
DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-01-16 
Baltimore, Maryland  21244-1850 
 
State Demonstrations Group 
 
April 13, 2017 
 
Patrick M. Tigue 
Medicaid Program Director 
RI Executive Office of Health & Human Services 
Hazard Building #74, 1st Floor 
74 West Road 
Cranston, RI 02920 
 
Dear Mr. Tigue: 
 
This letter is to inform you that the following attachment to the Special Terms and Conditions 
(STCs) for Rhode Island’s section 1115(a) demonstration (11-W-00242/1), entitled “Rhode 
Island Comprehensive Demonstration,” is approved as submitted by the state and as modified 
through our discussions. 

• Health Workforce Development Claiming Protocol (Attachment S) 
 

CMS finds this protocol to be in accordance with the STCs for the demonstration, and has no 
further questions or comments at this time. A copy of the approved attachment is enclosed and 
will be added into the STCs.  
 
We look forward to continuing to work with you and your staff on the Rhode Island 
Demonstration. Your CMS project officer, Mrs. Heather Ross, is available to address any 
questions you may have related to this correspondence. Mrs. Ross can be reached at (410)786-
3666 or Heather.Ross@cms.hhs.gov.  
 
Official communications regarding official matters should be sent simultaneously to Mrs. Ross 
and Mr. Richard McGreal, Associate Regional Administrator in our Boston Regional Office.  
Mr. McGreal can be reached at (617)565-1226 or Richard.McGreal@cms.hhs.gov. 
 
 
      Sincerely, 
 
          /s/ 

Angela D. Garner 
Director 

      Division of Systems Reforms Demonstrations 
        
       Enclosure 
 
cc:  Richard McGreal, Associate Regional Administrator,  
       Region I, Boston Regional Office 

mailto:Heather.Ross@cms.hhs.gov
mailto:Richard.McGreal@cms.hhs.gov
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
WAIVER LIST 

 
 
NUMBER:  11-W-00242/1 
     
TITLE:  Rhode Island Comprehensive Demonstration 
  
AWARDEE:  Rhode Island Executive Office of Health and Human Services 
 
Title XIX Waivers 
 
All requirements of the Medicaid program expressed in law, regulation and policy statement, not 
expressly waived in this list, shall apply to the demonstration project beginning as of December 23, 
2013, through December 31, 2018.  In addition, these waivers may only be implemented consistent 
with the approved Special Terms and Conditions (STCs).  
 
Under the authority of section 1115(a)(1) of the Social Security Act (the Act), the following waivers 
of State plan requirements contained in section 1902 of the Act are granted in order to enable Rhode 
Island to carry out the Rhode Island Comprehensive section 1115 demonstration.  
 

1. Amount, Duration, and Scope                             Section 1902(a)(10)(B)  

To enable Rhode Island to vary the amount, duration and scope of services offered to 
individuals, regardless of eligibility category, by providing additional services to individuals 
who are enrollees in certain managed care arrangements.  

2. Reasonable Promptness       Section 1902(a)(8) 

To enable the state to impose waiting periods for home and community-based services (HCBS) 
waiver-like long term care services.  

3. Comparability of Eligibility Standards     Section 1902(a)(17) 

To permit the state to apply standards different from those specified in the Medicaid state plan for 
determining eligibility, including, but not limited to, different income counting methods. 

4. Freedom of Choice                     Section  1902(a)(23)(A)  

To enable the state to restrict freedom of choice of provider for individuals in the demonstration.  
No waiver of freedom of choice is authorized for family planning providers.   

5. Retroactive Eligibility           Section 1902(a)(34) 

To enable the state to exclude individuals in the demonstration from receiving coverage for up to 
3 months prior to the date that an application for assistance is made.  
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The waiver of retroactive eligibility does not apply to individuals under section 1902(l)(4)(A) of 
the Act. 

 
 

6. Payment for Self-Directed Care           Section 1902(a)(32) 
 

To permit the state to operate programs for individual beneficiaries to self-direct expenditures for 
long-term care services. 

 
7. Payment Review                             Section 1902(a)(37)(B) 

 
To the extent that the state would otherwise need to perform prepayment review for expenditures 
under programs for self-directed care by individual beneficiaries.  

 
8. Proper and Efficient Administration                                            Section 1902(a)(4) 

To permit the State to enter into contracts with a single Prepaid Ambulatory Health Plan (PAHP) 
for the delivery of dental services under the RISmiles Program in 42 C.F.R. § 438.52   
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
EXPENDITURE AUTHORITY 

 
NUMBER:  11-W-00242/1 
  
TITLE:  Rhode Island Comprehensive Demonstration 
  
AWARDEE:  Rhode Island Executive Office of Health and Human Services 
 
Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made by 
Rhode Island for items identified below, which are not otherwise included as matchable expenditures 
under section 1903 of the Act shall, for the period of this demonstration extension, beginning 
December 23, 2013 through December 31, 2018, be regarded as expenditures under the state’s title 
XIX plan.   
 
The following expenditure authorities may only be implemented consistent with the approved Special 
Terms and Conditions (STCs) and shall enable Rhode Island (state) to operate its section 1115 
Medicaid demonstration. These expenditure authorities promote the objectives of title XIX in the 
following ways: 
 

1. Increase access to, stabilize, and strengthen, providers and provider networks available to 
serve Medicaid and low-income populations in the state 

2. Improve health outcomes for Medicaid and other low-income populations in the state 
3. Increase efficiency and quality of care through initiatives to transform service delivery 

networks 
 
 
1. Expenditures Related to Eligibility Expansion  
 
Expenditures to provide medical assistance coverage to the following demonstration populations that 
are not covered under the Medicaid state plan and are enrolled in the Rhode Island Comprehensive 
demonstration.   
 
[Note: Budget populations 1, 2, 4, 14, and 22, which are described in the demonstration’s special 
terms and conditions and are affected by the demonstration, are covered under the Medicaid state 
plan.  Demonstration populations 11 – 13 (related to 217-like groups) are described in expenditure 
authority 2 below, and demonstration population 7 is described in CHIP expenditure authority 1 
below.] 
 

Budget Population 3 [RIte Care]:  Effective through December 31, 2013, expenditures for 
pregnant women with incomes up to 185 percent of the federal poverty level (FPL) and children 
whose family incomes are up to 250 percent of the FPL who are not otherwise eligible under the 
approved Medicaid state plan. Effective through December 31, 2013, expenditures for parents and 
caretaker relatives who are not otherwise eligible under the approved Medicaid state plan with 
incomes that is up to 175 percent of the FPL.   
 
Effective January 1, 2014, expenditures for pregnant women with incomes up to 185 percent of 
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the federal poverty level (FPL) and children whose family incomes are up to 250 percent of the 
FPL who are not otherwise eligible under the approved Medicaid state plan.  

 
Budget Population 5 [EFP]:  Effective through December 31, 2013, expenditures for family 
planning services under the Extended Family Planning (EFP) program, for women of 
childbearing age whose family income is at or below 200 percent of the FPL who lose Medicaid 
eligibility at the conclusion of their 60-day postpartum period and who do not have access to 
creditable health insurance.  Continued program eligibility for these women will be determined 
by the twelfth month after their enrollment in the program. 

 
Effective January 1, 2014, expenditures for family planning services under the Extended Family 
Planning program, for women of childbearing age whose family income is at or below 250 
percent of the FPL who lose Medicaid eligibility at the conclusion of their 60-day postpartum 
period. Continued program eligibility for these women will be determined by the twelfth month 
after their enrollment in the program. 

 
Budget Population 6a [Pregnant Expansion]: Individuals who, at the time of initial application: 
(a) are uninsured pregnant women; (b) have no other coverage; (c) have net family incomes 
between 185 and 250 percent of the FPL; (d) receive benefits only by virtue of the 
Comprehensive demonstration; (e) meet the citizenship and identity requirements specified in the 
Deficit Reduction Act of 2005; and f) are covered using title XIX funds if title XXI funds are 
exhausted.  

 
Budget Population 6b [Pregnant Expansion]: Individuals who, at the time of initial 
application: (a) are pregnant women; (b) have other coverage; (c) have net family incomes 
between 185 and 250 percent of the FPL; (d) receive benefits only by virtue of the 
Comprehensive demonstration; and (e) meet the citizenship and identity requirements specified in 
the Deficit Reduction Act of 2005.  

