be referred to acase management COfI1)8I1Y to help you plan fur Waiver services. 

local BOPS ollice· see page 41 Local BODS ollice - see page 41 local BODS office -see page 41 
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Nursing Facility Level of Care Waivers 
1:- Aged & Disabled and Traumatic Brain Injury Waivers 

Nursing Facility Level of Care:Waivers 
For Children and Adults with Disabilities 

Aged and Disabled Waiver 
Established 1990 

Traumatic Brain Injury 
Established 2000 

TO APPLY: CONTACT YOURLOCAL AREA AGENCY ON AGING AT 800-986-3505 
OR SEE PAGE 40 FORA LIST OF THE OFFICES AND LOCAL NUMBERS 

Eligibility 
Criteria 

Nursing Facility Level of Care 
(Parental income and resources disregarded for 

children under 18) 
Spousal impoverishment protections similar to 

those for nursing homes are avaHable under this 
Waiver. 

Medicaid eligibility is based ~ 300% of the 
SSI maximum benefit 

Diagnosis of Traumatic Brain l!1iury Nursing Facility 
Level of Care 

(Parental income and resourt:es disregarded for 
children under 18) 

The Medcaid eligibility is based upon 150% of the 
SSI maximum benefit 

Note: Income Eligibility levels for incividuals on the Aged and Discbled can be up to three times the maximum SSI benefits and for 
individuals on the Traumatic Brain lriury can be up to one and one-half times the maximum SSI benefits. This eliminates spend 
down formeSt people. For other Medcaid setVices, the Federal POIferty Level (FPL) is used for determination of eligibility. SSI 
benefits change yearly so check with your caseworker each January. 

. 

Services 
Available 

Adult Day Services 
Adult Foster Care . 
Assisted Uving 
Attendant Care 
Case Management 
Commuriity Transition Services 
Congregate Care 
Environmental Mocflfications 
Home Delivered Meals 
Homemaker 
NumtionalS~ements 
Personal Emergency Response System 
Pest Cor1trol 
Respite Care 
Specialized Medcal Equipment and Si..Wies 

Inclucing Vehicle Modfications 
Transportation 

Adult Day SelVices 
Attendant Care 
Behavior ManagementlBehaviot Program and 

Counseling 
Case Management 
Day Habilitation/Structured Day Program 
Environmental Modfications 
Health Care Coordination 
Homemaker 
Occupational Therapy 
Personal Emergency Response System 
Physical Therapy 
Residential Habilitation 
Respite Care 
Specialized Medcal Equipment and Supplies 

Inclucing Vehicle Modfications 
Speech-Language Therapy 
Supported Employment 
TrahspQrtation 

Waiting Ust 
Inforrm.tion 

Area fvJenf:! on A~ng (MA) 800-986-3505 
See page 40 
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Nursing Facility Level of Care Waivers 
Aged & Disabled and Traumatic Brain Injury Waive(S 

Flow Chart of the Enrollment Process 

WAIVER APPUCATION 
•	 Contact local Area Agenr:j on Aging (MA) fOr Waiver application 
• Case manager assists in the canpletion of application within three weeks 

and refers applicant to other services, as eligible· 
•	 Applicant on Waiver waiting list if appIicable* 

~==============================:::::...., 
TARGETED FOR WAIVER 

•	 DMsion Of Aging (DA) notifies AM when a slot is available 
•	 MA contaqts applicant within aweek 
•	 Applicant contacts local DMsion of Family Resources (DFR) fOrMedicaid 

eligibility, if not already receiving Medcaid benefits 

ASSESSMENTIEUGIBIUTY 
'•.AM. case manager ananges for evaluation within aweek 
•	 Case·managergathers Level of Care information 
•	 AM. Or DA determines Nursing Facility Level of C~ 

PLAN DEVELOPMENT 
•	 Plan of Care (POC) is ~ed based on your needs and choices 
•	 AM. submits Plan of Care to DA 
•	 DA reviews issues detemination toMA 

SERVICES BEGIN
 
•	 Once authorized, case manager sends a Notice of Action 
•	 Once the initial Waiver CCBIPOC is approved, indvidual selects an 

on-going case manager . 
•	 Provider contacts individual and:services begin 

When On the waiting list, the 

applicant must inform the case 

manager of any changes in address 

Or telephone immediately! 

. If at iny poi~ eligibility or services are denied, the person will be notified in writing and have appeal 
.rights. seepage 33 for infonnation on appeal rights. 
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Nursing Facility Level of Care Waivers 
Aged & Disabled and Traumatic Brain Injury Waivers 

How Do You Ammq 

1.	 The local Area Agency on Aging (AM) is the single point of entry for NF Level of Care Waivers. An 
applicant will-be assigned acase manager. See page 40 for alist of regional offices. The case 
manager will assist the applicant in completing an Application for Long-Term Care Services. You may 
apply for oneor both of the Waivers, as appropriate. 

2.	 The applicant seeking aWaiver must also apply for Medicaid Eligibility at the local Division of Family 
Resources-(DFR), if not already eligible under one of the categories of "Aged,· "Blind,· or "Disabled." 

-When applying for Medicaid solely for the purpose of Waiver eligibility, only the income of an applicant 
seeking aWaiver is considered. For achild-und.er the age of eighteen(18), the parental income does 
not affect the child's financial eligibility for MediCaid. 

3.	 The Level of Care is determined by the Area Agency on Aging (AM) and/or the Division ofAging 
based upOn aphysical examination and physician's recommendation of home and community-based 
serVices on a450B form. The case manager will have the form for the physician. The Level of Care 
:required for the Aged &Disabled (A&D) and Traumatic Brain Injury (TBI) Waivers is Nursing Facility 
levetcof:Care, meaning that the person would be at risk of being placed in a nursing facility without the 
,services provided by these Waivers. 

4. -If there are no slots available on the Waiver, the applicant will be placed on the waiting list for that 
Waive( The waiting lists for the A&D and TBI Waivers are held within each of the Area Agencies on 

--- Aging -(AM). 

~ibility Criteria --

Agecti& Disabled Waiver: The child or adult must be aged or disabled; Nursing Facility Level of Care;
 
-Medicaid eligibility (based on 3000k of maximum SSI amount as of January 2007, $624 per month); Parental
 
income for children under 18 years of age is not considered (disregCl"ded); Spousal impoverishment protection
 
is the same as ifaspouse was in anursing facility. .
 

Traumatic Brain Injury Waiver. The child or adults must be aged or disabled; Nursing Facility Level of Care;
 
Traumatic Brain Injury; Medicaid eligibility (based on 150% ofmaximumSSI amount as of January 2007, $624
 
per month); Parental income for children under 18 years of age is not considered (disregarded).
 
For more information on Level of Care see page 10.
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Nursing Facility Level of Care Waivers 
Aged &Disabled and Traumatic Brain Injury Waivers 

Services Descriptions 

Adult Day Services (ADS): (Aged and Disabled, Traumatic Brain Injury WaivelS) Structured. non-residential, 
community-b~ed group programs designed to meet the needs of adults who are elderly and/or with disabilities 
through individual plans ofcare. ADS provides' avariety of health, social, recreational and therapeutic . 
activities, supervision, support, meals, and in some caseS personal care. 

Adult Foster Care: (Aged andDisabled Waive" Twenty-four hour care consisting of personal care, 
homemaker, chore, attendant care, companion services, provided in aprivate home by aprincipal caregiver 
who is not related to the individual(s). Foster care homes are limited to amaximum of three people in one foster 
home. 

Assisted Uvirig: (Aged and Disabled WaiveI')' 24 hour site providing personal care and services, homemaker, 
chore, attendant care, companion services, medication oversight therapeutic, social and recreational 

". programming.' Licensed (by Indiana State Department of Health) residential care facility. Includes on-site 
response staff to meet scheduled or unpredictable needs. 

i' Attenda"'C~re:.. (Aged and Disabled, Traumatic Brain Injury WaivelS) Assistance to meet daily living needs 
and ensure adequate functioning in acommunity-based setting. Some allowable activities include assistance 
with dressing; eating,.bathing, hygiene, activities ofdaily living, meal preparation and household chores. 

Behavior Management I Behavior Program and CQunseling: (Traumatic Brain Injury Waive" Training, 
supervision, and assistance in appropriate expression ofemotions 'and desires, compliance, assertiveness, 
aCquisitionOf.socially appropriate behaviors, and the reducti~n of inappropriate behaviors. 

BehaviorSupport Services./ Crisis Assistance: (Autism, DD and Supporl Services WaivelS) Training, 
supervision~ or assistance in appropriate exPression of emotions and desires, compliance, assertiveness, 
acquisition of socially'appropriate behaviors, and the reduction of inappropriate behaviors. 

. CaSeiMcinag~ent: (Aged andDisablecJ, Traumatic Brain Injury WaivetS) In general, acase manager helps 
" 'peopleobtain the supports needed to live as independently as possible in their community, by finding and 

coordinating available resources and services to meet the person's needs. Case managers also help to plan, 
monitor and evaluate the person's services, and assist with the process and necessary paperwork. This service 
coordination or case management is sometimes provided. by the direct services agency, but·may also be 

. provided by the person's family or an advocate, or, for the Medicaid Waiver services, by aprivate case 
manager. 

Community Transition Supports: (Aged and Disabled Waivei') R~onable, one.;time set-up expenses for a 
person who makes the initial transition from an institution to hislher own horne in the community. Items 
purchased are, the 'property ofthe person receiving the service and the person takes the property withhimlher 
in the event ofamove to another residence. Expenses may include: security deposits, furnishings and moving 

.expenses, deposits for utilities. pest eradication,a1lergen control or one-time cleaning prior to occupancy. There 
is up' to StOOD allowance for this one-time only service. 
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Nursing Facility Level of Care Waivers 
Aged & Disabled and Traumatic Brain Injury Waivers 

Services Descriptions (conrd) 

Congregate Care: {Aged and Disabled Waivet} Twenty-four (24) hour supervisionand the coordination of 
other services by asubsidized housing provider for residents who live in an apartmentlliving unit owned by the 
provider. Services are based on the Planof::~are. 

Day Habilitation I Structur~ Day Program: (Traumatic Brain Injury Waivet} Regularly scheduled activities
 
that focus on training toeohantesocial and daily living skills apart from the person's living arrangement The
 
person must have an IndiVidual Program Plan (IPP) listing goals and objectives. .
 

Environmental ~diiieations: (Aged and Disabled, Traumatic Brain Injury Waivem) Necessary adaptations to 
the home that ensure the~atth,'safety, and welfare of the person, and enable the person to function with 
greater independence in the home. There is alifetime cap of$15,000 for these modifications. Documentation 
oflPrior Authorization) 'denial from Medicaid may be required. . 

'. 

EnvironmentatMocflficatiolls Maintenance: (Aged and Disabled, Traumatic Brain Injury WaivelS) A$500 per 
year maximum amount is available to repair or replace modifications. . . 

. Health Care Coordi",ation: (Traumatic Brain Injury Waiver) Medical coordination provided by an RN or LPN to 
manage'the health care of the person including physician consultations, medication ordering, and development 
and ove~ight ofahealth care support plan. . 

Home-Delivered Mea1s:(Aged andDisabled Waiver) Provides meals Oncluding the preparation, handling and 
serving ofthe meals) to person unable to prepare hislher own daily meals, and for whom there are no other 
people available to do so. limited to two meals per day. 

Homemaker:.·(Aged and Disabled, Traumatic Brain Injury WaiwlS) General household activities that assist the 
person to remain in aclean, safe, healthy home environment that are provided when the person or an informal 
caregiver is unable to manage the home. 

Nutritional Supplements: (Aged and Disabled Waivet} Nutritional (Dietary) supplements include liquid
 
supplements, such as "Boosf or '"Ensure" to maintain aperson's health in order to remain in the community.
 

Occupational Therapy: (Traumatic Brain Injury Waivet) Evaluation and training programs in areas of gross
 
and fine motor function, self-care and sensory and perceptual motor function. It includes assessments;
 

. planning and reporting, direct therapeutic intervention, design, fabrication, and adaptation of materials, and 
equipment to meet personal needs in assisting independence. (A Medicaid Prior Authorization denial must be 
obtained before this service can be provided through the Waiver.) 

Personal Emf!(sency'Response System Supports: (Aged and Disabled, Traumatic Brain Injury Waivets) An 
electronic device that enables the person to secure help in case of an emergency. 

Pest Control: '(A~ and Disabled Waiver) Services that prevent suppress, or eradicate pest infestation such 
as roaches, mosquitoes, fleas, mites, ticks, rats and mice. There is acap of $600 per year. 
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Nursing Facility Level of Care Waivers 
Aged &Disabled and Traumatic Brain Injury Waive" 

Services Descriptions (conl'dl 

Physical Therapy: (Traumatic Brain Injury Waivet) Treatment and training designed to preserve and improve 
abilities for independent functioning, such as gross motor skills, fine motor skills, range of motion, strength, 
muscle tone, and mobility. (A Medicaid Prior Authorization denial must be obtained before this service can be 
provided.) 

Residential Habilitation: (Traumatic Brain Injury Waivet) Services and supports which are designed to ensure 
the health, safety and welfare of an person, and to assist in the acquisition, retention and/or improvement in 
skills necessary to support the person to live successfully in hislher home. 

~espite Care: (Aged and Disabled, Traumatic Brain Injury Waivem) PeJiodic, short-term care to aperson 
.when the family member or the primary caregiver cannot be there or needs arest from hislher care' 
responsibUities. Does not include ·child care" to enable caregiver to work or attend school. 

,Specialized Medical Equipment an~ Supplies (fonnerfy Adaptive Aids and Devices): (Aged and Disabled, 
.Traumatic Brain Injury Waivem) Devices (communications equipment computer adaptations, etc.), 
wheelchairs, environmental controls, safety restraints, or other equipment that increase the person's 
independence. Includes assessment inspection and training, as needed. (Equipment and services that are 
available under the Medicaid State Plan are not allowed to be included in this Waiver service.) . 
Includes Vehicle Mocflfications: Vehicle Modifications may be authorized when necessary to increase a 
person's ability to function in ahome andC6mmunity-based setting to ensu~~essibility. The necessity for 
such service must be documented in the Plan of Care by aphysician's order. There is alifetime maximum of 
$15,000. There is an allowable annual maintenanc:e fee. (A separate Prior Authorization must be obtained 
before any modifications can be completed.) 

Speech' Language Therapy: (Traumatic Brain Inpry W~iver) ,Service seeks to improve, maintain, or slow
 
regression of the person's ability to communicate. (A Medicaid Prior Authorization denial must be obtained
 
before this service can be provided.)
 

Supported Employment: (Traumatic Brain Injury Waivet) Supports for persons to establish and maintain 
. employment in work settings in which people without disabilities are employed. 

Transportation: (Aged and Disabled, Traumatic Brain Injury WaivelS) Transportation needed for the person to 
access Waiver and other community resources. (This service is not to be used for accessing medical or 
therapy appointments.) 
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What is Quality Monitoring1 

People receiving Medicaid Waiver services, their families, case managers, providers and the State all have an 
important role in helping maintain high quality services under any of the Waiver programs. All providers, 
including case managers, have internal quality assurance and monitoring systems. You should expectthe 
.providers and case managers to identify and solve problems quickly. 

"	 The Family and Social Services Administration require qUality assurance and quality improvement processes 
that assist in monitoring the Waiver s~ceS. These processes include, but not limited to: 

1. On site surveyS of providers and case managers based on the Provider Standards and Case Management 
Standards contained within the lAC 460 - 6. . 

.'. 2. Quality of Life and Improvement Process and Consumer Satisfaction Surveys: People and their families are . 
encouraged but not required to participate in these surveys and assessments. 

3. Complaint Process: People receiving Waiver services, their families/guardians, providers, case managers 
and others canifile formal complaints with FSSA when issues related to aWaiver are not resolved appropriately 
or in a,1imelY'rnanner.' To file acomplaint with the Division ofAging, call 317-232-7132 or 800-545-n63, ext 2
7132.' T9 file,acomplainhvith the Developmental DisabUities Bureau of Quaflty Improvement call 317-234-2736 

.or 800-545-n63, ext 4-2736. 

'" '4. IncidenlReporting;,Process: Providers are required to report any incidents of suspected abuse, neglect or 
i" '. exploitation with Adult~Protective Services or Child Protective Services. In addition.. all Waiver providers must 

'file an incident reportwith FSSA when acritical incident occurs. 

;r,:,:; .5. Committees: There'are vario~ committees that help advise FSSA about waivers. Ifaperson or family 
memcerwould like to be amember ofacommittee related to the Quality Improvement process, contact the 
Division of Disability and Rehabilitative Services at 317-232-1147 or 800-545-7763, ext 2-1147 or the Bureau 

.of Developmental Disabilities at ext 2-7842. 
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HowAre Problems Resolved? .
 

If you are having aproblem with your service provider staff or case manager, talk first with the service provider
 
staffor the case manager. You should expect aquick and appropriate response to your concern orproblem. If
 
the issue is not resolved, speak to the supervisor of staffor case manager. After areasonable number of days,
 
and if you are still concerned about the problems, you can contact the following:
 
For Nursing Home Level of Care Waivers:
 

.If the problem remains unresolved, or ifthe problem is with your Area Agency on Aging {MA}, contact 
the Division ofAging at 317- 232-7132 or 800-545-7763, ext 2-7132 to report theproblem. 

For ICFIMR Level of Care Waivers: 
•	 . If the problem with aprovider or case manager remains unresolved, contact the Bureau of Quality 

Improvement Services {BQIS} at317-23~2736; or 800-545-7763, ext ~2736. 

