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May 2015 - Monthly Provider Support Call Summary

**Please share with your case managers and administrative staff or other employees.**

Each month the WDH-Behavioral Health Division holds a monthly provider support call to let providers know what is going on and give additional clarification on items that have been released. The next call is  Monday, June 29 at 2pm. 
CALL TOPICS & SUMMARY
TOPICS
Provider Cost and wage Surveys Due Monday, May 25
Cost and Wage Surveys are due back to Navigant Next Monday. Please be in contact with them if you need help filling out the survey.

4.6 % rate increase – 2015 footnote implementation & U8 modifier usage

The 2015 legislature approved a $3 million dollar increase to the service rates for levels 4, 5 and 6 for the next fiscal year from July 1, 2015 to June 30, 2016. The $3 million includes both state general fund and federal fund money.  To implement the increase to rates for participants with a level of 4 or greater, the Division will be adding a modifier (U8) to current service codes that will increase the rate paid to the provider by 4.6%. The increase applies to participants of all ages with a Level of Service Need score of 4 or higher who will be active on the Supports and Comprehensive Waivers during the next fiscal year, not just adults. However, the increase did not specify the Acquired Brain Injury population so they will not receive the increase.
The Division will issue a new fee schedule and service index in June that shows how the new modifier of "U8" will be used. This modifier will be removed from Res Hab Tier 3 and Supported Employment Follow Along, so we can change the value attached to it. Providers will need to adjust the codes they use for billing in July to reflect these changes.
EMWS will be unavailable (June 8-22 for plan modifications or submissions). In order to complete modifications to Prior Authorization Numbers (PA#s) for everyone this affects, the EMWS system will be unavailable for two weeks in June to automate the modifications, process new PA #s, and adjust IBAs without a manual process by Division staff or case managers. So to repeat: EMWS will be unavailable to Case managers for mods or plan submissions between June 8 and June 22,  so the software developers can automate the mods to plans of care and issue new PA#s to reflect the increased rates for the footnote increase of 4.6%. No new mods can be submitted after June 8th . PSS staff will still have access for 7 days after June 8th in order to process modifications.  Once system access returns, we will send out a notification via email.
For June 1 plans, send in the plans with the current codes, not the new ones. For July 1 and after plans, the new codes will be used unless you already sent in your plan. The new Codes will be posted at the end of next week.

Checking PA#s

Providers should double check the PA number and units approved with what the plan approval amount is. Providers should be catching these discrepancies when the PA's are received and not 6 months later when they find out that can't bill.
Multiple Res Hab Providers on a Plan 
Through the new federal regulations, which specify that participants have the right to opportunities to the same degree as people who are not receiving HCBS services, have the right to a signed lease or residency agreement, and should receive the option for “a” private unit in a residential setting, the Division must evaluate certain living arrangements occurring with Participants. The Division has been reviewing cases where multiple providers are on a plan of care. In these instances, a participant must move from place to place within a week instead of having a set home they can call their own.  These decisions may be likable for the participant, but mainly they are decisions made for the convenience of the provider. However, adults do not generally have more than one place they live in a week, month or year. Occasionally they stay with friends or go on a trip, but adults live in one place. Participants must be afforded and respected that same right, even if they have disabilities. A participant should be afforded the same right to consistency of home, possessions, and inclusion as the rest of the non-disabled population. Furthermore, the CMS has increased their expectations on residential placements for people receiving Medicaid Waiver services that will ensure that same consistency through requiring a signed lease agreement, providing them a place of residence with certain rights against evictions and this kind of moving from one place to another, which has been problematic for other waiver participants recently.
Therefore, the Division will not approve any new situations like this to occur. So far, we have been addressing these on a case by case basis. For current arrangements that use two RH providers, where the participant must change residences to receive services, the Division needs the case manager to ask the Division for a policy exception to allow the arrangement to continue for one more year. During this next year, we will be discussing the cases with our legal team and Division leadership to receive input. Unless the participant is transitioning to another provider or it is an emergency situation, two RH providers on a plan will not be approved.  

Concerns about a need for a break, vacation or family time are certainly legitimate.  That is the reason we have allowed non-CARF Res Hab providers to use respite services for these kinds of breaks.  CMS has recently approved our request to increase the caps on respite units as well which expands utilization of this service. We encourage teams to look at using this option or for the provider to hire staff for periodic breaks as needed.