 
Budget Population 8 [Substitute Care]:  Expenditures for parents pursuing behavioral health 
treatment with children temporarily in state custody with income up to 200 percent of the FPL. 

 
Budget Population 9 [Children with special health care needs (CSHCN) Alt.]:  Expenditures 
for CSHCN (as an eligibility factor) who are 21 and under who would otherwise be placed in 
voluntary state custody below 300 percent SSI. 

 
Budget Population 10 [Elders 65 and over]:  Effective through December 31, 2013, expenditure 
authority for those at risk for needing long term care (LTC) with income at or below 200 percent 
of the FPL.  

 
Effective January 1, 2014, expenditure authority for those at risk for LTC with income at or 
below 250 percent of the FPL who are in need of home and community-based services (state only 
group). 
 
Budget Population 15 [Adults with disabilities at risk for long-term care]: Expenditures for 
HCBS waiver like services for adults living with disabilities with incomes at or below 300 
percent of the SSI with income and resource levels above the Medicaid limits. 
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Budget Population 16 [Uninsured adults with mental illness]:  Effective through December 
31, 2013, expenditures for a limited benefit package of supplemental services for uninsured adults 
with mental illness and or substance abuse problems with incomes below 200 percent of the FPL 
not eligible for Medicaid. 

 
Budget Population 17 [Youth at risk for Medicaid]:  Expenditures for coverage of detection 
and intervention services for at-risk young children not eligible for Medicaid who have incomes 
up to 300 percent of SSI, including those with special health care needs, such as Seriously 
Emotionally Disturbed (SED), behavioral challenges and/or medically dependent conditions, who 
may be safely maintained at home with appropriate levels of care, including specialized respite 
services. 

 
Budget Population 18 [HIV]:  Effective through December 31, 2013, expenditures for a limited 
benefit package of supplemental HIV services for persons living with HIV with incomes below 
200 percent of the FPL and who are ineligible for Medicaid.  

 
Budget Population 19 [Non-working disabled adults]: Effective through December 31, 2013, 
expenditures for a limited benefit package of supplemental services for non-working disabled 
adults ages 19-64 eligible for the General Public cash assistance program, but who do not qualify 
for disability benefits.  

 
Budget Population 20 [Alzheimer adults]: Effective January 1, 2014, expenditure authority for 
adults aged 19-64 who have been diagnosed with Alzheimer’s Disease or a related Dementia as 
determined by a physician, who are at risk for LTC admission, who are in need of home and 
community care services, and whose income is at or below 250 percent of the FPL. 
 
Budget Population 21 [Beckett aged out]:  Effective January 1, 2014, expenditure authority for 
young adults aged 19-21 aging out of the Katie Beckett eligibility group with incomes below 250 
percent of the FPL, who are otherwise ineligible for Medical Assistance, and are in need of 
services and/or treatment for behavioral health, medical or developmental diagnoses.  

 
2. Expenditures Related to Eligibility Expansion for 217-like groups.  
Expenditures for Comprehensive demonstration beneficiaries who are age 65 and older and adults 
age 21 and older with disabilities and who would otherwise be Medicaid-eligible under section 
1902(a)(10)(A)(ii)(VI) of the Act and 42 CFR §435.217 in conjunction with section 
1902(a)(10)(A)(ii)(V) of the Act, if the services they receive under the Comprehensive demonstration 
were provided under an HCBS waiver granted to the state under section 1915(c) of the Act. This 
includes the application of spousal impoverishment eligibility rules.  

Budget Population 11:  Expenditures for 217-like Categorically Needy Individuals receiving 
HCBW-like services & PACE-like participants Highest need group.  

 
Budget Population 12:  Expenditures for 217-like Categorically Needy Individuals receiving 
HCBW-like services and PACE-like participants in the High need group. 

 
Budget Population 13:  Expenditures for 217-like Medically Needy receiving HCBW-like 
services in the community (High and Highest group).  Medically Needy PACE-like participants 
in the community. 
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3. Health System Transformation Project-Accountable Entity Incentive and Hospital and 

Nursing Home Incentive 
Expenditures for performance based incentive payments to providers who participate in the 
Hospital and Nursing Home Incentive Program and to providers who participate as a certified 
Accountable Entity, subject to the annual expenditure limits set forth in the STCs.  
  

4. Window Replacement [Budget Services 1]: Expenditures for window replacement for homes 
which are the primary residence of eligible children who are lead poisoned.  
 

5. RIte Share [Budget Services 2]. 
 
 Expenditures for part or all of the cost of private insurance premiums and cost sharing for 
eligible individuals which are determined to be cost-effective using state-developed tests that may 
differ from otherwise applicable tests for cost-effectiveness. 
 

6. Designated State Health Program (DSHP)  
 
Budget Population 23: Expenditures for cost of designated programs that provide or support the 
provision of health services that are otherwise state-funded, as specified in STC 81. 

 
a. Marketplace Subsidy Program: Effective January 1, 2014, the state may claim as allowable 

expenditures under the demonstration, the payments made through its state-funded program to 
provide premium subsidies for parents and caretakers with incomes above 133 percent of the 
FPL through 175 percent of the FPL who purchase health insurance through the 
Marketplace.  Subsidies will be provided on behalf of individuals who: (1) are not Medicaid 
eligible; (2) are eligible for the advance premium tax credit (APTC); and (3) whose income is 
above 133 percent of the FPL through 175 percent of the FPL. 

 
b. State-Funded Program for Uninsured Adults with Mental Illness:  Effective January 1, 

2014 through April 30, 2014, expenditures for a state-funded program that provides  a limited 
benefit package of supplemental services for uninsured adults with mental illness and or 
substance abuse problems with incomes below 200 percent of the FPL. 
 
Effective May 1, 2014, expenditures for a state-funded program that provides a limited benefit 
package of supplemental services for uninsured adults with mental illness and or substance 
abuse problems with incomes above 133 percent of the FPL and below 200 percent of the 
FPL who are ineligible for Medicaid. 
 

c. State-Funded Program for Persons Living with HIV: Effective January 1, 2014 through 
April 30, 2014, expenditures for a state-funded program that provides a limited benefit 
package of supplemental HIV services for persons living with HIV with incomes below 200 
percent of the FPL. 
 
Effective May 1, 2014, expenditures for a state-funded program that provides a  limited 
benefit package of supplemental HIV services for persons living with HIV with incomes 
above 133 percent of the FPL and below 200 percent of the FPL who are ineligible for 
Medicaid.  
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d. State-Funded Program for Non-working Disabled Adults: Effective January 1, 2014 

through April 30, 2014, expenditures for a state-funded program that provides  a limited 
benefit package of supplemental services for non-working disabled adults ages 19-64 eligible 
for the General Public cash assistance program. 
 
Effective May 1, 2014, expenditures for a state-funded program that provides a limited benefit 
package of supplemental services for non-working disabled adults ages 19-64 eligible for the 
General Public cash assistance program with incomes above 133 percent of the FPL, but who 
do not qualify for disability benefits. 
 

7. Demonstration Benefits.  
a. Expenditures for benefits specified in Attachment A of the STCs provided to 

demonstration populations, which are not otherwise available in the Medicaid State Plan.  
b. Expenditures for the provision of HCBS waiver-like services that are not otherwise 

available under the approved State plan, net of beneficiary post-eligibility responsibility 
for the cost of care. 

c. Expenditures for core and preventive services for Medicaid eligible at risk youth (Budget 
Services 4). 

 
8. End of Month Coverage for Members Transitioning to Subsidized Qualified Health Plan 

(QHP) Coverage.  Effective January 1, 2014, expenditures for individuals who would otherwise 
lose Medicaid eligibility pending coverage in a QHP, as specified in STC 27.  
 

9. Expenditures for Healthy Choice Incentives.  
 

 
10. Long-Term Care Benefits Pending Verification of Financial Eligibility Criteria for New 

LTC Applicants.  Expenditures for a limited set of LTC benefits for individuals who self-attest 
to financial eligibility factors as specified in STC 28. 

 
 
Title XIX Requirements Not Applicable to Budget Population 5: 
 
Amount, Duration, and Scope                             Section 1902(a)(10)(B)  

To enable Rhode Island to provide a benefit package consisting only of approved family planning 
and family planning-related services.  