•	 . If the problem is with the local BODS District Office, contact the Director of Client Services at 317-234
3719; or 800-545-7763, ext ~3719. 

•	 Another resource: contact the DO Waiver Ombudsman at 80Q-622-44&t By law, the Ombudsman 
. receives, 'investigates, and attempts to resolve complaintS and concerns that are made by or on behalf 
.ofpeople with developmental disabilities in Waiver programs. 

Other resOurces for assistance in complaint resolution include: 
'1. Adult Protective Services (APS) 800-992-6978 conducts investigations and provides le~ restrictive 

. intervention for adults who are endangered by abuse, neglect or exploitation. . 
2. Child Protective Services (CPS) 800-800-5556 conducts investigations and protects children from 

. abuse or neglect and prevents, remedies, or assists iil'solvingproblems that may result in abuse, 
neglect' exploitation or delinquency ota child. 

3.	 .Indiana Protection and Advocacy Services (P&A) 800-622-4845 will investigate consumer complaints, 
assist in the appeals' process, if needed, or take other action needed to resolve problems.. 

.. 4.. Medicaid Fraud Hot Line 800-382-1039 will investigate reports and allegations of providers or people 
inappropriately using Medicaid benefits or funding. 

Choosing anew provider 
Freedom ofchoice is guaranteed under the Waiver program. Exercising your freedom ofchoice is the best way 
to make sure you receive the services that you need. You have the right to CHOOSE to change to adifferent 
provider or case manager {as long as the different provider is certified by the Medicaid program for your area.} 
The process is designed to be Uexible to meet changing needs and/or provide better delivery of services. 

Provider discontinUing services 
AWaiver provider can discontinue Waiver services for avariety of reasons. 
Aprovider of NOrsing Facility Level of Care Waiver services that decides to stop delivering aservice must 
give a thirtY {3Ql day written notice to you, th~ case manager, and the Division ofAging Provider Relations 
Specialist If proper notice is not given, contact your case manager.. The'case manager will also assist you in 
seleCting another provider. . 

Aprovider of ICFIMR Level of Care Waiver services that decides to stop delivering aservice must give a~ 
(60) day written notice to you, the case manager, the District Office Service Coordinator, and the State Provider 
.Relation.s Specialist Ifproper notice is not given, contact your aase manager. The case manager will also 
.assist you in selecting another provider. The provider is expected to continue to denver the Waiver services 

. until another provider is selected and begins the services.. ' 
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-What Are Your AR,Peal Rights?
 

An appeals' process is available to every person who thinks that an action taken is adverse to himJher. For 
example. aperson is denied initial eligibility for aWaiver, or your Level of Care eligibility is denied during the 
annual review process or aspecific Waiver service; such as an assistive technology device, has been denied. 
Denial of non-Waiver Medicaid services-referred to as Wstate planwor Wregular Medicaidwservices-may also be 
appealed. 

When the State denies your eligibility for aprogram or service, you will receive awritten Notice ofAction. The 
effective date of the action will be in the Notice of Action you receive. The Notice ofAction will include the
 
appeals· procedure, describing what should be sent with the written appeal request, to whom the appeal
 

. request sbould be sent, and thetimelines. Most appeal requests must be filed within 30 days. During the
 
appeal process, benefits and services will continue, until there is a hearing decision. If you are in doubt, always 
request an appeal. The appeals' process is the only way to preserve your lights under federal and Indiana 
administrative law. 

The State will schedule ahearing before an Administrative Law Judge and must send awritten notice of the 
hearing at least ten days before the scheduled date.· You, as the person who has filed an appeal, have aright 
to: . 

1.. Be represented at the hearing by legal counsel. advocate, friend. and/or relative. 
-2. Review the entire case file prior to the hearing; to bling witnesses and cross-examine adverse 

witnesses. and 
3. Present evi.dence. 

Hearings are,usually conducted in aDivision of Family Resource office in your county of residence. 

The decision.ofthe Administrative Law Judge may be further appealed by requesting an WAgeney Review.w
 

This consistsbfareview of the record from the hearing and the Administration Law Judge's decision by a
 
Family and Social Services Administration designee, in order to determine if the decision is appropriate. No
 
new evidence is accepted for the review; however. you or your representative may submit awMemorandum of
 
Laww/summarizil1g the case. To appeal the Agency Review decision, you must file for judicial review in acivil
 
court.
 

For further information regarding your appeal rights, contact your case manager. You may also contact one of 
the advocacy agencies for more infonnation or support on appeals or services. See page 46 for contact . 
information. . . 
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How Do You Select Good Providers? 

Selecting good providers is critical. Ifs helpful to think about the issues that are important to you/your famny 
member before you begin the process. A listof certified Waiver providers for each county, including case .. 
managers, for the Nursing Facility LOC Waivers is available from the AM offices; and for the ICF/MR LOC 
Waivers from the local BODS District Offices. . 

You will be able to make an informed choice by reading information, such as this booklet or by discussing 
alternatives with the case manager, or an advocate. You may want to visit an individual who is currently 
receiving Waiver services or meet with various service providers. C~e managers can assist in setting up visits 
or meeting with service providers. 

SOmetimes aprovider can arrange for you to visit people who are receiving services from the provider. 
,Remember, when you· visit ahouse or apartment where Waiver services are being provided, you are visiting 
soineone's home. . 

.'.. OQthe following pages are some questions to consider when selecting Waiver providers. Which questions you 
askwill depend on what kind Ofservice it is, and whether you will be served in your family home, your own 

<home/apartment-with or without housemates.'Many of the questions are applicable to any setting, and others 
.can be skipped or modified as needed. 

When meeting with providers or case managers,itis important to take notes, because it is easy to forget details 
later. Ask for copies of any written materials, write down names, titles, phone numbers, email addresses, etc., 
and the:dale of the meeting. Ifs important to maintain accurate information. 

. .. Genera/Topics to Discuss 'with Service Providers and Case Managers 
. 1.· Discuss all areas of service that are absolute requirements for youJyour family member such as: 
'.. , medications always administered ontime. 24 hour directsupervision, sign language training, etc. 

',2. What makes youJyour family member happy? What causes pain? How will the provider maximize 
opportUnities for the first'and minimize or eliminate instances ofthe second? 

,,3~	 What things do youlyour family member want to have happen? Ajob? Member of achurch? How 
many housemales? Livingwithin ahalf hour drive of family? Anything else? Are these wishes or 
requirements? 

4.	 What are the riskS for youlyour family member? For example, daily seizures; no street safety skills; 
does not talk or use sign language; forgetful; hits others when angry, etc. How will the provider deal 

. with those risks? 

Specific QuestiolJ$ to Ask a Case Manager 
1. What is your experience working.with children and/or adults with disabilities or adults who are elderly? 

,	 . 

2. .. How would you ensure the implementation of my Person Centered Plan (for DO Waivers)? 
3.	 What connections have you established in my community? How would you assist me in building a 

support system in my community? 
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How Do You Select Good Providers?(Con't)
 

Specific Questions to Ask a Case Manager (Can't) 
4.	 In what capacity do you see yourself fitting into my team of family and friends, and with each of the 

sen(ice providers that I choose? . 

5.	 What, and how often, would you routinely communicate with me and other team members? How do 
you approach negotiation and connict resolution among team members? 

6. Can I page or call you-in the event of an emergency?
 
7..' How often would you expect to see me/my family member each month?
 

Questions to AskProspective Service Providers 
1. What is the provider's mission? (Does it match the intent you are seeking?)
 

..' 2. Is the provider certified, accredited, or licensed? What are the standards of service?
 
3. What kind of safety measures does the provider have to protect and assure treatment? 

. 4. How does the provider assure- compliance with person's rights? Do you (and/or family 
members/advocates) receive copies of your rights as aconsumer of services, as well as have these 
rights explained?
 

.5. Is the provider interested in what youlyour family member wants or dreams about?
 
6.	 . Is'the provider connected to otherprograms that you may need, such.as day support, local 

schooVeducation services, or work programs? How is the provider connected? Ask for specific 
- contacts. 

7.	 If you are to live in ahome shared with other people, can families drop in whenever they wish? 
8. How are birthdays, vacations, and special events handled?
 

9; How would family money issues be handled? What is the policy on personaVclient finances?
 
10.	 How would minor illnesses and injuries be handled? .Major iIInesseslinjuries? c 

11. What kinds of things are routinely reported to families? 
12. Can we get acopy of your complaint policies and procedures? Is there someone else who family 

members can talk to if there is adisagreement? 

13. How are behavior problems handled? Are staff allowed to contact a behavioral support provider? How 
-are new staff trained on the behavior support plan? Ate they trained before working with our family 
member? What _is the relationship between residential provider and behavioral provider? 

14.	 How is medication handled? What happens if medication is refused? 

15. What is the smoking policy? 
16. How are planning meetings scheduled and conducted, and who attends? Can afamily member call a 

meeting? How do you assure that what is agreed upon in the meeting actually is provided? 

17. Who would be the provider contact person, and how will that contact occur, and how often? Is
 
someone available 24 hours aday in case ofemergencies? .
 

18. How many people with disabilities has the agencyterminated or discontinuedfrom services? Why? 
What happened to them? 

19. Has the agency received' any abuse/neglect allegations? Who made these allegations? What were 
the outcomes? What;s the process for addressing abuse/neglect allegations? .. 
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How Do You Select Good Providers?(Con't) 

Questions to Ask Prospective Service Providers (Con't) 
20.	 What challenges do you think my family member will create for you? 

21.	 As aprovider of Waiver services, what are your strengths and weaknesses? 

22.	 What is the process for hiring staff? Are background checks conducted and training given? What 
happens to our family member while a new staff person is hired and trained? 

23.	 How is direct staff supervised? What training does the staff receive? What is the average experience 
or education of staff? 

24.	 How is staffing covered if regular staff is ill? What happens ifstaff does notshow up fOrthe scheduled 
time? How often does it happen? .
 

25~ What is the stafftumoverrate? How are staffs respiteneeds handled?
 
26.	 What kind of supports do staff have? Who can staff call ifaproblem develops?. . 

What to Look ForandAskAlloutDuring Visits to Supported Living Settings (DO Waivers only) 
. . .	 . 

1.	 How do the staff and bousemates interact? Do they seem to respect and like each other? . 
.2. Does the environment look comfortable? Is there enough to do? Are there things happening in the 

home? . 

3.	 What kind offo9d is available and who picks it? Are choices encouraged/available? Are diets
 
supenrised?· .
 

4.	 Do people have access to banks, shop$, restaurants, etc? How is transportation handled? Are tips to 
.access these resources planned or on an as needed basis? 

5.	 Is there atelephone available to housemates (with privacy)? Is the telephone accessible (equipped 
With large. buttons, vplume control, other access features) if needed? 

6.	 Does each person have hislher own bedroom? Can ea:h person indMdually decorate the bedroom? 

7.	 Do housemates seem to get along well? What happenS when they don't? 
8.	 Are there res1rictions on personal belongings? What are the procedures for lost personal items? Are 

personal items labeled? Are lostitems replaced? . 

9.	 Are pets allowed? What are the rules regarding pets? 

10. How much time is spent in active learning (neighborhood, home or community) and leisure activities? Is 
there agood balance with unstructuredtime? 

11. Is there evidence that personal hygiene and good grooming (hair, teeth, nails, etc.) are encouraged? 

12.	 How are personal need items, clothing, etc. paid for? 

13.	 Does each person have privacywhen he/she wants to be alone orwith aspecial friend? 

14. Does each pers~n have the opportunity to belong to churches, clubs, community groups, etc? 
15.	 Do staff knock on doors (and wait fOr aresponse) befOre enteling aprivate room? . 

16. What kind of rules is there within the living situation? What are the consequences fOr breaking rules? 

. 17. Does each housemate have opportunities to pursue hislller own indMduai interests, or do they travel. in 
agroup with everyone doing the same thing, attending the same movie, etc.? 
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What Other Community Based Services Are Available?
 

Beside Waiver Services, you may also be eligible for other programs and services beyond the scope of 
the Waiver. You can apply for these programs and services while you are waiting for Waiver services 
to start; and you can use them to supplement the Waiver services. Some of the services available are 
listed below. 

1.· Brain Injury Association of Indiana: Helps persons with brain injuries and the families of those persons. 
Provides support groups and resources. 317-356-7722 . 

2. Children's Special Health Care Services: Helps families ofchildren with serious chronic medical 
conditions receive treatment related to the child's condition. Income eligibility standards are 250010 of poverty. 
To apply, contact the Indiana state Department Health 800-475-1355. 

'. 3. CHOICE (Community and In-Home Options to Institutional Care for the Elderly and Disabled): A 
. state-funded program under the Division ofAging that provides support to both the elderly and people with 
. disabilities including children. In-home services such as respite care, home modification, personal 
a$S~nce, and' other services can be accessed. There is awaiting list for services. For more information, 
contact·your local Area Agency on Aging. See page 40 or call 800-986-3505. 

. '4~'Department ofEducation I Division of Exception Learners I Community-Supported Services: 
Intensive special education and related services, necessary to enable astudent to remain in the community, 
withoutresorting to residential placement or to return astudent to the local community from aresidential 
placement The Case Conference Committee determines ifcommunity-supported services are needed after 
the locaI~ducational corporation's continuum of services has been exhaUsted. . 

.5. Employment Supports: Awide range of supports is available for adults with disabilities who are seeking 
. employment or training, including work incentives through the Social Security Administration
 
Www.socialsecurity.govlworkl to supportworking adults with disabilities. For more information, contact your
 
local Vocational Rehabilitation Services office..
 

6. Family SUbsidy Program: Provides limited financial support for respite care called 'Caregiver Support' to 
assistfamilies to ke~ the child or adult with developmental disabilities in the family home. Caregiver 
SO'pport Services provide a 'break' for the primary caregiVer. By definition, the primary caregiver is not allowed 
to use Caregiver Support Services to work or attend school classes. For more information, contact the Bureau 
of Developmental Disabilities Services District Office in your area. See page 41. 

7. First Steps Infant and Toddler Program: Provides early interventions services to Indiana families with 
infants and toddlers from birth through age three who have developmental delays or disabilities.· Services may 
include: Special instruction, Health services, Vision services, Diagnostic services, Assistive Technology, 
Nursing services, Psychological services, Audiology, Transportation, Nutrition services, Physicaltherapy, 

. Occupational therapy, Social work seivices, Speech pathology, and Family support. Co-pays are b-ased on
 
family income~ Call 800-441-7837. www.in.govlfssaltirst stepflndex.hbnl .
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What Other Community Based Services Are Available? (conrd)
 

8. Hoosier Healthwise I Children's Health Insurance Program (CHIP): Indiana's health care program for 
children, pregnant women, and low-income working famifies. Based on family income, children up to age 19 
may be eligible for premium-free, or low-cost coverage under the Children's Health Plan. Benefits are similar to 
the regular Medicaid State Plan. (Children must apply for and be transferred to regular Medicaid health 
coverage once they are on aWaiver.) For more information call 800-889-9949. 

9. Medicaid I M~icaid Select: People not yet on the Waiver may be eligible for Medicaid State Plan benefits. 
.. . You apply at the local Division of Family Resources (DFR). See page 42. The caseworker can also provide 

mOre comprehensive information about services available and limitations of the program. When you receive· 
Waiverservices, you must be enrolfed in the Medicaid StatePlan, since both programs are used to meet your 
needs. Abrief list of regular Medicaid serviCes includes (but is not limited to) the following: 

•	 Hospital Onpatient outpatient and 
. emergency) 

• Family planning services and supplies 
•. Durable medical equipment and supplies 
• Nursing facUity 
• Long term care home health services 
• Rural health clinics and health·centers 
-Other care services (PT, OT, speech, etc.) 

• Lab and X-ray, prescribed drugs 
• Mental health services 
• Dental services 
• Nurse practitioners 

.•	 .Psychiatric hospital (under 21 and over 65) 
•	 EPSDT (underage 21) 
•	 Prosthetic devices 
•	 Eyeglasses 
•	 Diagnostic/screening/preventative 
•	 Rehabilitation 
•	 Case management fOr select people,
 

including people receiving ICFIMR type
 
Waiver services
 

eHospice care 
•	 Transportation 

10~ Medicaid for Employees with DisabiDties (M.E.D. Works): Working adults with disabilities, 
including those receMng aMedicaid Waiver, can participate in this Medicaid program and may pay a 
premium based on their earned income to continue Medicaid coverage.. The premiums are calculated at 
alower rate than spend down and replaces traditional spend down. M.E.D. Works provides the full-range . 
oftraditional Medicaid-covered serviCes and requires the same co-payments for services. Contact your 
local Division of Family Resources (DFR) for enrollment information. See page 42. For information 
about work incentive programs for people with disabilities including M.E.D.Works: 
www.in.govlfssalhealthcarelmedJmedicaidlreceivessdi.html 

11. Medicare: A hospital, medical insurance, and prescription drug program for retired people and people 
receMng Social Security Disability Insurance (SSOI) benefits for at least 24 months. Under certain 
conditions achild may be eligible for Medicare based on the parents work·history. Contact the Medicare 
Customer Service Information at 80Q..622-4792 (80Q..MEDICARE) or wiNw.medicare.gov 
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What Other Community Based Services Are Available? (confdl 

12. Section 8Rent Subsidy: For individuals on alimited income, rent subsidies, such as Section 8 
vouchers, may be available through local public housing authorities. These subsidies allow people with 
limited income to live in an integrated environment in aregular apartment building. Most communities 
have aHousing Authority and there is usually awaiting list For contact infonnation look in your telephone 
book or go to: www.hud.gov People from communities that do nothave local housing 
agencies/authorities shoUld contact the Indiana Rental Housing Help Line at 800-872-0371 

13. Section 8Home Ownership Program: For eligible individuals and families with low income, Section 
8vouchers can be used as mortgage subsidies rather than strictly for rent This program is not currendy 
available in all comm~nities. Call your local Housing Authority or Rental Housing Help Line at 800-872
0371 

14. Self-Directed care or Private Hire: Children and adults who receive attendant/personal care 
services utlderthe Aged and Disabled Waiver or CHOICE (or an individual who is responsible for 
making health-related decisions for the pel'Son) have the option to assume the responsibility to initiate 
self-directed care and exercise judgment regarding the manner in which those Waiver or CHOICE 
$ervi(;es are delivered,ihcluding the -decision to employ, train, and dismiss apersonal service attendant 
Speak to yeur AM case manager about this option. 