Case Managers must monitor all services every quarter 

Case managers need to monitor the participant in services each quarter.  If a service is not provided in a quarter, then the case manager monthly form must reflect that. These do not include therapies, since therapist have different oversight and licensing requirements for their service quality. 
Team signature verification form

Case managers do not have to fill this form out at the top if they can print off the service authorization screen from EMWS that shows the services, units and amounts agreed upon by the team. The providers can just review the team signature form language and sign it after reviewing the service authorization print out. The case manager can upload this two page verification that shows the printout attached to the signature form in lieu of filling out the service units and costs twice.

Child habilitation service being added to self-direction drop down list

This fix is now live in EMWS. Agency with Choice and Unpaid Caregiver training have been removed since they are not on the new waivers.
EMWS authorized user forms 

These forms should be sent to the new PSS, Jessica Abbott, and if self-directing, notify Gina Salazar as well. If a user must be removed, please notify Jessica or Gina as well.
Rights restrictions - Prevocational bulletin -Jamie

Review bulletin ideas and see if they have topics they want clarified in those bulletins
ABI end date

The Department has made a decision regarding the ABI waiver, which was part of the 2013 Medicaid reform bill. The ABI waiver is scheduled to end next year on Sept 30, 2016. We will issuing notice about an upcoming amendment to add the ABI waiver to the Comprehensive waiver and explain the transition plan at that time. 

Notification to participants to change to a Conflict Free case manager reminder
This month, the Division will be requesting 30 day notices be sent to participants whose case managers have not completed the process and submitted transition plans to allow time for the participant to choose a new case manager and the transition process to begin. If you have questions about your application please contact your provider support specialist.
Transitioning participants from Child DD to Comprehensive Waiver 
Just a reminder, the Child DD waiver will be ending June 30, 2015.  Plans of care must be in by May 31, 2015 to give PSS staff enough time to get them approved prior to the end of June. 

Clarification on parents providing personal care 

(not all covered during call but requested after the call)
Through the service definition for personal care and in the relative provider law, there are conditions where parents can provide personal care. However there are limitations.

Parents or stepparents (not guardians) may only provide this service to an adult child, if they are either a certified provider and form a limited liability company (LLC) or they work for a certified provider. Legally responsible individuals (parents/guardians) may not provide the service through self-direction.  For relative providers residing in the same household as the waiver participant, personal care provided by the relative provider in the home shall be for extraordinary care only, as defined by the Division, and cannot exceed four (4) hours per day per participant.  
Legally Responsible Individuals (parent/stepparent/guardian) of minor children may be a provider of personal care for extraordinary care needs with the same limit of 4 hours a day per participant but as listed above they must be a certified provider and form a Limited Liability Company, or be employed by a certified provider. It is expected that for those participants living with their families, that the family members will contribute natural support and supervision, similar to how families function.   
Additional units needed beyond 4 hours a day require additional documentation and shall only be approved by the Division’s Extraordinary Care Committee.
The amount of units approved for a relative provider will depend on the individual needs of the participant and may range up to no more than four (4) hours per day with those participants requiring more intensive supports, i.e., total assistance with toileting, bathing, feeding, non-ambulatory, etc… as the justification for the number of hours needed per day.  
The case manager shall submit specific justification regarding the support needs with the plan of care.
For personal care provided to participants under age 18 by a legally responsible individual, payment shall only be authorized for extraordinary care services provided by the legally responsible individual provider as documented in the plan of care and align with the assessed needs of the participant which show the need for extraordinary care. 
Extraordinary care cases shall meet the following criteria:
1. The participant’s Adaptive Behavior Quotient is 0.35 or lower on the Inventory for Client and Agency Planning (ICAP) assessment; and either b or c
2. The participant needs assistance with Activities of Daily living (ADLs) or Instrumental Activities of Daily Living (IADLs) exceeding the range of expected activities that a legally responsible individual would ordinarily perform in the household on behalf of a person without a disability or chronic illness of the same age, and which are necessary to assure the health and welfare of the participant and avoid institutionalization.  (Example: a 12 year old needing assistance with dressing and bathing, whereas the average 12 year old does not.); or
3. The participant requires care from a person with specialized medical skills relating to the participant’s diagnosis or medical condition as determined appropriate by the participant’s medical professional and the Behavioral Health Division.
Questions still pending:

CM training hours needed per a fiscal year or per the certification year.  

Service observation per provider of the service or per service each quarter. 

Next call is June 29 at 2 pm. 
Monthly Support call notes are posted to our website:
http://health.wyo.gov/ddd/ComprehensiveandSupportsWaiver.html
Thank you for reading and for making time to call in each month![image: image1.png]
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