Title XIX Requirements Not Applicable to Budget Populations 10, 15, 16, 17, 18, 19, 20 

Amount, Duration, and Scope                             Section 1902(a)(10)(B)  

To enable Rhode Island to provide a limited benefit package.  

CHIP Expenditure Authority 
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1. Expenditures for medical assistance for children through age 18 whose family income is equal 
to or less than 250 percent of the FPL and who are not otherwise eligible under the approved 
Medicaid state plan. [Budget Population 7]  
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

SPECIAL TERMS AND CONDITIONS 
 
 
NUMBER:  11-W-00242/1 
  
TITLE:  Rhode Island Comprehensive Section 1115 Demonstration 
  
AWARDEE:  Rhode Island Executive Office of Health and Human Services 
 
 
I. PREFACE 
 
The following are the Special Terms and Conditions (STCs) for the Rhode Island Comprehensive 
section 1115(a) Medicaid demonstration (“demonstration”), as approved under authority of section 
1115 of the Social Security Act, (the Act).  The parties to this agreement are the Rhode Island 
Executive Office of Health and Human Services (state) and the Centers for Medicare & Medicaid 
Services (CMS).  The STCs set forth in detail the nature, character, and extent of Federal 
involvement in the demonstration and the state’s obligations to CMS during the life of the 
demonstration.  The amended STCs are effective the date of approval, unless otherwise specified.  
All previously approved section 1115(a) demonstration STCs, waivers, and expenditure authorities 
are superseded by the STCs set forth below and accompanying waivers and expenditure authorities.  
All previously approved Category II changes shall apply during the extension period.  This 
demonstration is approved through December 31, 2018.   
 
The STCs have been arranged into the following subject areas:  

I. Preface 
II. Program Description and Objectives 

III. General Program Requirements 
IV. Title XIX Program Flexibility 
V. Eligibility and Enrollment 

VI. Benefits 
VII. Cost Sharing 

VIII. Delivery System 
IX. Self-Direction 
X. Extended Family Planning 

XI. RIte Smiles 
XII. Designated State Health Programs (DSHP) 

XIII. Healthy Behaviors Incentives Program 
XIV. Payments To Federally Qualified Health Centers For Uninsured Populations 
XV. General Reporting Requirements 

XVI. General Financial Requirements Under Title XIX 
XVII. General Financial Requirements Under Title XXI 

XVIII. Monitoring Budget Neutrality for the Demonstration 
XIX. Evaluation of the Demonstration / Quality Assurance and Improvement 
XX. Measurement of Quality of Care and Access to Care Improvement 

XXI. Schedule of Deliverables for the Demonstration Period 
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The following attachments have been included to provide supplemental information and guidance for 
specific STCs.  The following attachments are incorporated as part of this Agreement. 
 

Attachment A:   Managed Care Demonstration Only Benefits 
Attachment B:   Core and Preventive Home and Community-based Service Definitions 
Attachment C:   Assessment and Coordination Organization  
Attachment D:   Level of Care Criteria  
Attachment E:   Quarterly Report Progress Template and Instructions 
Attachment F:   Evidentiary Review Guidance for Conducting Quality Reviews of HCBS    
                          Waiver Programs 
Attachment G:  Comprehensive Quality Strategy (reserved) 
Attachment H:  Healthy Behaviors Incentives Program Description (reserved) 
Attachment I:   Evaluation Plan (reserved) 
Attachment J:   Hospital and Nursing Home Facilities Measures 
Attachment K:  Accountable Entities Certification Standards 
Attachment L:  APM Methodology Document 
Attachment M: Attribution Guidance 
Attachment N: Accountable Entity Road Map Document 
Attachment O: Accountable Entity- Specific Health Transformation Project Plan 
Attachment P: Claiming Protocol – Other DSHPs 
Attachment Q: Wavemaker Methodology and Claiming Protocol 
Attachment R: Health Workforce Development Protocol 
Attachment S: Claiming Protocol – Health Workforce Development 
Attachment T: Deliverables Chart – 5 Years 
 

 
II. PROGRAM DESCRIPTION AND OBJECTIVES 
 
The Rhode Island Medicaid Reform Act of 2008 (R.I.G.L §42-12.4) directed the state to apply for a 
global demonstration project under the authority of section 1115(a) of Title XI of the Social Security 
Act (the Act) to restructure the state’s Medicaid program to establish a “sustainable cost-effective, 
person-centered and opportunity driven program utilizing competitive and value-based purchasing to 
maximize available service options” and “a results-oriented system of coordinated care.” 
 
Toward this end, Rhode Island’s Comprehensive demonstration establishes a new State-Federal 
compact that provides the State with substantially greater flexibility than is available under existing 
program guidelines.  Rhode Island will use the additional flexibility afforded by the waiver to 
redesign the State’s Medicaid program to provide cost-effective services that will ensure that 
beneficiaries receive the appropriate services in the least restrictive and most appropriate setting.   
 
Under this demonstration, Rhode Island operates its entire Medicaid program subject to the financial 
limitations of this section 1115 demonstration project, with the exception of:   
1) disproportionate share hospital (DSH) payments; 2) administrative expenses; 3) phased-Part D 
contributions; and 4) payments to local education agencies (LEA) for services that are furnished only 
in a school-based setting, and for which there is no third party payer.   
 
With those four exceptions, all Medicaid funded services on the continuum of care – from preventive 
care in the home and community to care in high-intensity hospital settings to long-term and end-of 
life-care whether furnished under the approved state plan, or in accordance with waivers or 
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expenditure authorities granted under this demonstration or otherwise, are subject to the requirements 
of the demonstration.  Rhode Island’s previous section 1115 demonstration programs, RIte Care and 
RIte Share, were subsumed under this demonstration, in addition to the state’s previous section 
1915(b) Dental Waiver and the state’s previous section 1915(c) home and community-based services 
(HCBS) waivers.   
 
The Rhode Island Comprehensive demonstration includes the following distinct components: 
 

a. The Managed Care component provides Medicaid state plan benefits as well as supplemental 
benefits as identified in Attachment A to most recipients eligible under the Medicaid state 
plan, including the new adult group effective January 1, 2014.  Benefits are provided through 
comprehensive mandatory managed care delivery systems.  The amount, duration and scope 
of these services may vary and limitations must be set out in the state plan, these STCs, or in 
demonstration changes implemented using the processes described in section IV of these 
STCs.     

b. The Extended Family Planning component provides access to family planning and referrals to 
primary care services for women whose family income is at or below 200 percent of the 
federal poverty level (FPL), and who lose Medicaid eligibility under RIte Care at the 
conclusion of their 60-day postpartum period.  Effective January 1, 2014, eligibility will be 
raised to 250 percent of the FPL.  See Section IX for more detailed requirements. 

c. The RIte Share premium assistance component enrolls individuals who are eligible for 
Medicaid/CHIP, and who are employees or dependents of an employee of an employer that 
offers a “qualified” plan into the ESI coverage.   

d. Effective through December 31, 2013, the Rhody Health Partners component provides 
Medicaid state plan and demonstration benefits through a managed care delivery system to 
aged, blind, and disabled beneficiaries who have no other health insurance.  Effective 
November  1, 2013, the Rhody Health Options and Connect Care Choice Community Partners 
component will expand to all qualified aged, blind, and disabled beneficiaries whether they 
have other health insurance or not.  Effective January 1, 2014, the New Adult Group will be 
enrolled in Rhody Health Partners.  The amount, duration, and scope of these services may 
vary and limitations must be set out in the state plan, these STCs, or in demonstration changes 
implemented using the processes described in section IV of these STCs. 

e. The Connect Care Choice component provides Medicaid state plan benefits to aged, blind, 
and disabled beneficiaries who have no other health insurance, through a primary care case 
management system.  The amount, duration, and scope of these services may vary and 
limitations must be set out in the state plan, these STCs, or in demonstration changes 
implemented using the processes described in section IV of these STCs. 

f. The Home and Community-Based Service component provides services similar to those 
authorized under sections 1915(c) and 1915(i) of the Act to individuals who need home and 
community based services either as an alternative to institutionalization or otherwise based on 
medical need.  

g. The RIte Smiles Program is a managed dental benefit program for Medicaid eligible children 
born after May 1, 2000. 
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h. Rhody Health Options is a managed care delivery system for Medicaid only and Medicare 
Medicaid eligibles that integrates acute and primary care and long term care services and 
supports. 
 

i. Connect Care Choice Community Partners is an optional delivery system for Adult, Blind and 
Disabled Medicaid and Medicare Medicaid eligibles that utilizes a community health team 
and a Coordinating Care Entity to integrate Medicaid benefits. 