, 15. Social Security Administration: For application and status of benefits call 800-772-1213 
(automated answering resource). Contact website'www.ssa.gov/disabilitv/ Only people who have a. 
disability and meet medical criteria are eligible for the two income disability programs (see Social 
Security Disability Insurance and Supplemental Security Income below). 

·16. Social Security Disability Insurance (SSDI): An income disability program that pays benefits to an 
.. eligible person with adisability and certain members of the family ifthe person is -insured,- meaning 
'~:they have worked long enough and paid Social Security taxes. 

17. Supplemental Security Income (SSI): An income disability program that pays benefits to eligible 
adults and children with disability based on financial need. 

.;;·18. Special Education: IDEA Ondividuals with Disabilities Education Act) afederal entitlement program 
that provides tee appropriation public education in the least restrictive environment to special education 
students up to age 22 Oncluding infants and toddlers-First Steps Program). Services include therapies 
and assistive technology. For more information, contact the Special Education Director at your local 
school corporation or call the state office toll tee at 877-851-4106. For information about First Steps 
see page 37 

19. State Funded Supported Uving Services: An array of residential services and residential liVing 
. .~. .allowance that allows aperson eligible for developmental disabilities serVices to be supported in 

, hislher own home. CurrenUy, limited state funds are available for those people who are moving tom/" 
institutional settings to supported living settings. For more information, contact the Bureau of . 
Developmental Disabilities Services District Office in your area. See page 41. 



Area Agency on Aging Offices 

I Contact your local Area Agency on Aging toll 'free at 800-986-3505 

AREA 1 
NW IN Community Action 
Corp,lnc. 
5240 Founfain Dr 
CrO'M1 Point, IN 46307 
219-794:-1829 
800-826-7871 
FAX 219-794-1860 

AREA 2
 
REAl Services, Inc.
 
1151 S. Michigan St,
 
P.O. Box 1835 
South Bend, IN 46634-1835 
574-233-8205 
800-552-2916 
FAX 574-284-2642 

AREA 3 
Aging and In-Horne 
ServIces of Northeast 

· Indiana . 
2927· Lake Avenue 
Fortwayne,IN46805-5414· 
260-745-1200 . 
800-552--3662 
FAX ·260456-1066 . 

AREA 4 
·.1fJertcy.0II Aging & 
Community Action 
PrOgrams 
660 Na1h 36th Sl 
P.O. Box 4727 . 
Lafayette, IN 47903-4727 
765-447-7683 

· 800-382-7556 
TOO 765-447~7 

FAX 765-447-6862 

AREAS 
Agency on Aging & 
Community Services, Inc. 
1801 Smith Street 
Suite 300 
Logansport, IN 46947-1577 
574-722-4451 
800-654-9421 
FAX 574-722.:J447 

AREA 6 
UfeStream Services, Inc. 
1701 PiIgim Drive 
P.O. Box 308 
YOI'Ido'MI,IN 47~308 

765-759-1121 
800-589-1121 
TOO' 800-589-1121 
FAX 765-759-0060 
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AREA 7 
. West Centrallnc&ana Economic 

Development District, Inc. 
1718Wabash Ave., P.O. Box 359 
Terre Haute,lN 47808-0359 
812-238-1561 or 800-489-1561 
TOO 800-489-1561 
FAX 812-238-1564 

AREAS 
CICOA Aging & In-Home Solutions 
4755 Kingsway Dr., Suite 200 
Indianapolis, IN 46205-1560 
317-254-5465 or 800-489-9550 
TOO 317-254-5497 
FAX 317-254-5494 

AREA 9 
In-Home& Community Services 
Agency 
520 South 9th St 
Richmond, IN 47374-6230 
765-966-1795 or 800-458-9345 
FAX 765-962-1190 

AREA 10 
Agency On Aging 
630 West Edgev.ood Drive 
Ellettsville, IN 47429 
812-876-3383 or 800-844-1010' . 
FAX 812-876-9922 

AREA 11 
Aging & Community 
Services of SOuth central 
Indiana, l"c. 
1531131" Street Suite 60900 
Columbus, IN 47201-1302 
812-372-6918 
866-644-6407 
FAX 812-372-7846 

AREA 12 
LifeTime Resources, Inc. 
13091 BeI18Ciet Drive 
Dillsboro, IN 47018 
812-432-5215 
800-742-5001 
FAX 812-432-3822 

AREA13 . 
Generations 
P.O. Box 314 
Vinc:ennes, IN 47591 
812-888-5880 
800-742-9002 
TOO 812-888-5762 
FAX 812-888-4566 

AREA 14
 
Lifespan Resources, Inc.
 
426 Bank Street # 100,
 
P.O. Box 995 
New AIbany,IN 4n51-Q995 
812-948-8330 . 
888-948-8330 
FAX 812~147 

AREA1S 
Hoosier Uplands Agency on 
Aging and Disability 
services . 
521 West Main Street 
MilcheIl, IN 47446 
812-849-4457 
800-333-2451 
TOO 800-473-3333 
FAX 812-849-4467 . 

AREA 16 
Southwestern Indiana
 
Regional Council 011 Aging,
 
Inc.
 
16 West VD9nia st
 
P.O. Box 3938 
Evansville,IN 47737-3938 
812~7800 
800-253-2188 
FAX 812-464-7811 

'lQ 
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Bureau of Developmental Disabilities Services Offices
 

Central Office
 
Indianapolis
 
PO Box 7083
 
Indianapolis, IN 46207-7083
 
317-232-7842
 
800-545-7763
 

"Fax: 317-234-2099 

District 1
 
Merrillville
 
5800 Broadway, Suite P
 
Merrillville, IN 46410
 
219-887-0503
 
877-218-3053
 
Fax: 219-985-8652
 

District 2
 
South Bend
 
224W Jefferson Blvd, Suite 200
 
South Bend, IN 46601
 
574-232-1412
 
877-218-3059
 
Fax: 574-287-5482
 

". ,'District 3
 
Fort Wayne
 
219W. Wayne street.
 
FortWayne, IN 46802
 
260-423-2571
 
877-218-3061
 

,Fax: 260-424-2830 

·.District 4
 
,Greencastle
 
1007MiII Pond Lane, Suite A
 
Greencastle, IN 46135
 

; 765-653-2468
 
'877-218-3096
 
Fax:765-653-7152
 

, District 5
 
Indianapolis
 
4701 N. Keystone, Suite 427
 
Indianapolis, IN 46205-1541
 
317-254-2065
 
877-218-3530
 
Fax: 317-254-2075
 

District 6
 
Muncie
 
1200 S.Tillotson Overpass, Suite 4
 
Muncie, IN 47304
 
765-288-6516
 
877-218-3531 ,
 
Fax: 765-288-8529
 

District 7
 
Evansville
 
700 E. Walnut street
 
Evansville, IN 47713
 
812-423-8449
 
877-218-3528
 
Fax: 812-428-4146
 

District 8
 
Clarksville
 
P. O. Box 2517
 
1452 Vaxter Avenue
 
Clarksville, IN 47131-2517
 
812-283-1 04(}
 
877-218-3529
 
Fax: 812-285-9533
 

,District 8
 
Seymour
 
200 E. Third Street
 
P. O. Box 930
 
Seymour, IN 47274-0930
 
812-522-5859
 
877-218-3532
 
Fax: 812-523-1160
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Division of Family Resources Offices 

Check your local telephone book for counties with multiple office locations or go to: 
www.in.govlfssalfamily/childrenldfc/directorv 

Adams Co. Office Cass Co. Office DeKalb Co. Office 
1145 Bollman St, P.O. Box 227 1714 Dividend Drive 934 W. 15th St, P.O. Box 870 
Decatur, IN 46733 Logansport, IN 46947 Auburn, IN 46706 
260-724-9169 574-722-3677 260-925-2810 
Director: Steven E. Scott Director: Anita S. Closson Director: Mary E. Southern 

Allen Co. Office . Clark Co. Office Delaware Co. Office 
201 E. Rudisill Blvd., Suite 100 1200 Madison St 333 S.:Madison . 
Fort Wayne, IN 46806 Clarksville, IN 47129-7725 P.O. Box 1528 
260-458~200 812-288-5400 . Muncie, IN 47308 . 
Director: Michelle Savieo Director: Patrick Brown 765-751-9565, Ext 250 

Director: Jacqueline S. Fisher 
Bartholomew CO. Clay Co. Office 
1531 13th St, Suite 2700 1015 E. National Ave. Dubois Co. Office 
Columbus, IN 47201-1311 Brazil, IN 47834 . 611 Bartley St 
812-376-9361 812-448-8731 Jasper, IN 47546 
Director: Keith Weedman Director: Pam Connelly 812-482-2585 

(or P.O. Box 230 . 
Benton Co. Office ClintonCo. Office Jasper, IN 47547-0230) 
403W. 5th St. 57 W. Washington St, DUector: Leslie Rowland 
IJ.O. Box 226 .P.O: Box 725 
Fowler, IN 47944-0026 Frankfort, IN 46041-0725 Elkhart Co. Office 
765-884-0120 765~54-8571 347 West Lusher Avenue 
Director: Elva A Janies Director: Janis Mullen Elkhart, IN 46517-1825 

574-293~551 

Blackford Co. Office Crawford Co. Office Director: Tony Sommer 
124 N. Jefferson St, P.O. Box 717 304 Indiana Avenue, P.O. Box 129 
Hartfonl City, IN 47348 English, IN 47118 . Fayette Co. Office 
765-348-2902 812-338-2701 3662 Western Avenue 
Director: Betty Lyons Director; Herbert Gomon Conn~e,IN 47331-3428 

765-825-5261 
Boone Co. Office Daviess Co. Office Director: Mark Munchel 
953 Monument Dr., P.O. Box 548 4 N.E. 21st St,P.O. Box 618 
Lebanon, IN 46052 Washington, IN 47501 Floyd Co. Office 
765-482-3023 812-254-0690 1421 E. Elm St 
Director: Kamilla Aeschliman Director: Melinda Beny New Albany, IN 47150 

812-948-5480 
Brown Co. Office Dearborn Co. Office Director: John Bmksdale 
121 Locust Lane, P.O. Box 325 230 Mary Ave., Suite 150 
Nashville; IN 47448 P.O. Box 401 Fountain Co. Office 
812-988-2239 Lawrenceburg, IN 47025 981 E. State St, Suite A 
Director: Debora L. Dailey 812-537-5131 P.O.Box67 

Director; Randy Hildebrand Veedersburg, IN 47987 
Carroll Co. Office Decatur Co. Office 765-294-4126 
6931 West 300 North 1025 E. Freelarid Rd., Suite B Director: Cindy Mason 
Delphi, IN 46923-0276 P.O. Box 484 
765-564-2409 GreensbUrg, IN 47240-9427 Franklin Co. Office 
Director: Janis C. Mullen 812~63-6768 9127 Oxfonl Pike, Suite A 

Director: Traci Lynn Eggleston . Brookville, IN 47012-9284 
765~7-4081 

Director: Teny Suttle 
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Fulton Co. Office
 
1920 Rhodes St .
 
Rochester, IN 46975-0820
 
574-223-3413 .
 
Director: Chris (Christina)
 
Ackerman
 J 

Gibson Co. Office
 
321 S. 5th Avenue
 

.Princeton, IN 47670-3519
 
812-385-4727
 
Director: Susan Blackburn
 

Grant Co. Office
 
840 N. Miller Avenue
 
Marion. IN 46952
 
765-6684500 .
 
Director: Charles Osterholt
 

Greene Co. Office 
104 CoUilty Road 70 E, Suite A 
P.O. Box 443 .
 
Bloomfield, IN 47424
 
812-3844404
 
Director:' Vacant
 

Hamilton Co. Office
 
938 N. Tenth St
 
NoblesVille, IN 46060
 
3n·7;73~2183 

. Interim Director: Peggy Swbey 

Hancock Co. Office
 
120 W. Mckenzie, Suite F
 
Greenfield, IN 46140
 
317467-6360
 
Director: Laura Gentry
 

Harrison Co. Office 
.2026 Highway 337 NW, P.O. Box 
366 
Corydon, IN 47112-0366 
812-738-8166 
Director: James Miller 

. Hendricks Co. Office 
6781 E. US 36, Suite 200 
Avon, IN 46123 
317-2724917 
Director: Andrea Goodwin 

HeDlY Co. Office .
 
1416 Broad St, 2nd Floor
 

.New Castle, IN 47362 
765-529-3450 
Director: Michael Fleming 

Howard Co. Office 
101 W. Superior 
Kokomo, IN 46901-4670 
765-457-9510 
Director: Marilyn Robinson 

Huntington Co. Office 
88 Home St 
lfuntington, IN 46750-1346 
260-3564420 
Director: Elizabeth (Liz) J. Learned 

Jackson Co. Office 
220 S. Main St, P.O. Box C 
Brownstown. IN 47220 
812-358-2421 
Director: Dennis Carmichael 

Jasper Co. Office 
215 W. Kellner Blvd, Suite 16 
P.O.Box279 
Rensselaer,·-JN 47978 
219-866-4186 
Director: Sharon R Mathew 

Jay Co. Office . 
1237 W. Votaw St 
SR67, P.O. Box 1034 
Portland, IN 47371-9590 
260-726-7933 
Director: Chris Wagner 

Jefferson Co. Office 
493 W Hutchinson Lane 
P.O. Box 1189 
Madison, IN 47250-1189 
812-265-2027 
Director: Robert G. King 

Jennings Co. Office 
2017 Crestwood Drive, P.O. Box 
1047 
NQrth Vernon, IN 47265 
812-346-2254 
Director: Michael L. Williams 

Johnson Co. Office 
1784 E Jefferson St 
Franklin, IN 46131-7277 
317';738-0301 
Oirector: Vacant 

Knox Co. Office 
1050 Washington Ave., P.O. Box 
235 
Vmcennes, IN 47591 
812-882-3920 
Director: Lany Marchino 

Kosciusko Co. Office 
205 N. Lake St 
Warsaw, IN 46580 
574-267-8108 
Director: Peggy Shively 

LaGrange Co. Office 
836 N. Detroit St 
LaGrange, IN 46761-1112 
260463-3451 
Director: Jan Lung 

Lake Co. Office 
661 Broadway 
Gary, IN 46402-2407 
Mailing AddIess: P.O. Box 2270 
Gary, IN 46409-2270 
219-886-6000 
Director: Jane Bisbee (all locations) 

LaPorte Co. Office 
1230 State Road 2 W, P.O. Box 
1402 
LaPorte, IN 46352 
219-326-5870 
Director: Temmce K. CiOOch. 

Lawrence Co. Office 
918 16th Street, Suite 100 
Bedford, IN 47421-3824 
812-279-9706 
Director: Steve Adam 

Madison Co. Office 
222 E. 10th Street, Suite D 
Anderson, IN 46016 
765-649-0142 
Director: Christopher Wagner 
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Marion Co. Office 
129 E. Market St, Suite 1200 
Indianapolis, ]JIJ 46204 
Please refer to offices listed 
t:hrOughout Marion Co. 
Director: Dan Carmin 

Marshall Co. Office
 
1850 Walter. Glaub Drive
 
P.O. Box 539 
Plymouth, IN 46563 
574-935-4046 
Director: Michael 1. Carroll 

Martin Co. Office 
. 51 Ravine Street,;P.O. Box 88 

Shoats, IN 47581 
812-247-2871 
Director: Melinda Berry 

Miami Co. Office 
12 S. Wabash, P,O. Box 143 
Peru, IN 46970~143 

765-473-6611 
Director: Fay Russell 

Monroe Co. Office
 
401 E. Miller Drive .
 
Bloomington, IN 47401
 
812-336-6351
 
Director: Lindsey A Smith·
 

Montgomery Co.
 