 
In 2013, CMS renewed the Comprehensive demonstration through December 31, 2018.  This renewal 
includes changes to support the state’s implementation of the Affordable Care Act (including 
coverage of the new adult group for adults with incomes at or below 133 percent of the FPL), the 
expansion of the state’s home and community based services (HCBS), and the conversion from an 
aggregate cap to a per member per month budget neutrality model.   
 
On October 20, 2016, CMS approved an amendment that provides for federal funding of designated 
state health programs (DSHPs) that promote healthcare workforce development to ensure access to 
trained healthcare professionals for eligible individuals.  This DSHP funding will be phased down 
over the period of the demonstration, as the state develops alternative funding sources for these 
programs.  The state submitted an amendment on May 17, 2016 that requested federal funding of 
DSHPs to ensure the continuation of workforce training and other vital health care programs while 
the state devotes increased state resources during the period of this demonstration to a “Health 
System Transformation Project” that will positively impact the Medicaid program.  DSHP funding 
will be limited to the additional state funding attributable to the establishment of Accountable Care 
Entities through Medicaid managed care contracts, net of savings attributable to the operation of 
those entities and the costs associated with the Hospital and Nursing Home Incentive program. The 
Accountable Entities (AEs) will be responsible for improving the quality of care, and there will be 
Alternative Payment models established, between MCO health plans and AEs through the 
development of value-based contracts. The amount of DSHP funding will be phased down over the 
period of the demonstration as the implementation costs associated with AEs diminish and savings 
resulting from their operations reduce funding needs.   
 
 
III. GENERAL PROGRAM REQUIREMENTS 

 
1. Concurrent Operation.  The state’s title XIX state plan as approved; its title XXI state plan, as 

approved; and this Medicaid section 1115 demonstration entitled “Rhode Island Comprehensive 
Demonstration,” will continue to operate concurrently for the demonstration period.  

2. Compliance with Federal Non-Discrimination Statutes.  The state must comply with all 
applicable Federal statutes relating to non-discrimination.  These include, but are not limited to, 
the Americans with Disabilities Act of 1990, title VI of the Civil Rights Act of 1964, section 504 
of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975. 

3. Compliance with Medicaid and Children’s Health Insurance Program (CHIP) Law, 
Regulation, and Policy.  All requirements of the Medicaid and CHIP programs expressed in law, 
regulation, and policy statement not expressly waived or identified as not applicable in the waiver 
and expenditure authority documents of which these terms and conditions are part, must apply to 
the demonstration.   
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4. Changes in Medicaid and CHIP Law, Regulation, and Policy.  The state must, within the 
timeframes specified in law, regulation, or policy directive, come into compliance with any 
changes in Federal law, regulation, or policy affecting the Medicaid or CHIP programs that occur 
during this demonstration approval period, unless the provision being changed is expressly 
waived or identified as not applicable.   

5. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy Statements.   

a. To the extent that a change in Federal law, regulation, or policy requires either a reduction or 
an increase in Federal financial participation (FFP) for expenditures made under this 
demonstration, the state must adopt, subject to CMS approval, modified budget neutrality and 
allotment neutrality agreements for the demonstration as necessary to comply with the 
change.  The modified agreements will be effective upon the implementation of the change.  

b. If mandated changes in the Federal law require state legislation, the changes must take effect 
on the day that the state legislation becomes effective, or on the last day such legislation was 
required to be in effect under the law. 

6. State Plan Amendments. The state will not be required to submit title XIX or title XXI state 
plan amendments for programmatic changes affecting populations who would not be eligible 
under the state plan as of November 1, 2008 (state plan populations).  Nor will the state be 
required to submit state plan amendments for programmatic changes that affect other populations 
and are defined in STC 18 as Category I or Category II changes.  The state will be required to 
submit either a state plan amendment or an amendment to the demonstration as applicable for 
Category III changes. 

Changes relating to disproportionate share hospital (DSH) payments and coverage and payment 
of services furnished by local educational agencies (LEAs) require state plan amendments 
because these are excluded from the demonstration.  

Rhode Island will be responsible for submitting state plan amendments to bring into compliance 
provisions of the current state plan that are inconsistent with Federal law or policy. The state 
must obtain CMS approval of any changes to payment methodology within the State Plan or this 
Medicaid section 1115 demonstration prior to any changes the state would like to implement. 

7. Extension of the Demonstration.  If the state intends to request demonstration extensions under 
sections 1115(e) or 1115(f), the state must observe the timelines contained in those statute 
provisions.  Otherwise, no later than 12 months prior to the expiration date of the demonstration, 
the chief executive officer of the state must submit to CMS either a demonstration extension 
request or a transition and phase-out plan consistent with the requirements of paragraph 8.   

As part of the demonstration extension request, the state must provide documentation of 
compliance with the public notice requirements outlined in paragraph 14, as well as include the 
following supporting documentation: 

 
a. Demonstration Summary and Objectives.  The state must provide a narrative summary of the 

demonstration project, reiterate the objectives set forth at the time the demonstration was 
proposed, and provide evidence of how these objectives have been met as well as future goals 
of the program.  If changes are requested, a narrative of the changes requested along with the 
objective of the change and desired outcomes must be included. 
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b. Special Terms and Conditions (STCs).  The state must provide documentation of its 
compliance with each of the STCs.  Where appropriate, a brief explanation may be 
accompanied by an attachment containing more detailed information.  Where the STCs 
address duplicate areas, the STCs need not be documented a second time. 

c. Waiver and Expenditure Authorities.  The state must provide a list along with a programmatic 
description of the waivers and expenditure authorities that are being requested in the 
extension.  

d. Quality.  The state must provide summaries of External Quality Review Organization 
(EQRO) reports, managed care organization (MCO) and state quality assurance monitoring, 
and any other documentation of the quality of care provided under the demonstration. 

e. Compliance with the Budget Neutrality Agreement.  The state must provide financial data (as 
set forth in the current STCs) demonstrating the State’s detailed and aggregate, historical and 
projected budget neutrality status for the requested period of the extension as well as 
cumulatively over the lifetime of the demonstration.  CMS will work with the state to ensure 
that Federal expenditures under the extension of this project do not exceed the Federal 
expenditures that would otherwise have been made.  In addition, the state must provide up-to-
date responses to the CMS Financial Management standard questions. 

f. Draft on Evaluation Status and Findings.  The state must provide a narrative summary of the 
evaluation design, status including evaluation activities and findings to date, and plans for 
evaluation activities during the expansion period.  The narrative is to include, but not be 
limited to, describing the hypotheses being tested and any results available.  The state must 
report interim research and evaluation findings for key research questions as a condition of 
renewal.  

g. Compliance with Transparency Requirements at 42 CFR §431.412. As part of the 
demonstration extension requests the state must provide documentation of compliance with 
the transparency requirements 42 CFR §431.412 and the public notice and tribal consultation 
requirements outlined in STC 14, as well as include the following supporting documentation: 

i. Demonstration Summary and Objectives. The state must provide a summary of the 
demonstration project, reiterate the objectives set forth at the time the demonstration 
was proposed and provide evidence of how these objectives have been met as well as 
future goals of the program. If changes are requested, a narrative of the changes being 
requested along with the objective of the change and desired outcomes must be 
included. 

 
ii. Special Terms and Conditions. The state must provide documentation of its 

compliance with each of the STCs.  Where appropriate, a brief explanation may be 
accompanied by an attachment containing more detailed information.  Where the 
STCs address any of the following areas, they need not be documented a second time. 

 
iii. Waiver and Expenditure Authorities. The state must provide a list along with a 

programmatic description of the waivers and expenditure authorities that are being 
requested in the extension. 
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iv. Quality. The State must provide summaries of External Quality Review Organization 
(EQRO) reports, managed care organization (MCO), state quality assurance 
monitoring and quality improvement activities, and any other documentation of the 
quality of care provided under the demonstration. 

 
v. Compliance with the Budget Neutrality. The state must provide financial data (as set 

forth in the current STCs) demonstrating that the state has maintained and will 
maintain budget neutrality for the requested period of extension.  CMS will work with 
the state to ensure that federal expenditures under the extension of this project do not 
exceed the federal expenditures that would otherwise have been made.  In doing so, 
CMS will take into account the best estimate of President’s budget and historical trend 
rates at the time of the extension. 

 
vi. Interim Evaluation Report.  The state must provide an evaluation report reflecting the 

hypotheses being tested and any results available.  
 
vii. Demonstration of Public Notice 42 CFR §431.408. The state must provide 

documentation of the state’s compliance with public notice process as specified in 42 
CFR §431.408 including the post-award public input process described in 42 CFR 
§431.420(c) with a report of the issues raised by the public during the comment period 
and how the state considered the comments when developing the demonstration 
extension application. 