307 Binford SL
 
Crawfordsville, IN 47933
 
765-362-5600
 
Director: Steve Vaughn
 

Morgan Co. Office
 
1326 S. Morton Avenue
 
Martinsville, IN 46151
 
765-342-7101
 
Dinictor: Tim Miller
 

Newton Co. Office 
4117 S 240 W,P.O. Box 520 
Morocco, IN 47963~520 
219-285-2206 
Director: Ronald S. Fisher 

Noble Co. Office
 
107 Weber Road
 
Albion, IN 46701
 
260-636-2021
 
Director: Sue Romans
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Ohio Co. Office
 
125 N. Walnut, PO Box 196
 
Rising Sun, IN 47040
 
812-438-2530
 
Director: Randy Hildebrand
 

. Ornnge Co. Office 
535 N.Greenbriar Dr, PO Box 389 
Paoli, IN 47454 
812-723-3616 
Director: Leslie Rowland 

Owen Co. Office
 
450E. Franklin St
 
Spencer, IN 47460-1824
 
812-829-2281
 
Director: Debora L. Dailey
 

Pme Co. Office
 
116 W. Ohio
 
Rockville, IN 47872
 
765-569-3156
 
Director: Katie Edington
 

Perry Co. Office
 
316E. Hwy66
 
Tell City, IN 47586
 
~ 12:-547-7055
 
Director: Georgann Gogel
 

Pike Co. Office
 
2105E.Main
 
Petersburg, IN 47567
 
812-354-9716
 
Director: .Steve Cnnningham
 

Porter Co. Office
 
152 Indiana Avenue
 
Valpar3iso, IN 46383-5514
 
219-462-2112
 
Director: Jon Rutkowski
 

Posey Co. Office 
1809 Main St, PO Box 568 
Mount Vernon, IN 47620 
8'12-838-4429 
Director: Susan Blackburn 

Pulaski Co. Office 
429 N Logan St, P.O. Box 130 
Winamac, IN 46996-0130 
574-946-3312 
Director: LaurelJ. Myers 

Putnam Co. Office
 
121 Ridgeland Rd.
 
Greencastle, IN 46135
 
765-653-9780
 
Director: Barbara South
 

Randolph Co. Office
 
325 SOak St, Ste 201
 
Winchester, IN 47394-2242
 
765-584-2811
 
Director: Steven Cox
 

.Ripley Co. Office
 
630 S. Adams, P.O. Box 215
 
Versailles, IN 47042
 

.	 812-689-6295 
Director: India Turner 

Rush Co. Office
 
1340 N. Cherry
 
Rushville, IN 46173
 
765-932-2392
 
Director: Terry Suttle
 

St Joseph Co. Office
 
4634 W. Western Ave.
 
So1lth Bend, IN 46619-2304.
 
574-251-8668
 
Director: Cbarles Smith
 

Scott Co. Office
 
1050 W. Community Way
 
Scottsburg, IN 47170-7768
 
812-752-2503
 
Director: Joan Kelley
 

Shelby Co. Office
 
2565 Parkway Dr., Suite 2
 
Shelbyville, IN 46176-8677
 
317-392-5040
 
Director: Maty Ann Medler
 

Spencer Co.· Office 
900 Old Plank Road, P.O. Box 25 
Rockport, IN 47635 
812-649-9111 
Director: Connie Branch 

Starke Co. Office
 
318 E. Culver Road
 

.	 Knox, IN 46534 
574-772-3411 
Director: LanyHarris"'· 



Steuben Co. Office
 
317 S. Wayne St, Suite 2a
 
Angola, IN 46703
 
260-665-3713
 
Director: Jan Lung
 

Sullivan Co. Office
 
128 S. State St; PO Box 3.48
 

.	 Srillivan, IN 47882 
812-268-6326 
Director: Pam Connelly 

Switzerland Co. Office 
506 Ferry St-SR 56, PO Box 98 
Vevay, IN 47043 
812-427-3232: 
Director;~o"ertG.King 

Tippecanoe Co. Office 
111 NoJtl!. 4th St 
:LafaYe#.~, IN 47901-1305 
765-742-0400 
Director: Angela Smith Grossman 

Tipton Co. Office 
202 S. West St 
Tipton, IN 46072-1848 
765-675-7441 
Acting Director: Jennifer (J~) 

R Hoffman 

Union Co. Office
 
303A N. Main St, P.O. Box 344
 
Liberty, IN 47353
 
765-458-5121
 

,Director: Gene Sanford 

Vanderburnh Co. 
100 E. Sycamore St, P.O. Box 154 
Evansville, IN 47701-0154 

. 812-421-5500 
Director: Lmk Buckman 

Vennillion Co. Office
 
215 W. Extension St, P.O. Box
 
218
 
Newport, IN 47966
 
765-492-3305
 
Director: Katie Edington
 

Vigo Co. Office
 
30N.8thSt
 
Terre Haute, IN 47807
 
812-234-0100 .
 
Director: Glenn Cardwell
 

Wabash Co. Office
 
89 W. Canal St
 
Wabash, 1N 46992
 
260-563-8471
 
Director: Margery Justice
 

Warren Co. Office
 
20 W. Second St
 
WJlliamsport, IN 47993-1118
 
765-762-6125
 
Director: Linda Akers
 

Warrick Co. Office 
1302 Millis Avenue, P.O. Box 265 
Boonville, IN 47601 
812-897-2270 
Director: Judith Harper 

Washington Co. Office 
.711 Anson St 
Salem, IN 47167-9777 
812-883-4305 
Director: Nancy Lambring 

Wayne Co. Office
 
50 S. Second St
 
Richmond, IN 47374-4276
 

. 765-935-0078 
Director: Jean Cates 

Wells Co. Office
 
221 W. MaJ:k:et Street, P.O. Box
 
495
 
Bluffton, IN 46714
 
260-824-3530
 
Director: Jenny Tsakkos
 

White Co. OffiCe
 
715 N. Main St
 
Monticello, IN 47%0
 
574-583-5742
 
Director: Barbara Bedrick
 

Whitley Co. Office
 
115 S. Line St
 
Columbia City, IN 46725
 
260-244-6331
 
Director: Steve Weaver
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Additional Resources and Contacts
 

Family & Social Services Administration (FSSA) 
•	 Website: www.state.in.ustfssaf. The FSSA website links 

to the state ageliciesbelow. 

•	 To call Toll Free.,use 8QG-545-n63 and extension -the 
last five dgits of the FSSA office telephone number you 
are calling. 

•	 For other FSSA numbers and contacts go to: 
www.in.govlfssaladminlaboutldrectory 

1. Bureau.of.DeveloprllentaJ-DiSabilities Services; DDRS 
P.O. Box7083 MS,,18
 
Indianapolis. IN 46207-7083
 
317-232-7842
 
402· weSt Washirlgton Street Room W453
 
800-545-7763 ext. 2-7842
 

2. Bureau'of Quaiitylmprovement Semces, DDRS 
P.O. Box 7083·MS-46 

-'ndanapolis, IN 46207 
317-234-2736 
402 W.Washington Street Room W451 

- -8Q0..545.7763eXt.4-2736 
'800:6224484 DOWaiver Ombudsman 

3. Division of Aging , FSSA 
P.O. Box 7083 MS:21
 
Indianapolis, IN 46207-7083
 
317-232-7122
 
402 W;WashingfoitStreetRoom W454 
800-545-7763 ext. 2-7122 

4. Hearing and Appeals, FSSA
 
MS-M
 
402 W.Washington Street Room E024
 
Indianapolis, IN 46204-2739
 
317-234-3488
 
866-259-3573;(toll free)
 
317-232-4412 (fax)
 

5. Office of Medicaid Policy and Planning, FSSA
 
:402 W. Washington Street Room W382
 
Indianapolis, IN 46204-2739
 
317-232;;7930 (Autism, DO &Support Services Waiver)
 
317-232-0049 (A&D & TBI Waivers)
 
8O()'545-7763 ext 2-7930 or ext 2-0049
 

6. Divfsion of Family Resources, FSSA
 
402 W. Washington>Street Room W392
 
Indi8nap06s; IN 46204-2739
 
800-545-7763 ext 2-4704, 317:·232-4704
 

Social Security Administration Office
 
Contact website www.ssa.gov!disabilitv/
 
800-7721213 (automated ansWering resource)
 

Centers for Independent Uving (Cll) 
Provides peer support, self-help. self-detennination. and 
individual and system advocacy for all people with disabilities.• 
To locate a Cll near you call (BOO) 545-7763 ext 2-1367 or go 
to: www.in.govlfssaldsabilitv/serviceslvrlilcenters.html 

IN*SOURCE
 
Indiana Resource Center for FamUies with Special Needs
 
809 North Michigan Street
 
South Bend, Indiana 46601
 
574-234-7101 or (800) 332-4433
 
574-234-7279 (Fax)
 
insource@inSource.org
 
www.insource.org/
 

About Special Kids (formerly IPlN) 
-7275 Shadeland Avenue, Suite 1 
Indianapolis, IN 46250 
317-257-8683 
800-964-4746 
FamilyNetw@aboUtspecialkids.org 
www.aboutspecialkids.org 
(fonnerty IPiN -Indana Parent Infonnation Network)] 

Indiana Protection & Advocacy Services. 
4701 N. Keystone, Suite 222 
Indianapolis. IN 46205 
317-722-5555 
800-622-4845 
800-838-1131 (TlY only) 
317-722-5564 (Fax) 
info@ioas.state.in.usl 
www.in.govlioas 

The Arc of Indiana 
107 N; Pennsylvania Street, Suite 300 
Indianapolis, IN 46204 
317-977-2375 
317-977-2385 (Fax) 
800-382-9100 
www.arcind.org 
TheArc@arcind.org 

TheArcUnk 
www.TheArcUnk.org! 

.'Governor's Council for People with Disabilities
 
150 We~t Market Street, Suite 628, Indianapolis, IN 46204
 

\lOiee: 317-232-mO. Fax: 317-233-3712
 
GPCPD@gpcpd.org • www.in.gov/gpcpd
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Notes 
It is importanUo keep a record of who you talked to, when you sent informs, etc. Use this page to list 
contact names, numbers, what was discussed and other important information. 
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Notes (continued) 
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I 
I 
I	 Waiver Guide Feed Back and Evaluation Survey 
I Please let us know whether this booklet is helpful and any suggestions you have for improving it by returning the 
I completed survey via mail or fax. The survey is available as aseparate document on request 
I To fax: Send to Brenda Wade 317-233-3712 
I To mail: Fold, tape the ends together, affix postage and drop in your nearest mailbox. 
I 
I 1.· How helpful is the Consumer Guide to Waiver Programs as asource for information about waivers? 

_ Very helpful.· _ Helpful _ Somewhat helpful _ Not helpful 

2.	 Overall, how satisfied are you with Consumer Guide to Waiver Programs? 

_ Very satisfied _ Satisfied _ Somewhat satisfied _ Not satisfied. 

3.	 What do you think about the length of the booklet and how well the topics are covered? 

_.Too short/not enough information _ Just right __Too long/too much information 

4.	 Which describes your interest in Waivers and this booklet? (Please check all that apply) 
__ I am currentiy receiving awaiver 

_I have recentiy been 'argeted" for aWaiver opening 
_I am on the waiting list for a Waiver 
_I plan to apply for aWaiver 

_I will use the book to educate others aboutthe Waiver program 

5.	 Which describes you? (Please check all that apply;) 
_ Person with adisability _Parent of aperson/child with adisability 
_ State agency personnel _Service provider 
_ Advocacy organization _ Parent group 

Educator ._other. _ 

6.	 Comments and Suggestions: 

7. Would you like to receive the Council's tee monthly newsletter On Target? _Yes _No _Already receive 

8. Would you like to receive Council E-mail News (about twice each month)? _Yes _No _Already receive 

Ifyou said yes to either of the last two questions, please include your contact irlformation when returning this form. 
Or ifyou prefer, e-mail the information separately to Brenda Wade at BWad~@gpcpd.org 

Name:----------------------------
Address: -', IN ZlP:, _ 

E-mail: ----------Telephone:----------'---- 
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Place 
Stamp 

. here 

Governors Council for People with Disabilities 
Consumer Guide to Waivers Survey clo Brenda Wade 
150 West Market Street, .Suite 628 
Indianapolis, IN 46204-2801 
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TAKECONTROlOFYOUR 
CAREER. TAKE ITTO 
BRIGHTPOlNl 
VIEW OPEN POSITIONS> 

Indy anti-diabetes experiment takes off 
April 21, 2010 

UnitedHealthcare believes a program tested in the Indianapolis area will help it save money on claims. 

The Minnesota-based health insurance giant is rolling out the program to cities across the country this 
month after trying it out at YMCA of Central Indiana locations and relying on Indiana University to 
crunch numbers to ensure the program got results. 

UnitedHealthcare, which claims the second-largest share of the market in central Indiana, pays the 
YMCA directly if it successfully helps patients lose weight; Walgreens also is paid for its pharmacists' 
spending time reviewing patient prescriptions and compliance. 

In the pilot, UnitedHealthcare paid for patients detemlined to be pre-diabetic to join a 16-week program 
at the YMCA. The YMCA taught the participants how to count calories and fat grams, to set daily 
ceilings on each, and to record everything they eat to make sure they don't exceed their daily limits. 

Beyond that, the YMCA let participants eat whatever they want. But they also got them to use the 

exercise equipment at YMCA facilities and coached them on how to handle stress without resorting to 
eating and how to maintain their diet discipline even when schedules and social situations work against it. 

"We've learned skills that I'm going to use for the rest of my life," said Peggy Brown, 58, who with her 

husband Robert is in the 15th week of her program at the YMCA in Greenwood. He has lost 23 pounds 
and she has lost 29 pounds, which has helped drop their blood sugar levels so they are no longer "pre
diabetic." 

The Browns and others like them helped the YMCA participants lose, on average, 6 percent of their body 
weight after six months, compared with only 2 percent lost by similar patients trying other diet and 

exercise programs, according to TU's research. 

Those proven results make Dan Krajnoyich, CEO of UnitedHea!theare's Indiana subsidiary, confident 

that employers will want to join the program. He said it would certainly improve UnitedHealthcare's 
competitiveness among employers in Indiana. 

"No question about it," he said. "We're actually offering this program to non-UnitedHealthcare 

customers as well," which means employers can pay to have their employees participate, even if they do 

not choose UnitedHealthcare to provide their health benefits. 



Krajnovich said the key difference about this program, compared with previous wellness efforts, is the 

way UnitedHealthcare has structured its payments to the YMCA. The organization receives no money 

unless a patient completes the program. It can then receive extra money if a patient loses at least Gpercent 

of his or her weight and another bonus on top of that if a patient loses 9 percent of his or her weight. 

Peggy Brown and her husband had lost 7 percent of their body weight by week II of their program and 

have lost even more since. 

"I don't want to go back," she said. "I've got energy. I'm able to keep up with my grandkids. We can do 

things, and can go places. And we're having fun." 

In addition to Indianapolis, UnitedHealthcare, YMCA and Walgreens are launching their anti-diabetes 

program in Minneapolis-St. Paul, Phoenix, Cincinnati, Columbus, Ohio, and Dayton, Ohio. 



IG www.lndyStar.com I 

November 18, 2010 

Diabetes prevention outside doctor's office 
Ronald T. Ackermann 

At least 57 million Americans -- more than a quarter of the adult population -- have pre-diabetes, a 
condition that places them at high risk for developing type 2 diabetes. Even worse, approximately 
one-quarter of individuals suffering from diabetes, and nearly 90 percent of those at high risk of 
developing the disease, remain undiagnosed. 

In Indiana, the State Department of Health estimates that 9.6 percent of adults have diabetes and that 
a quarter of a million people are unaware that they are diabetic. Diabetes is now the seventh-leading 
cause of death in our state. 

One out of every five health-care dollars is spent caring for someone with diagnosed diabetes, a 
figure that has increased 32 percent since 2002, according to the Centers for Disease Control and 
Prevention. Closer to home, the Department of Health reports that the cost of diabetes care in the 
Hoosier state was $47.1 billion in 2007. If current obesity trends continue, by 2018 some 103 million 
Americans will be considered obese to the tune of an estimated $344 billion in health system dollars, 
according to a report by the American Public Health Association, and Partnership for Prevention and 
United Health Foundation. 

The early identification and involvement of populations most at risk of developing diabetes and other 
obesity-related health complications might be our nation's top health-care priority. Fortunately, new 
"partnered" approaches offer proven solutions. UnitedHealth Group has partnered with the YMCA to 
offer the Diabetes Prevention Program. 

The program is based on the original U.S. Diabetes Prevention Program funded by the National 
Institutes of Health and the CDC, which demonstrated that, with lifestyle changes and modest weight 
reduction, pre-diabetic individuals can prevent or delay the onset of the disease by 58 percent. 
Researchers at the Indiana University School of Medicine were able to replicate the successful 
results with the YMCA of Greater Indianapolis in a group setting. 

The program uses a group-based lifestyle intervention designed especially for people with pre
diabetes. In a communal setting, a trained coach teaches participants to eat healthier, increase their 
physical activity and learn about other behavior modifications. After 16 core sessions, participants 
meet monthly for added support. 

The results: At the Indianapolis-area YMCAs, program participants shed 6 percent of their body 
weight within six months, compared with 2 percent in a control group, and sustained the weight loss 
one year later. The YMCA and the CDC successfully adapted this program to serve other 
communities, and UnitedHealth Group is now helping the program expand and grow in many more 
communities across the nation. UnitedHealth covers the DPP services at no charge to participants 
enrolled in employer-provided health insurance plans. 

Curbing our nation's diabetes epidemic extends beyond the doctor's office and hospital room. It 
should involve the active engagement of educated pharmacists, community centers, lifestyle coaches 
and individuals most at risk, their families and communities. 
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Outline 

• HIV/AIDS background 

• HIV in Indiana 

• CDC recommendations about HIV testing 

• Informed consent 

• Components of the amended HIV testing law
 

• Should the current policy in Indiana be 
amended 



HIV/AIDS Background
 

• In USA, as of Dec 2008, 1.18 million people 

were living with HIV/AIDS 

• 21% of this population were unaware of this
 

• 33% of these patients presented with late 

diagnosis-AI DS 

• 50,000 new cases annually 



Facts about HIV/AIDS in the u.s.
 
•	 Since 1994 there has been an increase in the number of 

cases among blacks} and other minorities 

•	 1990-1992 the proportion of persons who first tested 
positive for HIV} less than a year before AIDS} was 51% 

•	 1993-2004 the proportion declined to 39% 

•	 By 2002} 38%-44% of all adults had been tested for HIV 

•	 87% received their first positive HIV test in an acute or 
referral medical care setting 

•	 65% were tested because of illness 



HIV/AIDS in Indiana
 

•	 As of Dec 2009 J 9J 646 people were living with HIV/AIDS 

•	 Out of the 9J 646 cases J 4267 (44%) had HIV and 5379 

(56%) had AI DS 

•	 Indiana ranked 24 highest among 50 states with AIDS 

•	 Ratio of male to female predominance is 4:1 

•	 Age group 20-25 J and up to 40 yrs were mostly infected 

•	 In 2009 J newly reported cases of HIV were 313 and 

176 patients reported initially with AI DS 

•	 Could we have identified the 176 people when they had 

HIVJ not AIDS? 



CDC and HIV Testing Law
 

•	 1985- Testing started mainly to improve safety 
of blood supplied for transfusion 

•	 1987-USPHS issued guidelines for counseling 
and testing 

•	 1993- CDC provided guidelines for voluntary 
counseling especially in high seroprevalence 
sites 

• 2001- Extension to pregnant women to be 
tested} and also included more clinical venues 



CDC and HIV Testing Law
 

• 2003- New strategies made to make HIV 
testing a routine part of medical care, though 
voluntary 

• Universal testing of all pregnant women, to 
reduce perinatal transmission rates 

• From 2003 to 2005, various groups have met
 
to decide on how best to expand HIV testing
 



The Issue of Informed Consent
 

• A process put in place to educate and 

help patients cope with HIV/AIDS 

•	 To ensure some degree of confidentiality
 

•	 It is a specific document, different from 
general medical care consent form 



What does Informed Consent Involve?
 

• Communication between patient and provider 

• Elements include 

• Expla nation of what HIV/AI DS is 

• Mode of acquisition 

• Preventive strategies 

• Risk and benefits of testing 

• Implications of the test results 

• Treatment options 

• Opportunity to ask questions 

• Patients could accept or decline the HIV Testing 



Indiana -HIV Testing Laws
 

Components of CDC Recommendations Indiana Laws 

Informed Consent Informed consent required 

Counseling No specific provisions 

Testing Provision 

Anonymous 

Rapid 

Routine 

Testing must be made available 

anonymously 

No specific provisions 

No specific provisions 

Disclosure No specific provisions 

Minor/Adolescent Testing Persons 14 or older may consent 

Testing of Pregnant Women Opt-out testing of pregnant women 



The issue with this process 

• The process could be complicated and time 
•consuming 

• Not many people could be tested "routinely"
 

• Did not completely help with the "stigma" 
related to HIV/ADS 



Objectives of CDC Revised
 

Recommendations of HIV Testing
 

•	 To increase HIV screening of patients, including pregnant 
women in health care settings 

•	 Foster earlier detection of HIV infection 
•	 Identify and counsel persons with unrecognized HIV 

infection and establish them into care 

• For clinical benefits 
• For preventive services 

•	 Further reduce perinatal transmission of HIV in the US 



• HIV screening is recommended for patients in 
all health-care settings after the patient is 
notified that testing will be performed unless 
the patient declines (opt-out of screening) 



Health-care Settings 

• Patients on admission in hospitals
 

• Emergency Department 

• Physician's office 

• Other Health care providers 

• Nurse Practitioners 

• STD clinics 



CDC Revised Recommendations for HIV
 
Testing of Adults, Adolescents and
 

Pregnant Women in Health Care- Settings
 

•	 Persons at high risk for HIV infection should be· 
screened for HIV at least annually 

• Separate written consent for HIV testing should 
not be required, general consent for medical care 
should be considered sufficient to encompass 
consent for testing 

• Preventive counseling should not be required
 
with HIV diagnostic testing or as part of HIV
 
screening programs in health-care settings
 



For Pregnant Women 

•	 HIV screening should be included in the routine 
panel of prenatal screening tests for all pregnant 
women 

•	 HIV screening is recommended after the patient is 
notified that testing will be performed unless the 
patient declines (opt-out screening) 

•	 Separate written consent for HIV testing should not 
be required, general consent form is sufficient 

•	 Repeat screening in the third trimester is 
recommended in certain jurisdictions with elevated 
rates of HIV infection among pregnant women 



Trends in Perinatal HIV/AIDS
 

•	 1982- First reported perinatal transmission 

•	 1992- number of patients was 945 

•	 2004- decline to 48 (95%) 

•	 2004- 38% of AIDS cases from perinatal 
transmission were in children less than 1 year 

• Currently rates of transmission is less than 2%, 
with intervention compared to 23%-30% without 

• This is due to increased identification of infected 
mothers, and timely intervention 



Summary
 

•	 Everyone between the age of 13-64 years should 
be offered HIV Testing in a routine clinical setting 

•	 Everyone, including pregnant women, can opt out 
of screening 

•	 HIV is a chronic disease, and needs to be 
screened for, like other diseases 

•	 Effective treatment for HIV is available 

•	 Treatment is valuable in the prevention of the 
spread of the disease 



Advantages of Amending the Law on
 
Informed Consent
 

•	 Many more people will be tested, especially the youth, who may 
not identify risk factors 

•	 The earlier we identify infected people, the better the chances of 
non progression to AIDS 

•	 The long face to face process of informed consent can be 
eliminated 

•	 Patients will identify this as a routine blood tests like wbc, and rapid 
test which provide quick test results 

•	 This will reduce perinatal transmission rates 
•	 Sometimes Primary care givers may not be able to identify the risk 

population, or acute phase of HIV 
•	 The testing process can "de-stigmatize" the perceptions of HIV/AIDS 
•	 Test for HIV can create awareness for those with risk factors, and 

provide continual education 



Points to note
 

• Despite the revision} clinicians will still need to 
ask for consent before testing 

• Consent will be incorporated in the consent 
form for general care 

•	 It is helpful to have a fact sheet about the HIV 
disease} and patients can ask questions 

• Patients can opt out of screening} and this 
needs to be documented 



Concerns about the Law
 

•	 Concern has been that there will be removal of an important 
mechanism for educating individuals about HIV 

•	 Research has shown that pre-test counseling does not
 
eliminate risk behavior
 

•	 Documented facts needs to be provided, and patients can ask 
questions 

•	 Will patient's protection be weakened? 

•	 It should not, as patients will always have confidentiality and. 
clinicians should abide by that 

•	 Will this necessarily increase testing 

•	 Access to health insurance and regular provider form the 
basis- and people will end up at these health care settings 



New York State
 

•	 Other states amended this law prior to NY 

• July 30 2010} the HIV testing public law was 
amended in NY 

• Came into effect September 2010 

•	 Other new legislation added} such as release 
of confidential HIV information in health care 
setting} and HIV in health care exposure 



Conclusion
 

• Success story in marked reduction in perinatal 
transmission of HIV with routine maternal HIV 
testing 

• The hope is that routine testing would 
increase the number of HIV-positive people 
aware of their statusJ increasing the likelihood 
of receiving adequate careJ as well as reducing 
transmission ratesJby affecting risk behavior 
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I--
--'--- Pharmacy (other) 

EKG-
Other (explain) 

---:-

Patient's Payer (check)
f--

Anthem 
'--

UHC-
CIGNA 

f--
f--- AETNA 

Humana 
r-

Sagamore
r--

WOther 

Comments on call: 

Organization Called 

Medea
1----1 

ExpressScripts
1----1 

CareMark 
1-----1 

AnthemRx
1-----1 
1-----1 Payer 

Other
I---...l 

RESOLUTION-
_ Approved/Solved 

Leave VM/Callback 
r--

Pending Clinical Review 
I--

Form Sent to AHN1---'---------+---1 
Need to call someone else 

I--
Transferred1----------+---1
Other (explain below) 
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Patient's Payer (check)
 Organization Called -

Anthem
 

I
-

UHC
 

CIGNA
 

AETNA 
r--

Humana 
f--

I-- Sagamore
 

OOther 

Comments on call: ("'0' V-. 

Patient Initials 

Patient's Payer (check) Organization Called -
Anthem-
UHC-
CIGNA 

I--
AETNA 

I---
Humana 

I--
Sagamore

I-- 

o Other 

Comments on call: 

Patient Initials 

,Patient's Payer (check) Organization Called 

Anthem 
I--

UHC 
I-- 

CIGNA 
I-- 

AETNA 
I---

Humana 
r- 

Sagamore
I---

OOther 

Comments on call: 

, v· 

Call End Time: 

Duration: 

Number Called: 

RESOLUTION 
f-

f-

f-

r---

f-

Call End Time: 

Duration: 

Number Called: 

RESOLUTION 
f-

f-

f-

f-

f-

Office 

Prepared by: 

American Health Network of Indiana, LLC 

Authorization and Referral Time Study Project (4/12·16/2010) . ! 

Pt DaB: te\rld:za Date: LU/tol I'D 
Call Start Time: \ I ~JOAA1.. 

~nforCall Call End Time: H ' '7." I\.I. r vr! 

U.I\A:. ' MR/CT Duration: 
I-

Z 
Other Radiology Number Called: ~ 

Pharmacy (PA) 1,<;<n'""W,}-~).. ,?" " 

Y
Pharmacy (other) 

[~Z:tTION-
EKG Approved/Solved-
Other (explain) Leave VM/Callback 

(1\ - f-

Pending Clinical Review 
" 

Form Sent to AHN -
Need to call someone else -
Transferred 

Other (explain below) 

CL~n, ';r dJ In. ~. H.. ,l'>J, fl ) 

(J U {) () 

Pt DaB: Date: 

Call Start Time: 

Reason for Call 
'- 

Medco MR/CT-
ExpressScripts Other Radiology -
CareMark Pharmacy (PA)-
AnthemRx Pharmacy (other) 

'- 

Payer EKG Approved/Solved-
Other Other (explain) Leave VM/Callback - -

Pending Clinical Review 

Form Sent to AHN 

Need to call someone else 

Tra nsferred 

Other (explain below) 

Pt DaB: Date: 

Call Start Time: 

~nforCall 

Medco MR/CT
I-- 

Exp ressScri pts Other Radiology 
I-- 

CareMark Pharmacy (PA)
I-- 

AnthemRx Pharmacy (other) 
I-- 

Payer EKG Approved/Solved
I-- 

Other I--  Other (explain) Leave VM/Callback 

Pending Clinical Review 

Form Sent to AHN 

Need to call someone else 

Transferred 

Other (explain below) 

Medco 

ExpressScripts 
CareMark 

AnthemRx 

Payer 

Other 
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American Health Network of Indiana, LLC Office 

Authorization and Referral Time Study Project (4/12-16/2010) Prepared by: --I 
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Call Start Time:
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' Anthem Medco MR/CT Duration: _':1.,0-
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e.t'-f fZA Pending Clinical Review 

"'--- 
~Other Form Sent to AHN 

Need to call someone else -
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Other (explain below)
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Call Start Time:
 /~ 05" 
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Anthem Medco MR/CT Duration: is:~- -
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CIGNA CareMark Pharmacy (PA) l(t'O ~-.J+:=ft.1Z
-
AETNA AnthemRx Pharmacy (other) RESOLUTION 

~ I--
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-
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~ I- 

'--
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-
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Need to call someone else 

I- 
Transferred~~ 
Other (explain below) 
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'- 

Anthem Medco Duration:MR/CT
f-- 

UHC
 
f-- 

Other Radiology Number Called:Exp ressScri pts 
f-- 

CIGNA
 
I- 

Pharmacy (PA) 
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CareMark 
f-- 

AETNA
 Pharmacy (other) IRESOLUTIONAnthemRx 
'-  f---


Humana
 EKG Approved/SolvedPayer 
f--  I- 

Sagamore
 
~ 

Leave VM/Callbackother f--- Other (explain) c... '- 

Pending Clinical Review 
I-

Form Sent to AHN 

Need to call someone else 
~Other 

I-
Transferred 

other (explain below) 

Comments on call: 
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~ 
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?HARM~CARIE 
~ 

March 21, 2007 

0004 

PharmaCare manages the prescription drug benefit program for DaimlerChrysler Corpo~ation (DCC) 
employees, retirees, and their covered dependents. Beginning April I, 2007, simvastatin, pravastatin, 
and Iovastatin win becnme tile prefirred statins on iite Dee drug for~ulary. . 

.' ,\. '. 

" 

According to our recor / . ";lay have recently had a prescription filled for one of the non-preferred 
statin drugs: Lipitor®, Crestor ) Vytorin®, Zetia®, Advicor®, Altoprev®, Zocor®, Mevacor®, or 
Pravacho)®. If you are (2~ ny of these statins, uote: your prescription may not be covered the next 
time you place an order for it. Your plan now requires you first try one of the plan's preferred statins. A 
prior authorization will be necessary before a non-preferred statin drug is covered. 

Prior authorization is a p;:-e-approval process that requires a physician to obtain approval for a specific 
drug before it is covered by your prescription drug plan. You may be required to pay 100% qfDec's 
discounted price for your prescription ifyou do not have ({ prior authorization requt!st approved from 
PharmaCare. 

To avoid any interruption in your therapy, we suggest you conta(;t your pby~id:m. and ask if one af 
the generic statins can help you achieve your cholesterol goaL Ifyour physlcian determines a generic 
statin will help lower your cholesterol: 

•	 Ask your physician to call or fax a new prescription for one ofthe generic statins to your 
pharmacy before ApriJ 1,. 2007. 

If your physician wishes you to continue your current medication: 
•	 Ask your physician to complete a prior authorization form and fax it to us immediately. 

Please allow at least 3 :..- 5 da.ys for us to process your request. . 

You can check to see if a prior authorization request sJbmitted to PharmaCare is approved by either 
calling your physician's office to ask if they received approval from PharmaCare .for the medication, or 
PharmaCare's Customer Service department at] -866-329-4448 to find out if your physician's prior 
authorization request for this medication is approved. In addition, you will receive a letter from 
PharmaCare once your physician's prior authorization request is received and approved. 

For your information, prior authorization forms are available to print at our member website: 
http://\V'\V\¥.pharmacare.comlmembers. We encourage you and/or your covered family members to 
~egister on the website. Once you register, you'll have access to forms, find valuable infonnation about 
your prescription dmg plan, and access other important drug information. 

Ifyour physician has questions abollt this prior authorization process, he/she I.:an call PharmaCal e'g 
Clinical Authorization department at 800-754-318';. " ~ 

PharmaCare Management Services, Inc. OO() ·\lJ-e.--9-S'7 ~.~ ~ . , __ , 
.' - C-..Q.AJ\· LV~\..-\>~

l-\- (~_ GJ .-t~"-- -\-0 .lUA. - ' 
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PharmaCare manages the prescription drug benefit program for DaimlerChrysler Corporation (DCC) 
, employees, retirees, and their covered dependents. Beginning April 1, 2007, omeprazole wilJ be the 

· 1 '""br ' ~ ~~" 
~cYcr~d pTGtGI1:pUffip iffi~bit\7("·(p:rlJ :&11 Ddlnl1ta-\.-' ySier (vec). 

Accor~ing to our re~ords yo~ may have rece~tly had a pr~scri£tion filled for a .different PPI: Prilosec®, 
Zegend®, ProtoDlx®, AClphex®, Prevacld® or Nexmm . If you are taking any ofthese PPIs, note: 
your prescription may not be covered the next time you place an order for it. Omeprazole will be the 
only covered PPI for the plan, unless you have been diagn~sed with a hypersecretory condition such as 
Barrett's esophagitis or Zoellinger-Ellison syndrome. Patients with either of these two medical conditions 
may request additional coverage through our prior authorization process. 

Prior authorization is a prt,~?proval process that requires a physician to obtain approval for a specific 
drug before it is covered by your prescription drug plan. You may be required to pay 100% ofDee's 
discounted price for your prescription ifyou do not have a prior authorization request approvedfrom 
~ama~re. . 

To avoid any interruption in your therapy, we suggest you contact your physician, and ask your 
physician to call or fax a new prescription for omeprazole to your pharmacy before Aprill, 2007. 

If your physician wishes you to continue your current medication because you have one of the approved 
medical conditions, Barrett"s esophagitis or ZoeHinger-Ellison syndrome, please ask your physician to 
complete a prior authorization form and fax it to us immediately. Please allow at least 3 - 5 days for us to . 
process your request. 

¥cu can ~h~cl~·t::, see if{: p-:::io:' til.!.tl:;'VTiz~ticil-r-<:qucst subrfii-:1"cl~'t0 r;iaiiYiliCa:tt..'-l.s ":pj.Ji·~·~"\:.d lJy e--ith(:J
 
~al1ing your physician's office to ask ifthey received approval from PharmaCare for the medication, or
 
PharmaCare's Customer Service departmen:t at 1-866-329-4448 to find out if your physician's prior
 
authorization request for this medication is approved. In addition, you will receive a letter from
 
PharmaCare once your physician's prior authorization request is received and approved.
 

For your information, prior authorization forms are available to print at o'ur member website: 
http://www.phannacare.comlmembers. We encourage you and/or your covered family members to 
register on the website. Once you register, you'll have access to forms, find valuable information about 
your prescription drug plan, and access other import.:1.fJt drug information. 

Ifyour physician has questions about this prior authoritatio!1 process, he/she can call PhannaCare's 
Clinical Authorization department at 800-754-3187. 

PhannaCare Management Services, Inc. 