 
8. Demonstration Transition and Phase Out.  The state may only suspend or terminate this 

demonstration in whole, or in part, consistent with the following requirements.  

a. Notification of Suspension or Termination.  The state must promptly notify CMS in writing of 
the reason(s) for the suspension or termination, together with the effective date and a 
transition and phase-out plan.  The state must submit its notification letter and a draft 
transition and phase-out plan to CMS no less than six (6) months before the effective date of 
the demonstration’s suspension or termination.  Prior to submitting the draft plan to CMS, the 
state must publish on its website the draft transition and phase-out plan for a 30-day public 
comment period. In addition, the state must conduct tribal consultation in accordance with its 
approved tribal consultation State Plan Amendment. Once the 30-day public comment period 
has ended, the state must provide a summary of each public comment received, the state’s 
response to the comment and how the state incorporated the received comment into the 
revised phase-out plan.   

b. Plan approval.  The state must obtain CMS approval of the transition and phase-out plan prior 
to the implementation of the phase-out activities. Implementation of phase-out activities must 
be no sooner than 14 days after CMS approval of the phase-out plan.  

c. Transition and Phase-out Plan Requirements.  The state must include, at a minimum, in its 
phase-out plan the process by which it will notify affected beneficiaries, the content of said 
notices (including information on the beneficiary’s appeal rights),  the process by which the 
state will conduct administrative reviews of Medicaid eligibility prior to the termination of the 
program for the affected beneficiaries including any individuals on demonstration waiting 
lists, and ensure ongoing coverage for those beneficiaries determined eligible for ongoing 
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coverage, as well as any community outreach activities including community resources that 
are available.  The state must adhere to waiting list requirements outlined in STC 34.   

d. Transition and Phase-out Procedures.  The state must comply with all notice requirements 
found in 42 CFR §431.206, §431.210, and §431.213. In addition, the state must assure all 
appeal and hearing rights afforded to demonstration participants as outlined in 42 CFR 
§431.220 and §431.221. If a demonstration participant requests a hearing before the date of 
action, the state must maintain benefits as required in 42 CFR §431.230. In addition, the state 
must conduct administrative renewals for all affected beneficiaries in order to determine if 
they qualify for Medicaid eligibility under a different eligibility category.  42 CFR section 
435.916. 

e. Exemption from Public Notice Procedures 42.CFR Section 431.416(g).  CMS may expedite 
the federal and state public notice requirements in the event it determines that the objectives 
of title XIX and XXI would be served or under circumstances described in 42 CFR section 
431.416(g ). 

f. Federal Financial Participation (FFP): If the project is terminated or any relevant waivers 
suspended by the state, FFP shall be limited to normal closeout costs associated with 
terminating the demonstration including services and administrative costs of disenrolling 
participants. 

9. Expiring Demonstration Authority.  For demonstration authority that expires prior to the 
demonstration’s expiration date, the state must submit a demonstration expiration plan to CMS no 
later than 6 months prior to the applicable demonstration authority’s expiration date, consistent 
with the following requirements: 

a. Expiration Requirements. The state must include, at a minimum, in its demonstration 
expiration plan the process by which it will notify affected beneficiaries, the content of said 
notices (including information on the beneficiary’s appeal rights), the process by which the 
state will conduct administrative reviews of Medicaid eligibility for the affected beneficiaries, 
and ensure ongoing coverage for eligible individuals, as well as any community outreach 
activities.  

b. Expiration Procedures. The state must comply with all notice requirements found in 42 CFR § 
431.206, 431.210 and 431.213. In addition, the state must assure all appeal and hearing rights 
afforded to demonstration participants as outlined in 42 CFR § 431.220 and 431.221. If a 
demonstration participant requests a hearing before the date of action, the state must maintain 
benefits as required in 42 CFR §431.230. In addition, the state must conduct administrative 
renewals for all affected beneficiaries in order to determine if they qualify for Medicaid 
eligibility under a different eligibility category.  

c. Federal Public Notice. CMS will conduct a 30-day federal public comment period consistent 
with the process outlined in 42 CFR § 431.416 in order to solicit public input on the state’s 
demonstration expiration plan. CMS will consider comments received during the 30-day 
period during its review and approval of the state’s demonstration expiration plan. The state 
must obtain CMS approval of the demonstration expiration plan prior to the implementation 
of the expiration activities. Implementation of expiration activities must be no sooner than 14 
days after CMS approval of the plan.  
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d. FFP. FFP shall be limited to normal closeout costs associated with the expiration of the 
demonstration including services and administrative costs of disenrolling participants.  

10. CMS Right to Amend, Terminate or Suspend for Cause.  CMS may amend, suspend or 
terminate the demonstration, in whole or in part, at any time before the date of expiration, 
whenever it determines, following a hearing, that the state has materially failed to comply with 
the terms of the project.  CMS must promptly notify the state in writing of the determination and 
the reasons for the suspension or termination, together with the effective date.  

11. Finding of Non-Compliance.  The state does not relinquish its rights to challenge CMS’ finding 
that the state materially failed to comply. 

12. Withdrawal of Waiver or Expenditure Authority.  CMS reserves the right to withdraw 
waivers or expenditure authorities at any time that it determines that continuing the waivers or 
expenditure authorities would no longer be in the public interest or promote the objectives of 
titles XIX or XXI.  CMS must promptly notify the state in writing of the determination and the 
reasons for the withdrawal, together with the effective date.  If a waiver or expenditure authority 
is withdrawn, FFP is limited to normal closeout costs associated with terminating the 
demonstration, including services and administrative costs of disenrolling participants. 

13. Adequacy of Infrastructure.  The state must ensure the availability of adequate resources for 
implementation and monitoring of the demonstration, including education, outreach, and 
enrollment; maintaining eligibility systems; compliance with cost sharing requirements; and 
reporting on financial and other demonstration components. 

14. Public Notice and Consultation with Interested Parties.  The state must continue to comply 
with the state Notice Procedures set forth in 59 Fed. Reg. 49249 (September 27, 1994) for any 
category III program changes to the demonstration, including, but not limited to, those referenced 
in paragraph 18 of Section IV, Program Flexibility. 

15. Post Award Forum.  Within six months of the demonstration’s implementation and annually 
thereafter, the state will afford the public with an opportunity to provide meaningful comment on 
the progress of the demonstration. At least 30 days prior to the date of the planned public forum, 
the state must publish the date, time and location of the forum in a prominent location on its 
website. The state can use either its Medicaid Advisory Committee, or another meeting that is 
open to the public and where an interested party can learn about the progress of the demonstration 
to meet the requirements of the STC. The state must include a summary in the quarterly report, as 
specified in STC 99, associated with the quarter in which the forum was held. The state must also 
include the summary in its annual report as required by STC 100. 

16. FFP.  No Federal administrative or service matching funds for expenditures for this 
demonstration will take effect until the effective date identified in the demonstration approval 
letter.   

17. Transformed Medicaid Statistical Information Systems Requirements (T-MSIS).  The State 
shall comply with all data reporting requirements under Section 1903(r) of the Act, including but 
not limited to Transformed Medicaid Statistical Information Systems Requirements.  More 
information regarding T-MSIS is available in the August 23, 2013 State Medicaid Director Letter. 

IV. TITLE XIX PROGRAM FLEXIBILITY  
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Rhode Island has flexibility to make changes to its demonstration based on how the changes align 
with the categories defined below and the corresponding process in this Section paragraph 18, 
“Process for Changes to the Demonstration.”  The categories of changes described below are for 
changes to the program as described in the STCs.  Initiatives described in the STCs are approved 
upon approval of the demonstration.  
 