This letter is to inform you that the following prescription(s) was filled as temporary fill: 

Name of drug CELEBREX 200 MG CAPSULE 
Date filled 02/16/2007 
Pharmacy CVS PHARMACY #06536 
Reason for notification This drug is not on our formulary. 

This drug will be covered only if you try other drugs on our formulary first, as pari 
of a step therapy program, 

Unless you obtain an exce'ption from Humana, Inc., we will no longer pay for the drugs listed above. If you 
wish to continue to receive these drugs we strongly encourage you to call your doctor. He or she may switch you 
to another drug that is covered on our formulary, or you or your physician may request a formulary exception, 

How do I change my prescription? 
You can ask us if we cover another drug used to treat your medical condition. If we cover another drug for your 
condition, you can ask your doctor if any of these drugs is an option for you. If your doctor tells you that none 
of the drugs we cover for treating your condition is medically appropriate for treating your condition, you havE

-··---------therlght"to re-qLj-estaTormul ary-excepUCln Hom-us-:-YouaTso· fi-ave lfienght16-request a form ularfexcepfion,r ._., 
your doctor tells you that a prior authorization, quantity limit, or other limit we have placed on a drug you are 
taking is not medically appropriate for treating your condition. 

How do I request an exception? 
The first step in requesting an exception is for you or your prescribing doctor to contact us. Humana, Inc., attr: 
Humana Clinical Pharmacy Review, 1951 Bishop Lane, Suite 500, Louisville, KY, 40512, 1-800-555-2546 
(Phone). 

Your doctor must submit a statement supporting your request. The doctor's statement must indicate that the 
requested drug is medically necessary for treating your condition because none of the drugs we cover for 
treating your condition would be as effective as the requested drug or would have adverse effects for you. 
If the exception involves a prior authorization, quantity limit, or other limit we have placed on a drug you are 
taking, the doctor's statement must indicate that the prior authorization or limit would not be as effective for 
treating your condition or would have adverse effects for you. 

Once the physician's statement is submitted, we must notify you of our decision no later than 24 or 72 hours 
depending on whether the request is an expedited request or a standard request. Your request will be 

C0006GH22172 KC120i) 
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Guidance when you need it most 

Prescriptiol) a· 

Benefit Informatloln 
Important information
about yom prescription(s) 

February 18, 2007 
Plan Information 
Your Humana, Inc. Plan 

Member NJame/lD 
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H~lma.lH:;.CD-n'!. 

Fax fonn: Celebrex® (celecoxib) or MobiC® (meloxicarn) 

. ;:;m:~r 
D Currently on prescription-strength GI medication, e.g., zantac 

(ranitidlne), Tagamet(dmetidine), Pepdd (tamotidine), Axid, 
Prevacid, Prilosec (omeprazole), Adphex, Protonix, Nexium, or 
Cylotec? . 

o History ot/current PUD (peptic ulcer disease)
 
D History of/current GI bleed or perforalion
 
Deurrentiy on anticoagulation therapy, e.g., eoumadiniHeparin
 
Deurrentiy on chronic oral corticosteroid therapy, e.g., pred-1isone,
 

dexamethasone, hydrocortisone, melhyprednisoione. prednisolone, 
triamcinolone 

D Currenlty on bisphosphonate drug, e.g., F05aITl3J(. Didronel, Actonel, 
Skelid, Boniva, or Areaa 

Deurrentiy being trealed with antineoplastic (anti-cancer) a-ugs 
[] eurrantiy on antiplalelet therapy, e.g., Tidid or P1avix 
o History of hemophilia, von \Nil/ebrand's dsease, or thrombocytopenia 
oA diagnosis of Familial Adenomalous Polyposis (FAP) with colorectal 

01 s if the reouest Is for Celebrex 

o Mabie 

Dosage: Dosage: 

5ig: 51g: 

JC/DM 11/05 -- JClSG 02/2007 
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Notice ofDeillal of Formula:ry Exceptkm 

We have denied coverage of the following prescription drug(s)on which you or your 
physician requested we make an exception to our fonnulary or formulary rules: 
Celebrex 

We denied this request because: 
The patient's benefit provides coverage for medications that have been considered. 
medically necessary based upon evidence based medicine. Humana medical necessity 
guidelines have not been met; the medical infonnation submitted did not support 
approval for the drug requested.Our authorization criteria include the trial and failure of 
anti-inflammatory medications on the drug list or the presence of high-risk conditions 
such as stomach ulcers, bleeding problems, or the taking of other drugs that might 
increase the risk of bleeding. Generic Mobie (meloxicam) which has a similar safety 
profile to Celebrex is avai:1able to the member 30 tablets per 30 days. 

\Vhat If I Dun't Agree \Vith This Decision? 

You have the right to appeal. If you want to appeal, you must request your appeal 
within 60 calendar days after the date:ofthis notice. We can give you more time if you 
have a good reason for missing the deadline. Your right to appeal includes the right to 
ask us for an exception if you believe you need a drug that is not on our list of covered 
drugs (formulary) or beEeve you should get a drug at a lower cost-sharing amount. Your 
physician must provide a statement to support your request. 

Who May Request an Appeal? 

You or someone you name to act for you (your appointed representative) may request 
an appeal. You can name a relative, friend, advocate, attorney, doctor, or someone else to 
act for you. Others may already be authorized llllder State law to act for you. You !Can 

www.humana.com www.humanadental.com 

InSyslem 



P. 765.455.5400 I F.765.865.3912 
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April 11, 2007 

Humana Appeals 
Fax# 1-800-949-2961 

'" 

2330 South DL"Xon Road 

Kokomo, Indiana 46902 

Sondi Bowley, MD 

Tonya Brown, MD 

Stuart Devaul, MD 

Keith Ennis, MD, PhD 

Mar'-J,a Hoshaw, MD 

Nicole Lockwood, MD 

Ronald Maus, M'D 

WilliaiTI Mohr, MD 

Jeffrj Rendel, j',/fD 

Odell G. Srrj.L~, MD 

Eric Tuchscherer, MD 

Jeffrey Wilson, MD 

Don Zent, rv1D 

. 

This letter is being sent in behalf of the above patient asking that you please 
reconsider our request to approve Celebrex for her treatment. She is allergic 
to other NSAIDs, and she cannot tolerate them. I cannot and will not give 
her Mobic as it could be harmful to her and possibly cause her death. She has 
also tried Naprosen, aspirin, ibuprofen, Tylenol Arthritis, and Lodine with 
severe reactions to all of these. Please see the attached documentation. Due 
to this, please approve her for Celebrex, 200 mg, 1 capsule per day. 

If you have any questions, please contact my nurse, Monica, at 765-865-3822 
or fax her at 765-865-3782. Thank you for your consideration in this matter. 

Sincerely, 

~ .1
~27ThlO 

Don P. Zent, M.D. 

DPZ:jsh 

family medicine 
located in Kokomo 

Jack Scherger, Ex'ecunve Director 
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State Use Committee
 
It's MORE than just a purchaseeeo 



It's changi ng lives 
for a better Indiana. 

State Use Program 
Empowerment Through Employment 



You get it all 
Buying from Indiana's State Use Program gets 
you quality products and services, plus it gives 
employment to people with disabilities. As a result, 
Hoosiers with disabilities are making their own 
money and living more independently - many fm 
the first time in their lives, Their income also means 
mme tax dollars are added to Indiana's treasul'Y ,md 
fewer dollars are used fm public assislJnce. 

Here's how it works: 
• The State Use Program's qual ified wmk centers 

provide employment and training oppmtunities 
fm Hoosiers with disabilities. 

• Hoosiers with disabilities produce high qUJlity, 
fairly priced products and services, 

• State agencies and other units of local government 
purchase approved pmducts and services. 

To sce how much thc State Use Pl'Ogr;lm henefits 
pUl'chasers who IXly its gOOCl5 ,lncl sCI'\'ices, till' 
Indian'l Associdtion of Rchal)ilil'ltion F,leilitlcs, 
which ovel'sees the State Use fJrogt"dm, cOlllmissiClIl('ci 
a stucl:'. Cmwc Chizck ami COllll',my Ll.C, d le'lcling 
national ccJllsulting liml, W,15 IlII'eci to ,lndlv;;c thlc(' 
prillCipal al'eas of the St,lle Use PI'Ogl",lIl1: 

• The pmgram's	 fiSCi'll benelits ,lllli costs 
b,lsed on pmclucls ,mel sCI'\,iccs liUITh,lsccl. 

• The IHoW,lm's lise'll IWIletils ,lssoci,llpc! \\ilh lill' 
"eduction of public clssistancc' sCI'\iecs ,lm/llll' 
paychecks receivecl by pCOlilc with clis,lhilitics. 

• The pl'Ogt'am's qu,llity of lile hellelits 1m Hc)()siCIS 
with clisabilitics. 

This I'cpon sumillclrizcs the lesults ollhe 
CIOWC Chizek stuclv, 



Positive
 
economic impact
 

Every dollar earned by a State Use IJrogr-,llll eIllIJI()\'(,C 

who earns at least $10,000 allilually S,l\'eS ,lhoul 
$1,07 in state reSOUI'ces, This l'esulls ill all ,llillost 
$11,000 savings per year I)el' ellll)\mc'C' \\hell 
you combine the average I'eeluction ill gOVl'I'lllllClll 
assistance with the local, slclte and Fle-\ t,l\ cloll,lls 
($1,205 per year) collecteel lor ,111 elllllllJ\ce, 

Twenty-six percent o( the State USC' IJmgrc11ll 
participants respollCling to the sur\c\ illdiccltl'el 
that their previous pl'imal-y incoillc \\',lS imlll 
public assistance, either' SSI or SSDI P,l/lllelltS 

When a State Use eillployee's c,lme'r! illUJllll' 
rises, it displaces public assistancc clild l'eduCl's 
the burden on state and ieclel'al progrc1llls, 

$155.56 $0.00 

Food $47.00 $0.00
 
(person
 
a disability,
 
living aloriel '
 

Supplemental ••'" 5425.03 $183.00
 
security income'
 
ior disabled
 

Housing $352.90 $0.00
 
assistance
 

compare $980.49 $183.00 
totals 



Improving lives 
The Crowe Chizek study clearly shows that 
Hoosiers with disabilities employecl by the State 
Use Program get far more from theil" jobs than just 
wages and benefits" Employees say their jobs make 
them feel productive and illdependent ancl, as an 
added benefiC the workplace offel"s new frienclships. 

Thanks to employment with lhe State Use Program, 
65 percent of employees said they own or I"cnl 
vehicles and 73 percent said they have Jpartments 
or homes, aII of wh ich enahles them to Icael more 
independent lives. 

Finally, 84 percent of the State Use P1oW,lm 
employees said they enjoy their jobs, and 80 
percent said they would rather work than Ilot work. 
Considering that only about half of all Americans 
surveyed generally say they are happy in their jobs, 
these figures are quite positivc. 

Percent of Sta te Use Program 
employees who say they are 
better off since storti ng their 
State Use Program job. 

CiO 

·10 

sarne 

better off 



Quality at 
fair price 

The State Use Program has ;1 IUllg hlslmy uf 

providi ng qua Iity pl'Oelucts ,1 ml selvices al fa i I' 
market prices, The (mwe Chi/ck stuc!v founclllw 

products pruvided by 1305111,1 111Cluslli"s allel I'Cst 
area services typically cost the 5,1111(' UI' less than 

goods and sel'vices IJul'dlasccl [h mugh «(JllVC'lll ion,ll 
sources. PUIThasers also cile timclilless ci clelivPI\, 

quality and productivity ,1S liusiliH' f,Klm:- affedillS 
their decisions [0 huv fmm the S[,lte UsC' IJi'(Jgl,llll. 

One environnlelltJI m,lllagel' of req MeJ f,lcililles 
for the Indiana Depal'lmC'll[ of TI',lllspm!;l[ioll s;licl he 

realizes a 30 pel'CE::,nt savings III the cost of sl,lff ami 

a 50 percent illcrease ill the cju,lli[v 01' wCll'k whell 
he uses WOI'kcl's f!'Om the Stelle Usc IJrogram. 

SI,11e Lise Pmgl""l"" iSUIJ) vs. Commercial Suul'cillg: 
I)rucluct PI'ICC' COllllJalisOll 



Mission statement 
The State Use Committee, through the Central 

Coordi nati ng Agency, creates a partnersh ip among 

the public and private sectors Lo enh'lIlce employment 

and training opportunities for Indiana's citizens 

with disabilities. This coordinated eHort pmvides an 

opportunity for individuals to achieve grcatel' sclf

worth and esteem, inlproved economic indepellclence 

and social inclusion, while the state realizes a 

savings thmugh its investment in its citizcmy. 

State Use Program 
Empowerment Through Employment 

615 North Alabama Street, Suite 410· Indianapolis, IN 46204·317.634.4957 



BARBARA YOUNG 
Vice President/CFO Ynarf

ADVANCING LEADERSHIP BUILDING RESOURCES 

1615 N. Alabama St., Ste. 410, Indianapolis, IN 46204 
lel317 - 634 - 4957 fax 317 - 634 - 3221 
email barb@inarf.org web www.inarf.org 

JAMES M. HAMMOND, III 
President/CEOYnarf

ADVANCING LEADERSHIP. BUILDING RESOURCES 

1615 N. Alabama St., Ste. 410, Indianapolis, IN 46204 
tel 317 - 634 - 4957 fax 317 - 634 - 3221 
email jmh@inarf.org web www.inorf.org 
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Creating Jobs in Communities Across Indiana 

State Use Program does just that. Through the program, products and services 

are created by participants affiliated with qualified nonprofit organizations, and then 

purchased by state and local government agencies. In 2010, the program created jobs and train

ing opportunities for hundreds of Hoosiers with disabilities in communities across the state. 

An independent study performed clearly shows that Hoosiers with disabilities working through 

the State Use Program get far more from their jobs than just wages and benefits. Participants 

say their jobs make them feel productive and independent and, as an added benefit, the work

place offers new friendships. 

The State Use Program is a viable option for people with disabilities to learn different skills and 

experience meaningful work and training opportunities. We invite you to learn more about our 

partnering nonprofit organizations located in your community, listed on the 

reverse side of this flyer. 

The Program's Mission: 
The State Use Committee, through the Central Coordinating Agency, creates a partnership 

among the public and private sectors to enhance employment and training opportunities for 

Indiana's citizens with disabilities. This coordinated effort provides an opportunity for 

individuals to achieve greater self-worth and esteem, improved economic independence and 

social inclusion, while the state realizes a savings through its investment in its Citizenry. 

The Program's Benefits: 
The program benefits Indiana's communities by employing individuals that may otherwise 

not have the opportunities and assists with alleviating additional public assistance. 

For every individual employed through the Indiana State Use Program ... There is one more 

person requiring less public assistance and paying greater taxes. 

How the Program Works: 
Indiana State agencies are required by law to purchase products and services offered 

through the Program. State Use is codified as IC 16-32-2 and IC 5-22-13, which means 

state, city, and county government entities can establish a contract 

without using the normal competitive bidding process. 



Indiana's State Use Program
 
Highlights, Accomplishments, and Opportunities
 

Progranl Highlights
 
=> Creates Employment Opportunities
 

=> Our Customers Receive Quality Products at Fair Market Price
 

=> Operates Without a Direct Fiscal Appropriation
 

=> People Who Work Pay Taxes and Rely Less on Public Assistance
 

=> Saves Time with Purchasing
 

=> Contracts are Negotiated-Customers Get What They Want
 

Program ACCOulplishments 
=> Thirty-Five Work Centers Produce About Forty Products and Services 

=> Over 475 People with Disabilities Working In The Program 

=> Workers Earned Over $1.8 Million in Wages in SFY 2011 

=> Total State Use Program Sales Were Approximately $9 Million 

=> Eighty People with Disabilities Transitioned Into Competitive Employment 

=> Annually, Indiana's Rest Areas Ranked In Top Five in the u.s. 

Program Opportunities and Challenges 
=> Use Directed Source Provisions for Prime Contracting and Outsourcing 

=>. State Use Program as the First Stop for Procurement Decisions 

=> Supporting Work First Initiatives Within State Government 

=> Enlisting the Support of All State Agencies 

=> Retaining the Program's Current Customer Base 

=> Creating Business Partnerships to Develop New Products and Services 

=> Support the "Greening of the Government" 



Nonprofit Organizations Participating in the State Use Program
 

Organization 

Abilities Services, Inc.
 

ADEC, Inc.
 

Arc Opportunities, Inc.
 

AWS (d/b/a Post Masters)
 

AWS (d/b/a Highway Safety Specialists)
 

Blue River Services, Inc.
 

Blue River Services (d/b/a BR Grafix)
 

Bona Vista Programs, Inc. (d/b/a BVI Services)
 

Bosma Enterprises
 

Carey Services, Inc.
 

CDC Resources, Inc.
 

Child-Adult Resource Services, Inc.
 

Developmental Services, Inc.
 

Easter Seals Arc of Northeast Indiana
 

Evansville Association for the Blind, Inc. 

Evansville Goodwill Industries, Inc.
 

Four Rivers Resource Services, Inc.
 

Goodwill Industries of Central Indiana, Inc.
 

Hillcroft Services, Inc.
 

Hopewell Center (d/b/a Cartridge King)
 

Jay-Randolph Developmental Services, Inc.
 

Knox County ARC, Inc.
 

Michiana Resources, Inc.
 

New Horizons Rehabilitation, Inc.
 

Noble of Indiana (d/b/a Noble Industries)
 

Opportunity Enterprises, Inc.
 

Passages, Inc.
 

Pathfinder Services, Inc.
 

Peak Community Services
 

Putnam County Comprehensive Services, Inc.
 