18. Categories of Changes and General Requirements for Each Category.  When making 

changes, the state must characterize the change in one of the three following categories below.  
CMS has 15 business days after receiving notification of the change (either informally for 
Category I or formally for Categories II and III) to notify the state of an incorrect characterization 
of a programmatic change.  To the extent the state and CMS are unable to reach mutual 
agreement on the characterization of the programmatic change, the CMS characterization shall be 
binding and non-appealable as to the procedure to be followed.   

a. Category I Change.  Is a change which is administrative in nature for which the state has 
current authority under the state plan or demonstration, and which does not affect beneficiary 
eligibility, benefits, overall healthcare delivery systems, payment methodologies or cost 
sharing.  The state must notify CMS of such changes either in writing or orally in the periodic 
review calls and update reports as specified in the General Reporting Section paragraphs 98 
through 100.  Implementation of these changes does not require approval by CMS.  

Examples of Category I changes include, but are not limited to: 
o Changes to the instruments used to determine the level of care. 
o Changes to the Assessment and Coordination Organization Structure.  
o Changes to general operating procedures. 
o Changes to provider network methodologies (provider enrollment procedures, but 

not delivery system changes). 
o Changes to prior authorization procedures. 
o Adding any HCBS service that has a core definition in the Instructions/Technical 

Guidance under section1915(c) if the state intends to use the core definition. 
o Modifying an HCBS service definition to adopt the core definition. 

 
b. Category II Change. Is a change that could be made as a state plan amendment or through 

authority in sections 1915(b), 1915(c), 1915(i) or 1915(j) without any change in either the 
STCs, or the section 1115 waiver and expenditure authorities. These changes may affect 
benefit packages, overall healthcare delivery systems (including adding populations to 
managed care), cost sharing levels, and post-eligibility contributions to the cost of care.  Such 
changes do not, however, include changes that affect beneficiary eligibility (including 
changes to the level of spenddown eligibility). The state must comply with its existing state 
plan amendment public notice process prior to implementation.  The state must also notify 
CMS in writing of Category II changes prior to implementation, and must furnish CMS with 
appropriate assurances and justification, that include, but are not limited to, the following: 

i. That the change is consistent with the protections to health and welfare as appropriate 
to title XIX of the Act, including justification;  

ii. That the change results in appropriate efficient and effective operation of the program, 
including justification and response to funding questions;  
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iii. That the changes would be permissible as a state Plan or section 1915 waiver 
amendment; and that the change is otherwise consistent with sections 1902, 1903, 
1905, and 1906 of the Act, current Federal regulations, and CMS policy; and 

iv. Assessment of the cost of the change. 
 
CMS will not provide Federal matching funds for activities affected by unapproved but 
implemented Category II changes.  

 Examples of Category II changes include, but are not limited to: 
o Changes to the ICF/IDD, hospital, or nursing home level of care criteria that are 

applied prospectively (not to existing long term care or HCBS recipients); 
o Adding any HCBS service for which the state intends to use a definition other than 

the core definition; the service definition must be included with the assurances; 
o Modifying any HCBS service definition, unless it is to adopt the core definition; 
o Adding an “other” HCBS service that does not have a core definition; the service 

definition must be included with the assurances; 
o Removing any HCBS service that is at that time being used by any participants;  
o Change/modify or end RIte Share premium assistance options for otherwise 

eligible individuals; 
o Changes to payment methodologies for Medicaid covered services including, but 

not limited to, DRG payments to hospitals or acuity based payments to nursing 
homes; 

o Healthy Behaviors Incentives;   
o Addition or elimination of optional state plan benefits; 
o Changes in the amount, duration, and scope of state plan benefits that do not affect 

the overall sufficiency of the benefit; 
o Benefit changes in accordance with the flexibility outlined in current Medicaid 

regulations, as amended on July 15, 2013 at 78 FR 42160 (and any subsequent 
amendments);  

o Cost-Sharing Changes up to the limits specified in Medicaid cost-sharing 
regulations published on July 15, 2013, unless otherwise defined in the STCs. 
 

c. Category III Change.  Is a change requiring modifications to the current waiver or expenditure 
authorities including descriptive language within those authorities and the STCs, and any 
other change that is not clearly described within Categories I and II.  In addition, a 
programmatic change may be categorized as a Category III change by the state to obtain 
reconsideration after unsuccessfully pursuing approval of the change under Category II.  The 
state must comply with the section 1115 demonstration public notice process as described in 
paragraph 14 of these STCs.  The state must notify CMS in writing of Category III changes, 
and submit an amendment to the demonstration as described in paragraph 19, “Process for 
Changes to the Demonstration.”  Category III changes shall not be implemented until after 
approval of the amendment by CMS. 

 Examples of Category III changes: 
o All Eligibility Changes; 
o Changes in EPSDT; 
o Spend-down level changes; 
o Aggregate cost-sharing changes that are not consistent with Medicaid cost-sharing 

flexibility (would exceed 5 percent of family income) in current Medicaid 
regulations; 



Rhode Island Comprehensive Demonstration                                                     Page 20 of 124                                                          
Demonstration Approval Period: December 23, 2013 through December 31, 2018 
Amended April 13, 2017   

o Benefit changes that are not in accordance with current Medicaid regulations; and 
o Post-eligibility treatment of income; and 
o Amendments requesting changes to the budget neutrality limits. 

 
19. Process for Changes to the Demonstration.  The state must submit the corresponding 

notification to CMS for any changes it makes to the demonstration as characterized in the 
Category I, II or III definitions section depending on the level of change.  CMS will inform the 
state within 15 business days of any correction to the State’s characterization of a change, which 
shall be binding and non-appealable as to the procedure for the change.  The state must also have 
a public notice process as described below for Category II and III changes to the demonstration.  

a. Process for Category I Changes.  The state must notify CMS of any change to the 
demonstration defined as a Category I change 30 calendar days before implementing the 
change. The state must also report these changes in the quarterly and annual reports for 
purposes of monitoring the demonstration.  The state does not need CMS approval for 
changes to the demonstration that are Category I changes. 

If CMS determines at any time subsequent to state implementation of a Category I change that 
it is not consistent with state assurances, or is contrary to Federal statutes, regulations, or 
CMS policy, CMS reserves the right to request prompt state corrective action as a condition 
of continued operation of the demonstration.  If the state does not take appropriate action, 
CMS reserves the right to end the demonstration per Paragraph 10 of these STCs. 
 

b. Process for Category II Changes. The state will notify CMS of any change to the 
demonstration defined as a Category II change. This notification will include assurances that 
the change is consistent with Federal statutes, regulations, and CMS policy.  No Federal 
funding shall be available for unapproved demonstration activities affected by a Category II 
change. 

The state must submit the notification and assurances 45 calendar days prior to the date set by 
the state for implementing the change.  CMS will not provide federal matching funds for 
unapproved Category II changes.  After receipt of the State’s written notification, CMS will 
notify the state:  

i. Within 45 calendar days of receipt if the assurances supporting the change are 
approved; or 

ii. Within 45 calendar days of receipt if the assurances do not establish that the change is 
consistent with federal statutes, regulations, and CMS policy.  As part of the 
notification, CMS will describe the missing information, necessary corrective actions, 
and/or additional assurances the state must pursue to make the change consistent.   

iii. During days 46 and beyond, CMS will be available to work with the state.  During this 
time period, the state can provide to CMS additional justification or assurance in order 
to clarify the appropriateness of the change. 

iv. During days 46 through 75, the state, upon taking appropriate action, must submit a 
written statement to CMS indicating how the state has addressed CMS concerns on the 
assurances.  Within 15 calendar days of the date of the additional submission, CMS 
will notify the state if the assurances are approved.   

v. By day 90, if the assurances have not been approved by CMS, the state may obtain 
reconsideration by pursuing the change again as a revised Category II change if the 
state has additional information, or as a Category III change.   
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vi. If CMS determines at any time subsequent to state implementation of an approved 
Category II change that the assurances are no longer valid, CMS shall request prompt 
state corrective action as a condition of continued operation of the demonstration. 

vii. After implementation, FFP is available for approved changes.  
 

c. Process for Category III Changes.  The state must submit an amendment to the demonstration 
as defined in the paragraphs below. 