Shares, Inc.
 

Southern IN Resource Solutions, Inc.
 

Stone Belt Arc Inc.
 

. Tradewinds Services 

City State Use Product/Service 
Crawfordsville Janitorial services 

Bristol Trash liners 

Howe Janitorial services 

Ft. Wayne/Indianapolis Mail services 

Ft. Wayne 

Corydon 

Corydon 

Kokomo 

Indianapolis 

Marion 

Monticello 

Rockville 

Columbus 

Ft. Wayne 

Evansville 

Evansville 

Linton 

Indianapolis 

Muncie 

Anderson 

Portland 

Vincennes 

Michigan City 

Batesville 

Indianapolis 

Valparaiso 

Columbia City 

Huntington 

Logansport 

Greencastle 

Shelbyville 

Boonville 

Bloomington 

Gary 

Lafayette 

Highway safety supplies
 

Janitorial services
 

Screen printing services
 

Spill kits, first aid kits, document shredding serviCE
 

Disposable gloves, signage, vaccination kits,
 
call center services
 

Corrugated boxes, document shredding services
 

Janitorial services
 

Janitorial services, embroidery services
 

Janitorial services
 

Towels, washcloths, laundry bags
 

Industrial brooms, mops, brushes, squeegees,
 
cutlery
 

Industrial wipers (cleaning rags)
 

Red danger flags, reflective bands
 

Janitorial services
 

Janitorial services
 

Remanufactured toner cartridges, binder clips
 

Janitorial services
 

Document shredding services
 

Janitorial services, stocking caps; safety vests
 

Janitorial services
 

Janitorial services
 

Document shredding services, janitorial services
 

Janitorial services
 

Three ring vinyl binders
 

Document shredding services, work gloves
 

Janitorial services
 

Document shredding services
 

Janitorial services
 

Leather products, belts
 

Custom signage
 

State Use Program
INARF 317.634.4957, www.inarf.org • State Use Program www.smartpartnersalliance.org Empowerment Through Employment 
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Pictured front cover, left to right: Elizabeth Abbott, Pathfinder Services; Daryl Walker,
 
Goodwill Industries of Central Indiana; and Jim Huizenga, Bosma Enterprises.
 
Pictured this page: above is Norma Jean Schwering, and right is David Magers, BVI
 
Services. '
 



Dear Friends and Supporters, 

As we reflect on the accomplishments and challenges of 2010 we recognize that this was among the most difficult 
and challenging years in our history. Despite difficulties resulting from the changing economic cycles and uncertain 
and unresolved public policy issues, the year became one of the most rewarding years in our history. 

We helped celebrate the twenty year anniversary of the signing of the Americans With Disabilities Act (ADA) and as a 
result created and/or sustained numerous new employment and training opportunities for Indiana's citizens with 

.disabilities. We also coordinated with State Use work centers throughout Indiana to build awareness and offer 
increased opportunities through this and other related programs. 

A key contributor to our success this year was that all staff within the Central Coordinating Agency (CCA) came 
together with a singular focus on turning challenges into opportunities. Everyone from the State Use Committee to 
operations staff and sales staff focused on addressing difficult tasks and situations confronting the program and its 
intended beneficiaries. As a result of these combined efforts we had a better year than expected. 

We are proud of everyone's contributions and of our team's SWift, comprehensive and effective response to the 
unprecedented challenges of the year. With our results, we showed once more that Indiana's State Use Program is 
committed to delivering on its expectations and promises. 

Sincerely, 

Bix Branson 
Chair, Indiana State Use Committee 

James M. Hammond, III 
President/CEO, INARF 



Report of Progress
 

With 2010 marking the 20
th anniversary of the signing of the 

Americans with Disabilities Act (ADA), this year's Report of Progress 

takes on additional significance. The ADA is one of our nation's impor

tant victories in fulfilling a promise of equality for all. Title 1, the employ

ment provision, extends to every aspect of society and impacts the lives 

of thousands of Hoosiers annually. From a statewide perspective, it is 

important to recognize that Indiana's State Use Program has not only 

created a multitude of employment opportunities, but it has created a 

variety of jobs, upward mobility opportunities and further options to 

obtain jobs in the competitive labor market. To mark this milestone, this 

Annual Report is revisiting some of the accomplishments that have 

occurred throughout the program's rich history. 

In 1978, during the State Use Program's first year, 24 people with 

disabilities earned a total of $4,511 in annual wages, contributing to total 

sales of $21,782. By 1997 there were over 1,000 people with disabilities 

working through the program, earning a cumulative gross of over $1 

million in annual wages. By 2010, the program was successful in provid

ing jobs for more than 1,800 individuals with disabilities, earning approxi

mately $1.5 million in annual wages, and adding to total sales of more 

than $9.3 million. 

2010 also brought the program another channel for greater visibility. 

State Use Products and services available on state quantity purchase 

agreements can be now be found in the OneIndiana web based search

able catalog. The Onelndiana website is part of a state funded initiative 

encouraging local governments to take advantage of savings available 

when purchasing from state negotiated contracts. 

Additionally, 2010 witnessed growth in the number of contracts that 

provided work through the program. Janitorial services with Indiana 

State Police (Noble of Indiana), and the Integrated Public Safety Commis

sion (Noble of Indiana) were added to the roster. New product lines 

included Bosma Enterprises' vaccination kits and Tradewinds Services' 

custom signs. With steadfast marketing efforts, awareness of the State 

Use Program merits and the quality of its products and services contin

ues to grow. We are optimistic that several new contracts will be added 

to the program in 2011. 

The next few years promise to be just as challenging as the last, as 

the state continues to contend with a tough economy and conservative 

spending trends are gaining momentum. Despite these economically 

difficult times, the State Use Program has made tremendous progress 

over the years, and its resilience provides optimism that jobs will 

continue to be sustained and created for people with disabilities. The 

dedication and stewardship of the work centers that participate in the 

program and the state agency partners that support the program are key 

components to the longevity and success this program has and will 

continue to experience. 



Key t"errormance InalCatOrs
 

People with Disabilities Working 
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Using 2009 as a benchmark for key performance indicators, 2010 saw a 2.2% drop in overall sales. Total wages earned by 

people with disabilities experienced a decrease, largely attributed to changes in some service contracts (service contracts 

typically offer a higher wage than product contracts). 1,810 people with disabilities were able to work through the State Use 

Program, holding steady with the previous fiscal year. Equally important, 80 people were able to transition into competitive 

employment positions with skills learned from working on State Use contracts. Product sales experienced an increase of 25% 

over 2009, due to increased purchasing from a variety of existing contracts as well as the establishment of new contracts. 



Janitorial Services: A Successful State Use Service line 

Service contracts, especially janitorial service contracts, are a great example of the Indiana 

State Use Program's rich history, having experienced increased numbers of people with 

disabilities contributing to our state's workforce over the past 25 years. Janitorial service jobs 

provide employment and ongoing training which develop skills that can transfer to employ

ment positions in the community at large. This has collectively become the most consistent 

business line offered through the State Use Program. 

State Use janitorial services began in 1985, when a pilot program began with the Indiana De

partment of Transportation (IN DOT). Two State Use work centers, Pathfinder Services and 

Hopewell Center were selected to provide janitorial services at two sites along Interstate 69. 

Having witnessed the successful partnership of the Ohio Department of Highways' with State 

Use work centers cleaning their rest areas and welcome centers, INDOT wanted to test the 

model in Indiana. 

Pictured above, left to right: Jody Kreider, Passages, Inc. and Phillip Spaulding, Blue River 
Services. 



The blueprint succeeded, and blossomed into the State Use janitorial program it is today. This past 

year, 12 State Use work centers performed janitorial services at all 18 Indiana rest areas and welcome 

centers open to traveling motorists. More so, Indiana is known to have among the cleanest rest area 

and welcome center facilities in the United States (Truckers News Magazine, www.truckersnews.com). 

While State Use janitorial services began with INDOT at the state's rest areas and welcome centers, 

many other state agencies also utilize this service, including Department of Revenue, Department of 

Administration, Bureau of Motor Vehicles, Department of Environmental Management, Department of 

Family Resources, and the State Police. Janitorial services have grown tremendously, from initial sales 

of $75,000 to 2010 sales topping $5.5 millioni what's more, this service line has been a boon for 

thousands of people with disabilities to seek gainful employment and new, marketable skills. 

Great appreciation goes to all of the State Use work centers for their participation in the development 

and evolution of such a lasting, remarkable program. Their success IS a significant contributing factor 

to the growth of this service line throughout the years. We also thank INDOT and the other participat

ing state agencies for their partnership, which has and continues to further the mission of the State 

Use Program. 

Pictured above, left to right: Bennie Quisenberry, CDC Resources, Inc.; Ron Stemshorn & Michael Heymig,
 
Noble of Indiana; and Peggy Odie, CDC Resources, Inc.
 



Delivering Quality Products while Creating Jobs
 

One of the widely sold products available through the State Use Program is industrial wipers, more commonly known as "cleaning 

rags." More than 61,000 pounds of cleaning rags were sold in 2010 to 48 customers, employing 20 people with disabilities. Industrial 

wipers were one of the first products to be sold through the program and this product line is still successful today. 

Twila Archer, Plant Supervisor at Vincennes Goodwill Industries (a branch of Evansville Goodwill Industries) where the industrial wipers 

are made says, "For many years Evansville Goodwill Industries, Inc. has enjoyed a successful partnership with the State Use Program 

producing industrial wipers. Our State Use contract provides employees with disabilities with meaningful work that increases their self 

confidence and self-worth. Through hands-on experience they are able to build different skill sets that range from cutting, sorting, and 

boxing the wipers to taking orders from our valuable customers and shipping them to various locations across the state. The contract 

not only puts people with disabilities to work, it provides them with transferable skills that will help them advance in the work place." 

In addition to providing meaningful work for Hoosiers with disabilities, this vital product meets the needs of our customers. "We pur

chase the industrial Wipers quite often and use them throughout the entire shop. Evansville Goodwill has always provided us with 

timely deliveries," said Evansville INDOT store clerk, Donna Waninger. Karen Bates of Pen Products (Westville) added, "Evansville 

Goodwill Industries has prompt delivery of ordered products. Purchase order and delivery issues are addressed and solved promptly 

and their staff is always courteous and professional in handling and answering questions." Today, with more than 30 different prod

ucts and services sold through the State Use Program, industrial Wipers remain a cornerstone of the State Use catalog. 

''"~ Pictured above, left to right: Richard Wood and Dean Hargis, Evansville Goodwill Industries. 



Creating Value while Saving Resources 

Pictured, above, left to right: Joni Stanley and David Gallagher, Bosma Enterprises. 

In 2010, Bosma Enterprises began providing vaccination kits for the Indiana Department of Health (ISO H) 

through the State Use Program. ISOH determined they were in need of a better method when purchasing bulk 

supplies and dispersing them to vaccination clinics throughout the state proved to be cumbersome. ISOH had 

purchased personal protection kits from Bosma through the program in the past, and were optimistic that 

Bosma could create a kit that would meet their needs. Working with IOOA representatives, State Use staff 

established a quantity purchase agreement (QPA) for vaccination kits. 

Exceeding ISOH's expectations, Bosma produced the vaccination kits within an expedited time frame so that 

they could be used at all the clinics. What's more, Bosma was able to offer the vaccination kits for a better 

price than the cost of supplies ISOH was purchasing in bulk. Tom Boyd of Bosma Enterprises reported "Bosma 

is extremely pleased with the opportunity to work with ISOH in providing vaccination kits. The project not only 

provides a cost savings to the State, but enables people who are blind and/or visually impaired to assemble a 

beneficial product. Bosma workers want a meaningful job." 



Pictured above, left to right: Kim Jones, Marketing Manager; Dionne Castelli, 
Account Executive; Jim Hammond, President/CEO; Pat Huxley, Admin. Assistant/ 
Program Support; Barb Young, Vice President/CFO; Ryan Speers, Account Executive; 
and Wes Bickers, Account Executive. 
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2010 State Use Committee Members 

Bix Branson 
Chairperson 
Evansville, Indiana 
At Large 

Charles Boyle 
Vice Chairperson 
Indianapolis, Indiana 
Representing Division of Mental Health and Addictions 

Greg McAloon 
Indianapolis, Indiana 
Representing Division of Disability & Rehabilitative Services 

Suellen Jackson-Boner 
Indianapolis, Indiana 
Indiana Governor's Council for People with Disabilities 

Mike DuValle 
Indianapolis, Indiana 
Representing Department of Administration 

Anna Welch 
Indianapolis, Indiana 
Representing Department of Health 

Thomas K. "Buddy" Downs 
Zionsville, Indiana 
At Large 

Kenneth R. Cross 
Lebanon, Indiana 
At Large 

Cynthia Brandon-Harris 
Executive Secretary 
Indianapolis, Indiana 
Bureau of Rehabilitation Services 



--

--

Abilities Services, Inc.
 

Achieva Resources Corporation, Inc.
 

ADEC, Inc.
 

I- Arc Opportunities, Inc. '" 
Q) AWS (d/b/a Post Masters) 
+J 

AWS (d/b/a Highway Safety Specialists) s:: 
Blue River Services, Inc. Q) 

U
 Blue River Services (d/b/a BR Grafix)
 

Bona Vista Programs, Inc. (d/b/a BVI Services) 
~ 

Bosma Enterprises I 
0
 Carey Services, Inc.
 

CDC Resources, Inc. 

~ Child-Adult Resource Services, Inc.
 

Q) Developmental Services, Inc.
 

Easter Seals Arc of Northeast Indiana
 

::;)'" 
Evansville Association for the Blind, Inc.
 

Q) Evansville Goodwill Industries, Inc.
 

+J Four Rivers Resource Services, Inc. 
to 

Goodwill Industries of Central Indiana, Inc. +J 
V1 Hillcroft Services, Inc.
 

Hopewell Center (d/b/a Cartridge King)
 'ol.) 
Knox County ARC, Inc.s:: 
Michiana Resources, Inc. 

+J 
New Horizons Rehabilitation, Inc. to 
Noble of Indiana (d/b/a Noble Industries) c.. 
Opportunity Enterprises, Inc. 

Passages, Inc.--U+J 
Pathfinder Services, Inc. l-

to Peak Community Services 

C.	 Putnam County Comprehensive Services, Inc. 

Shares, Inc. 

Southern IN Resource Solutions, Inc. 

Stone Belt Arc Inc.
 

Tradewinds Services
 

Wabash Center, Inc. (d/b/a Greenbush Industries)
 

Crawfordsville 

Richmond 

Bristol 

Howe 

Fort Wayne/Indianapolis 

Fort Wayne 

Corydon 

Corydon 

Kokomo 

Indianapolis 

Marion 

Monticello 

Rockville 

Columbus 

Fort Wayne 

Evansville 

Evansville 

Linton 

Indianapolis 

Muncie 

Anderson 

Vincennes 

Michigan City 

Batesville 

Indianapolis 

Valparaiso 

Columbia City 

Huntington 

Logansport 

Greencastle 

Shelbyville 

Boonville 

Bloomington 

Gary 

Lafayette 

Janitorial services 

Janitorial services 

Trash liners 

Janitorial services 

Mail services 

Highway safety supplies 

Janitorial services 

Screen printing services 

Spill kits, first aid kits, document shredding services 

Disposable gloves, food products, ADA signage, call center services 

Corrugated boxes, document shredding services 

Janitorial services 

Janitorial services, embroidery services 

Janitorial services 

Towels, washcloths, laundry bags 

Industrial brooms, mops, brushes, squeegees, cutlery, window solvent 

Industrial wipers (cleaning rags) 

Red danger flags, reflective bands 

Janitorial services 

Janitorial services 

Remanufactured toner cartridges, binder clips 

Document shredding services 

Janitorial services, stocking caps, safety vests 

Janitorial services 

Janitorial services 

Document shredding services, janitorial services 

Janitorial services 

Three ring vinyl binders 

Document shredding services, work gloves 

Janitorial services 

Document shredding services 

Janitorial services 

Leather products, belts 

Custom sign age 

Janitorial services 
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.. It's·MQRE than just a purchase, 
·-Ib~~sforabetter Indiana. 