i. All amendment requests are subject to approval at the discretion of the Secretary in 
accordance with section 1115 of the Act.  The state must not implement changes to 
these elements without prior approval from CMS.  Amendments to the demonstration 
are not retroactive and FFP will not be available for changes to the demonstration that 
have not been approved through the amendment process set forth in paragraph (ii) 
below.  The state will notify CMS of proposed demonstration changes at the monthly 
monitoring call, as well as in the written quarterly report, to determine if a formal 
amendment is necessary. 

 
ii. Requests to amend the demonstration must be submitted to CMS for approval no later 

than 120 days prior to the planned date of implementation of the change and may not 
be implemented until approved.  Amendment requests must be reviewed by the 
Federal Review Team and must include, but are not limited to, the following: 

 
1. An explanation of the public process used by the state consistent with the 

requirements of paragraph 14 to reach a decision regarding the requested 
amendment;  

2. A data analysis worksheet which identifies the specific “with waiver” impact of 
the proposed amendment on the current budget neutrality expenditure cap.  Such 
analysis must include current “with waiver” and “without waiver” status on both 
a summary and detailed level through the current extension approval period 
using the most recent actual expenditures, as well as summary and detailed 
projections of the change in the “with waiver” expenditure total as a result of the 
proposed amendment which isolates (by Eligibility Group) the impact of the 
amendment; 

3. An up-to-date CHIP Allotment Neutrality worksheet; 

4. A detailed description of the amendment, including impact on beneficiaries, with 
sufficient supporting documentation including a conforming title XIX and/or 
title XXI state plan amendment if necessary; and 

5. A description of how the evaluation design will be modified to incorporate the 
amendment provisions. 

V. ELIGIBILITY AND ENROLLMENT 
 

20. Populations Affected and Eligible under the Demonstration.  

The following populations listed on the tables below will receive coverage through the service 
delivery systems under the Comprehensive demonstration.  
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Mandatory and optional Medicaid and/or CHIP state plan groups described in Table 1 below 
derive their eligibility through the Medicaid State Plan are subject to all applicable Medicaid laws 
and regulations except as expressly waived under authority granted by this demonstration.  Those 
groups made eligible by virtue of the expenditure authorities expressly granted in this 
demonstration, describe in Table 2 below, are subject to Medicaid and/or CHIP laws, regulations 
and policies except as expressly identified as not applicable under expenditure authority granted 
by this demonstration.  

 
Any Medicaid State Plan Amendments to the eligibility standards and methodologies for these 
eligibility groups, including the conversion to a MAGI standard January 1, 2014, will apply to 
this demonstration.   
 

Mandatory and Optional Medicaid State Plan Groups 

Table 1. Mandatory and Optional Medicaid State Plan Groups 
Demonstration 
population 
number 

Population 
description 

Funding 
Stream 

CMS-64 
Eligibility 
Group 
Reporting 

Budget 
Population 1 

Aged, blind, and 
disabled 
individuals with 
no third party 
liability. 

Title XIX ABD no TPL 

Budget 
Population 2  

Aged, blind, and 
disabled 
individuals with 
third party 
liability. 

Title XIX ABD TPL  

Budget 
Population 3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Effective through 
December 31, 
2013, pregnant 
women with 
incomes up to 
185 percent of the 
federal poverty 
level (FPL) and 
children whose 
family incomes 
are up to 250 
percent of the 
FPL who are not 
otherwise eligible 
under the 
approved 
Medicaid state 
plan.  

Title XIX 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

RIte Care 
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Table 1. Mandatory and Optional Medicaid State Plan Groups 
Demonstration 
population 
number 

Population 
description 

Funding 
Stream 

CMS-64 
Eligibility 
Group 
Reporting 

 
 
 
 
 
 
Budget 
Population 3 
(continued) 

 
Effective through 
December 31, 
2013, 
expenditures for 
parents and 
caretaker 
relatives who are 
not otherwise 
eligible under the 
approved 
Medicaid state 
plan with 
incomes that is up 
to 175 percent of 
the FPL. 
Effective January 
1, 2014, parents 
and caretakers up 
to 133 percent 
FPL. 
 
Effective January 
1, 2014, pregnant 
women with 
incomes up to 
185 percent of the 
FPL and children 
whose family 
incomes are up to 
250 percent of the 
FPL who are not 
otherwise eligible 
under the 
approved 
Medicaid state 
plan. 

 
 
 
 
 
 
Title XIX 

 
 
 
 
 
 
RIte Care 

Budget 
Population 4 

Children who 
qualify for 
Medicaid under 
SSI, children 
under 21 who are 
under State 

Title XIX CSHCN 
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Table 1. Mandatory and Optional Medicaid State Plan Groups 
Demonstration 
population 
number 

Population 
description 

Funding 
Stream 

CMS-64 
Eligibility 
Group 
Reporting 

Adoption 
Agreements, 
Individuals under 
21 for whom the 
state is assuming 
full financial 
responsibility, 
TEFRA section 
134 children 
(Katie Beckett up 
to age 19). 

Budget 
Population 14 

Women screened 
for breast or 
cervical cancer 
under CDC’s 
National Breast 
and Cervical 
Cancer Early 
Detection 
Program. 

Title XIX BCCTP 

Budget 
Population 22  

Effective January 
1, 2014, 
expenditures for 
adults the new 
adult group, 
described in 
1902(a)(10)(A)(i)
(VIII) and 42 
CFR 435.119. 

Title XIX New Adult 
Group 

 
Children’s Health Insurance Program (CHIP) State Plan Group  
 

Table 2. CHIP State Plan Group 
Demonstration 
population 
number 

Population description Funding 
Stream 

CMS-64 
Eligibility Group 
Reporting 

Budget 
Population 7  

Optional targeted low-
income children ages 8 
through 18 with 
incomes up to 250% of 
the FPL. 

Title XXI CHIP Children 

 
Demonstration Expansion Groups 
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Table 3. Demonstration Expansion Groups 

Demonstration 
population 
number 

Population 
description 

Funding 
Stream 

CMS-64 
Eligibility 
Group 
Reporting 

Budget 
Population 5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Budget 
Population 5 
(continued) 

Effective through 
December 31, 2013, 
women of 
childbearing age 
whose family income 
is at or below 200 
percent of the FPL 
who lose Medicaid 
eligibility at 60 days 
postpartum who do 
not have access to 
creditable health 
insurance.  Continued 
program eligibility 
for these women will 
be determined by the 
twelfth month after 
their enrollment in 
the program. 
 
Effective January 1, 
2014, women of 
childbearing age 
whose family income 
is at or below 250 
percent of the FPL 
who lose Medicaid 
eligibility at 60 days 
postpartum. 
Continued program 
eligibility for these 
women will be 
determined by the 
twelfth month after 
their enrollment in 
the program. 
 
Effective through 
December 31, 2013, 
expenditures for 
family planning 
services for enrollees 

Title XIX 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Title XIX 

EFP 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EFP 
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Table 3. Demonstration Expansion Groups 
Demonstration 
population 
number 

Population 
description 

Funding 
Stream 

CMS-64 
Eligibility 
Group 
Reporting 

in the Extended 
Family Planning 
program whose 
family incomes are 
between 200 and 250 
percent of the FPL 
for services that are 
furnished from 
January 1, 2009, 
through the date upon 
which their eligibility 
for the program is 
determined using the 
new net income 
criteria of 200 
percent of the FPL.   

Budget 
Population 6 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Budget 
Population 6 
(continued) 

Budget Population 
6a. Individuals who, 
at the time of initial 
application: (a) are 
uninsured pregnant 
women; (b) have no 
other coverage; (c) 
have net family 
incomes between 185 
and 250 percent of 
the FPL; (d) receive 
benefits only by 
virtue of the 
Comprehensive 
demonstration; (e) 
meet the citizenship 
and identity 
requirements 
specified in the 
Deficit Reduction Act 
of 2005; and f) are 
covered using title 
XIX funds if title 
XXI funds are 
exhausted.  
 