For more information about the State Use Program 
and to view our catalog of products and services, visit our website: 

www.smartpartnersalliance.org 

Mitchell E. Daniels, Jr. 
tf!"""..L_.L_ • 1 __ " --... Governor 





2011 IAADS Board of Directors 

President
 
Tina McIntosh,
 
President/CEO
 
Joy's House
 
2028 E. Broad Ripple Ave.
 
Indianapolis, IN 46220
 
(317) 254-0828
 
FAX (317) 254-9377
 
tina@joyshouse.org
 
term expires 2011
 

Vice President
 
Kim Smith
 
Director of Operations
 
Golden Gardens Adult Day
 
Center
 
2636 N. Mitthoeffer Place
 
Indianapolis, Indiana 46229
 
Office: 317-897-8555
 
Fax: 317-897-8561
 
Cell: 317-340-3667
 
Emails:
 
kim@thegoldengardens.com
 
Or Freespeakr@aol.com
 
term expires 2011
 

Secretary 
Terri Hebble, 
Director 
Pathways ADS 
P.O. Box 151
 
Decatur, IN 46733
 
(260) 724-2145 ext. 4227
 
FAX (260) 728-3844
 
thebble@adamshospital.com
 
term expires 2012
 

Treasurer
 
Leah Jones,
 
Program Coordinator
 
1427 Southview Dr.
 
Indianapolis, IN 46227
 
(317) 536-7245
 
FAX (317) 536-7241
 
ljones@southportpc.org
 
term expires 2012
 

4/22/11 mag 

Immediate Past President 
Vacant 

Region 1 Representative
 
Andrea Perez,
 
Case Coordinator
 
Franciscan Communities
 
205 Franciscan Dr.
 
Crown Point, IN 46307
 
(219) 661-5302
 
aperez@franciscancommuniti
 
es.com
 
term expires 2011
 

Region 2 Representative
 
Barbara Porter, RN
 
ResCareADS
 
3711 Rupp Dr., Ste. 106
 
Fort Wayne, IN 46815
 
(260) 483-2888
 
FAX (260) 483-2899
 
baporter@rescare.com
 
term expires 2011
 

Region 3 Representative
 
Diane Sexton,
 
Program Manager
 
Daybreak and Visiting Nurse
 
CareLLC
 
1304 Main St.
 
Anderson, IN 46016
 
(765) 640-1056
 
FAX (765) 640-1665
 
bd_sexton@hotmail.com
 
term expires 2012
 

Region 4 Representative 
Open Poistion 

Region 5 Representative
 
Christina Rajanayakam,
 
Director
 
Just Friends ADS
 
900 Lindsey St.
 
Columbus, IN 47201
 
(812) 372-6415
 
FAX (812) 372-6415
 
christinaraj@justfriendscolu
 
mbus.com
 
term expires 2011
 

Board Members At-Large
 
Margaret Scott
 
1833 N. Eighth St.
 
Terre Haute, In 47804
 
maggieroseI942@yahoo.com
 
term expires 2012
 

Terri Bailey,
 
Director
 
Elder Alternatives ADS
 
2236 E. 10th St.
 
Indianapolis, IN 46201
 
(317) 808-2321
 
FAX (317) 633-3006
 
tbailey@enn.org
 
term expires 2011
 

Emily Tisdale
 
Recourse Resource
 
PO Box 50794
 
Indianapolis, IN 46250-0794
 
(317) 496-5259
 
Emily@RecourseResource.c
 
om
 
term expires 2012
 

Tina Acosta,
 
Director
 
Turnstone Center
 
3320 N. Clinton St.
 
Fort Wayne, IN 46805
 
(260) 483-2100
 
FAX (260) 484-5059
 
tina@turnstone.org
 
term expires 2012
 

mailto:Emily@RecourseResource.c
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5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

Organization Name
 

Lean On Me, Inc.**
 

ADS at Pine Knoll
 

ResCare ADC
 

A Caring Place ADS
 

Pathways ADC
 

Still Waters ADC
 

Franciscan ADS
 

Joy's House
 

Alpha Center, Inc.
 

St. Agnes ADS Center
 

Just Friends, inc.
 

Milton ADS
 

A Day Away ADC, Inc.
 

Hand-in-Hand ADC of Richmond
 

Four Rivers Resource Services, Inc. **
 

Loving Hands ADC, Inc.
 

Senior Care, Inc.**
 

Bridge of Hope ADC
 

Reliable Care Adult Day Care, Inc.
 

Riverwalk Communities
 

Recourse Resource
 

Southport ADC
 

Daybreak & Visiting Nurse Care
 

Elder Alternative ADS
 

Young in Heart**
 

Turnstone Center
 

HomePoint Care Services, Inc.
 

McMillan ADS
 

Seasons Home Care
 

Golden Gardens
 

Heavenly Helping Hands
 

Organization Representative 

Veda Forte 

Dan McMullen 

Barbara Porter 

Sr. Susan Dinnin 

Terri Hebble 

Kathy Pellman 

Andrea Perez 

Tina Mcintosh 

Connie Hacker 

Barbara Kubiszak 

Christina Rajanayakam 

Loretta Madden 

Stephanie Stilabower 

Johanna Hensley 

Rachel Headley 

Charleszetta Lewis 

Chester Newton 

Charlye Vance 

Margaret Scott 

Chloe Ricketts 

Cheryl Rheinlander 

Emily Tisdale 

Helen Caldwell 

Diane Sexton 

Lovie King 

Audrey Young Lane 

Tina Acosta 

Lauri Cadle 

Pam Toft 

Patty Butterfield 

Curt Hermann 

Kim Smith 

Mary Amezquita/Tia Slone 

Title Year Opened 

TBD 

President 2010 

Director 2007 

Program Director 1990 

Director 1990 

Executive Director 2011 

Program Nurse Coordinator 1995 

President & CEO 1990 

Executive Director 1978 

Director 1997 

Program Director 1988 

Director 2004 

Executive Director 2002 

Executive Director 1988 

Deputy Director TBD 

Executive Director 2010 

President/CEO TBD 

President/Executive Director 2009 

Retired ADS Director n/a 
Co-Owner 2001 

Director 2003 

Principal 2010 

Director 1998 

Program Director 1997 

Director of Senior Services 1985 

Manager TBD 

Director 

President 2010 

TBD 

Director 1975 

Owner 2011 

Director of Operations 2009 

2010 



34 Riverview ADC, Inc. 

35 Lamplight Inn of Fort Wayne 

36 Courtyard Club @ Saint Anne's 

37 Senior and Family Services, Inc. 

38 YMCA Bettye J. McCormick Sr Ctr ADS 

39 

40 Active Day - Indianapolis South 

41 Active Day - Merrillville 

42 Active Day - Indianapolis North 

43 Bestcare Seniors Services 

44 

45 Active Day - Indianapolis West 

46 Second Family ADC 

47 Christian Care Retirement Community 

48 Jennings House ADS 

49 

50 SarahCare of Indianapolis 

Wendy White 

Bobby Petras 

Lisa Budde 

Laura Greenfield 

Nola Davis 

Joyce A. Read 

Ryan Skinner 

Maria Cubero 

Susan Susskind 

Willy Okwara 

James Bobian 

Cheryl Wilson 

Raisa Grishin 

Leon R. Gerber 

Dennis Beasley 

Charlene Guthrie 

Vicki Maynard 

Executive Director 

COO 

ADS Coordinator 

Interim Director 

Executive Director 

Executive Director 

Center Director 

Center Director 

Center Director 

Director of Program 

Center Director 

Administrator 

Executive Director 

Administrator 

Executive Director 

2010 

2010 

1987 

1974 

TBD 

2008 

2010 

TBD 

TBD 

2008 

2004 

1989 

2009 



Address 

5125 Staughton Dr. 

607 Wilson Creek Rd. 

3711 Rupp Dr., Ste. 106 

4609 N. Capital Ave. 

Grant St. at Mercer Ave. 

7160 Shadeland Station 

205 Franciscan Dr. 

2028 Broad Ripple Ave. 

315 S. Monroe St. 

1859 Harrison blvd. 

3600 25th St. 

922 E. Colfax Ave. 

1701 Freeman St., Ste. 3 

2727 East Main St. 

Hwy 59 South, P.O. Box 249 

614 E. Boulevard 

2511 E. 46th St., Ste 0 

5325 E. 30th St. 

1833 No. 8th St. 

1530 Vogel Rd. 

401 S.E. 6th St. 

P.O. Box 50794
 

1427 Southview Dr.
 

1304 Main St.
 

2236 E. 10th St.
 

2101 Jeorse Circle
 

3320 N. Clinton St.
 

14074 Trade Center Dr. #234
 

1447 W. Blubaugh Ave.
 

486 1st. Ave.
 

1101 Husky Trail
 

2636 Mitthoeffer Place
 

128W 10005
 

City 

Indianapolis 

Lawrenceburg 

Fort Wayne 

Indianapolis 

Decatur 

Indianapolis 

Crown Point 

Indianapolis 

Muncie 

Valparaiso 

Columbus 

South Bend 

Fort Wayne 

Richmond 

Linton 

Kokomo 

Indianapolis 

Indianapolis 

Terre Haute 

Evansville 

Evansville 

Indianapolis 

Indianapolis 

Anderson 

Indianapolis 

East Chicago 

Fort Wayne 

Fishers 

Thorntown 

Terre Haute 

Warsaw 

Indianapolis 

Twelve Mile 

State 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

In 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

IN 

Zip Phone FAX 

46226 317-847-2987 

47205 812-537-4422 

46815 260-483-2888 260-483-2899 

46208 317-466-0015 317-475-3093 

46733 260-724-2145 x 4227 260-728-3844 

46256 317-284-0837 

46307 219-661-5200 219-661-5205 

46220 317-254-0828 317-254-9377 

47305 765-286-2800 765-286-3907 

46385 219-477-5433 219-462-9553 

46203 812-372-6415 812-372-6415 

46617 574-232-2666 574-232-4235 

46802 260-432-0011 866-466-9603 

47374 765-966-0852 765-962-4003 

47441 812-847-2231 812-847-8836 

46902 765-455-2300 765-455-4035 

46205 317-442-6738 317-802-7378 

46216 317-430-3144 

47804 812-236-3958 

47715 812-477-1707 812-477-1006 

47713 812-425-1041 812-421-6773 

46250 317-496-5259 

46227 317-536-7245 317-536-7241 

46016 765-640-1065 765-640-1665 

46201 317-633-3104 317-633-3006 

46312 219-398-5316 

46805 260-483-2100 260-484-5059 

46038 317-774-7764 317-282-0582 

46071 765-325-9102 

47807 812-232-4627 812-238-1564 

46582 574-268-9000 574-268-2268 

46229 317-897-8555 317-8978561 

46988 574-398-9407 



2715 E. Jackson Blvd. 

300 East Washington Blvd. 

1900 Randalia Dr. 

211 E. Main St. 

2009 Prospect Ave. 

P.O. Box 722
 

5425 Victory Dr.
 

8672 Broadway
 

9615 N. College
 

5717 Prairie Rose Dr.
 

10737 Gateway Dr.
 

7545 Rockville Rd.
 

1717 West 86th St., Ste. 180
 

720 E. Dustman Rd.
 

1050 W. 0 & M Ave.
 

7636 Timber Hill North Dr.
 

2805 E. 96th St., Ste. E
 

Elkhart 

Fort Wayne 

Fort Wayne 

Washington 

Vincennes 

East Chicago 

Indianapolis 

Merrillville 

Indianapolis 

Schererville 

Fishers 

Indianapolis 

Indianapolis 

Bluffton 

North Vernon 

Indianapolis 

Indianapolis 

IN 46516 574-293-6886 

IN 46802 260-422-5511 

IN 46805 260-484-5555 

IN 47501 812-254-1881 

IN 47591 812-882-2285 

IN 46312 219-644-9355 

IN 46203 317-783-2155 

IN 46410 219-769-6235 

IN 46280 317-569-0014 

IN 46375 219-769-1697 

IN 46037 317-331-9975 

IN 46214 317-271-2939 

IN 46250 317-251-1225 

IN 46714 260-565-3000 

IN 47265 812-346-4663 

IN 46217 317-431-1484 

IN 46240 317-815-8300 

260-482-8929 

812-254-1887 

812-882-2186 

317-783-2257 

219-769-6342 

317-569-1364 

317-251-1204 

260-565-3009 

317-815-8338 
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Indiana Association 
of Adult Day Services P.O. Box 20348 I Indianapolis, IN 46220 I (317) 254-4538 I www.iaads.net 

What is the Current Situation? 

Indiana does not have a general operating license requirement to open and operate an Adult Day Service 
(ADS), In the last 8 years, MetLife Mature Market Institute reports a 35% increase in the opening of Adult 
Day Services across the United States. There are a reported 4,600 centers in the United States, with 29% 
of those centers having a waiting list. In Indiana, the facts are unknown. The lack of oversight of ADS in 
Indiana suggests that there is an unknown in human services within the state. Individuals are being cared 
for, yet our state cannot adequately account for their care. Medicaid Waiver provides us an accurate 
reflection of those receiving care under that certification, however, how does the state account for those 
ADS who do not opt into the Medicaid Waiver program? Care is being provided, yet, we cannot say by 
whom, by how many, and at what true cost to the consumers of Indiana. In response to this unknown, 
coupled with the rise in demand, we are leading the way to ensure that these centers, and their 
consumers, will be provided basic licensure from the State of Indiana. By regulating the ADS 
environments, the public can rest assure that safety, care, and best practices, are being upheld by all 
providers statewide. 

What is the Goal? 

IAADS envisions legislation that encompasses MA W standards, including provisions for centers that 
serve food, signed into law by 2012. 

How Prevalent is Licensure and Certification Legislation in the US? 

•	 25 states currently require a license to open 

•	 10 states currently require certification only to operate 

•	 4 states currently require both to open and operate 
•	 13 states currently require a different requirement to open and operate (contracts with 

HHS, Community Care Programs, etc.) 

How Substantial is the Impact of Caring for an Elderly Parent or Loved One on Business? 

•	 American businesses lose an average of 2.8 million work days each year due to 
unplanned absences; 

•	 Those absences cost employers nearly $74 billion; 

•	 Work day interruptions due to care giving of adults cost employers around $3 billion; 
•	 Absenteeism due to care giving costs employers nearly $5 million. 

U.S. Bureau of Labor Statistics 
National News 

Potential funding source for agencies that are licensed for limited payment. Legislation seeks to require 
that centers must hold either a license or formal certification from a yet-to-be-named national agency. 

HR 3043 - Medicare Adult Day Services Act of 2011 (formally 2009) 
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Indiana Association 
of Adult Day Services P.O. Box 20348 I Indianapolis, IN 46220 I (317) 254-4538 I www.iaads.net 

Industry Support 

"There is an ever growing need for Adult Day Services in the healthcare continuum. As the baby
boomers age, it is imperative that there are options to keep them at home as long as possible. There 
needs to be a variety of options to help keep our elderly in the community where they are familiar and 
comfortable. Of course, I also believe in the need for nursing home care, however, CMS is even 
supportive of this initiative as they have changed nursing home reimbursement to disincentivise having 
individuals under our care that could potentially remain at home with alternative community-based 
care. Even as a nursing home administrator who is passionate about our business, I believe this is the 
right thing to do. Adult Day Services are actively sought out by caregivers and provides that alternative 
to nursing home placement to keep individuals at home until they truly require that placement. And 
when they do need nursing home placement, we are here to continue to provide a safe and comfortable 
environment with quality healthcare." 

Carrie A. C. Dixon, HFA, MHA 
Executive Director 
Golden Living Center Brookview 

"Many IAHSA members operate adult day service programs and adult day services is expected to play 
an increasingly important role in meeting the long term care needs of Hoosier seniors in the future. This 
service is particularly important for families caring for loved ones in their homes. Currently, there is no 
state oversight or standards for these important services. We support having the Health Finance 
Commission to study the appropriate role of state government in overseeing this growing long term care 
option." 

Jim Leich 
President & CEO 
Indiana Association of Homes and Services for the Aging 

"There is nothing more important in life than caring for our loved ones, particularly those who are most 
vulnerable - children, those with mental health issues, and the elderly. The role of licensure legislation 
is to ensure proper care and to assure the caregivers that their loved one is safe while away from their 
personal attention. Our government requires licensure for children's day care facilities and for facilities 
that care for those with mental illness. Why would we not think it appropriate to do the same for those 
who provide care through adult day care?" 

Jessica White 
President 
Jessica White Associates 



f{Y IAADS Core Purpose. 

•	 Disseminate information concerning the 
provision of adult day services 

•	 Foster cooperation with colleagues in same 
and allied fields 

•	 Engage in activities which may be considered 
advantageous to those serviced by the Association 

•	 Develop & facilitate maintenance of minimum 
standards for adult day services 

•	 Conduct an ongoing educational campaign 
to inform consumers, service providers and 
policymakers of the existence of adult day 
services as a viable option to institutional care 
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info@iaads.net
 
www.iaads.net
 

P.O. Box 20348 
Indianapolis, IN 46220 
Phone (317) 254-4538 Indiana Association Fax (317) 254-9377 

of Adult Day Services 



EfY What are Adult Day Services? 
Adult Day Services programs offer a safe, 
positive, caring alternative to nursing 
home care for those who do not need 
24-hour skilled nursing. These programs are 
designed to help people stay mentally and 
physically active, reduce isolation, improve 
their health and slow the decline of their 
abilities. People usually attend a program 
two to five times a week. Program hours of 
operation vary from four to eight or more 
hours a day. 

EfY ServiCes provided. 
Services vary from program to program but 
may include therapeutic activities such as 
art, singing, age-appropriate games, health 
monitoring, social work, meals, dietary 
counseling, physical, occupational and 
speech therapy. Programs help families with 
information and referral to other services as 
needed. All programs either provide or can 
assist with transportation arrangements. 

Some programs focus on a specific 
population - for example, those who share 
a similar cultural or ethnic background or 
young adults living with head injuries. 

Many programs specializing in Alzheimer's 
care offer extended hours to accommodate 
working caregivers, and provide caregiver 
support groups and training. 

\~ 

EfY Who pays? 
Third party payors may include Medicaid 
Waiver, CHOICE, long-term care insurance 
policies and Veteran's Administration. Fees 
vary according to the type of program and 
services offered. Some programs offer 
financial support or reduced rates, based on 
ability to pay. 

EfY Those who benefit 
from Adult Day Services are: 

•	 People whose activities are limited by
 
injury, disease or frailities of age
 

•	 Those with memory problems, confusion 
or other dementias 

•	 Patients with Alzheimer's disease or
 
Parkinson's disease
 

•	 Individuals with development disabilities 

•	 People recovering from strokes, heart
 
attacks or accidents
 

•	 Adults who are homebound and need
 
social stimulation of a group setting
 

•	 Those suffering from depression or other 
psychiatric problems 

•	 Those in need of medical monitoring 

•	 Adults who are simply not safe if left at 
home alone 