Title XIX 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Title XIX 

Pregnant 
Expansion 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Pregnant 
Expansion 
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Table 3. Demonstration Expansion Groups 
Demonstration 
population 
number 

Population 
description 

Funding 
Stream 

CMS-64 
Eligibility 
Group 
Reporting 

Budget Population 6b 
[Pregnant 
Expansion]. 
Individuals who, at 
the time of initial 
application: (a) are 
pregnant women; (b) 
have other coverage; 
(c) have net family 
incomes between 185 
and 250 percent of 
the FPL; (d) receive 
benefits only by 
virtue of the 
Comprehensive 
demonstration; and 
(e) meet the 
citizenship and 
identity requirements 
specified in the 
Deficit Reduction Act 
of 2005. 

Budget 
Population 8 

Parents pursuing 
behavioral health 
treatment with 
children temporarily 
in State custody with 
income up to 200 
percent of the FPL. 

Title XIX Substitute 
care 

Budget 
Population 9  

CSHCN (as an 
eligibility factor) who 
are 21 and under who 
would otherwise be 
placed in voluntary 
State custody below 
300 percent SSI. 

Title XIX CSHCN alt 

Budget 
Population 10  
 
 
 
 

Effective through 
December 31, 2013, 
those at risk for LTC 
with income at or 
below 200 percent of 
the FPL.  
 

Title XIX 
 
 
 
 
 
Title XIX 

Elders 65 and 
over 
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Table 3. Demonstration Expansion Groups 
Demonstration 
population 
number 

Population 
description 

Funding 
Stream 

CMS-64 
Eligibility 
Group 
Reporting 

Budget 
Population 10 
(continued) 

Effective January 1, 
2014, those at risk for 
LTC with income at 
or below 250 percent 
of the FPL who are in 
need of home and 
community-based 
services (state only 
group). 

Elders 65 and 
over 

Budget 
Population 11 

217-like 
Categorically Needy 
Individuals receiving 
HCBW-like services 
& PACE-like 
participants Highest 
need group.  

Title XIX 217-like 
group 

Budget 
Population 12 

217-like 
Categorically Needy 
Individuals receiving 
HCBW-like services 
and PACE-like 
participants in the 
High need group 

Title XIX 217-like 
group 

Budget 
Population 13 

217-like Medically 
Needy receiving 
HCBW-like services 
in the community 
(High and Highest 
group).  Medically 
Needy PACE-like 
participants in the 
community. 

Title XIX 217-like 
group 

Budget 
Population 15 

HCBS waiver like 
services for adults 
living with 
disabilities with 
incomes at or below 
300 percent of the 
SSI with income and 
resource lists above 
the Medicaid limits. 
 
 

Title XIX AD Risk for 
LTC 
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Table 3. Demonstration Expansion Groups 
Demonstration 
population 
number 

Population 
description 

Funding 
Stream 

CMS-64 
Eligibility 
Group 
Reporting 

 
 
 

Budget 
Population 16  

Effective through 
December 31, 2013, 
services for uninsured 
adults with mental 
illness and or 
substance abuse 
problems with 
incomes below 200 
percent of the FPL 
not eligible for 
Medicaid. 

Title XIX Adult Mental 
Unins 

Budget 
Population 17  

Coverage of detection 
and intervention 
services for at-risk 
young children not 
eligible for Medicaid 
up to 300 percent of 
SSI. 

Title XIX Youth Risk 
Medic 

Budget 
Population 18  

Effective through 
December 31, 2013, 
services for persons 
living with HIV with 
incomes below 200 
percent of the FPL 
who are ineligible for 
Medicaid. 

Title XIX HIV 

Budget 
Population 19  

Effective through 
December 31, 2013, 
services for non-
working disabled 
adults ages 19-64 
eligible for the 
General Public cash 
assistance program, 
but who do not 
qualify for disability 
benefits. 
 

Title XIX AD Non-
working 

Budget 
Population 20  

Effective January 1, 
2014, adults aged 19-

Title XIX 
 

Alzheimer 
adults 
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Table 3. Demonstration Expansion Groups 
Demonstration 
population 
number 

Population 
description 

Funding 
Stream 

CMS-64 
Eligibility 
Group 
Reporting 

 
 
 
 
 
 
 
Budget 
Population 20 

64 who have been 
diagnosed with 
Alzheimer’s Disease 
or a related Dementia 
as determined by a 
physician, who are at 
risk for LTC 
admission, who are in 
need of home and 
community care 
services, and whose 
income is at or below 
250 percent of the 
FPL. 

 
 
 
 
 
 
 
Title XIX 

 
 
 
 
 
 
 
 
Alzheimer 
adults 

Budget 
Population 21 

Effective January 1, 
2014, young adults 
aged 19-21 aging out 
of the Katie Beckett 
eligibility group with 
incomes below 250 
percent of the FPL, 
who are otherwise 
ineligible for Medical 
Assistance, and are in 
need of services 
and/or treatment for 
behavioral health, 
medical or 
developmental 
diagnoses. 

Title XIX Beckett aged 
out 

Budget 
Population 23- 
Designated 
State Health 
Populations 

Effective, October 
20, 2016 the 
following DSHP 
 

1. Wavemaker 
2. Tuberculosis 

Clinic 
3. Rhode Island 

Child 
Audiology 
Center 

4. Center for 
Acute 

Title XIX  
 
 
 
WM-DSHP 
TC-DSHP 
 
RICAC-DSHP 
 
 
CFAIDE-DSHP 
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Table 3. Demonstration Expansion Groups 
Demonstration 
population 
number 

Population 
description 

Funding 
Stream 

CMS-64 
Eligibility 
Group 
Reporting 

Infectious 
Disease 
Epidemiology 

5. Consumer 
Assistance 
Program 

6. Health 
Workforce 
Development 

 

 
 
CAP-DSHP 
 
 
HWD-DSHP 

 

 
 
21. AFDC-Related Eligibility Determinations.   Effective through December 31, 2013, to reflect a 

policy of family responsibility, in determining the eligibility of individuals reported in Budget 
Groups 3, 4, and 7-9, the state considers the income of the applicant based on the entire family 
unit, including the applicant as well as that of the following family members who reside in the 
household: (1) individuals for whom the applicant has financial responsibility; (2) individuals 
who have financial responsibility for the applicant; and (3) any other individual for whom such 
individual in (2) above has financial responsibility.  Note:  the income of a step-parent who has 
financial responsibility is also included when determining eligibility for an applicant child.  
Effective January 1, 2014, the state will use modified adjusted gross income (MAGI) 
methodologies for determining income for these populations, consistent with the state plan.  

22. Resource Test.  Effective through December 31, 2013, the state may elect to impose a resource 
test so that, notwithstanding the general financial standards described above, the state may elect 
to limit eligibility for individuals eligible under groups referenced above for parents and caretaker 
relatives, if they have liquid resources (cash, marketable securities and similar assets) at or above 
the amount of $10,000.  Pregnant women and children are exempt from this resource test.  
Effective January 1, 2014, the state will use modified adjusted gross income (MAGI) 
methodologies for determining income for non-ABD populations and will not impose a resource 
test.  

23. Eligibility Determinations – ABD Related.  Eligibility determinations for ABD related 
populations in the community must follow the income and resource methodologies of the SSI 
program and the current Medicaid state plan. 

24. Eligibility/Post-Eligibility Treatment of Income and Resources for Institutionalized 
Individuals.  In determining eligibility for institutionalized individuals, the state must use the 
rules specified in the currently approved Medicaid state plan. All individuals receiving 
institutional services must be subject to post-eligibility treatment of income rules set forth in 
section 1924 of the Act and 42 CFR 435.733.  
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25. Individuals Receiving section 1915(c)-Like Services.  

a. Categorically Needy Individuals at the Highest Level of Care.  The state will use institutional 
eligibility and post eligibility rules for an individual who would only be eligible in the 
institution in the same manner as specified under 42 CFR 435.217, 435.726, and 435.236 and 
section 1924 of the Act, to the extent that the state operates a program under the 
demonstration using authority under section 1915(c) of the Act. 

b. Categorically Needy Individuals at the High Level of Care.  The state will use institutional 
eligibility and post eligibility rules for individuals who would not be eligible in the 
community because of community deeming rules in the same manner as specified under 42 
CFR 435.217, 435.726, and 435.236 and section 1924 of the Act, to the extent that the state 
operates a program under the demonstration using authority under section 1915(c) of the Act.  

c. Medically Needy at the High and Highest Level of Care.  The state will apply the medically 
needy income standard plus $400.  Individuals requiring habilitation services will be eligible 
to receive those services with a High or Highest Level of Care. The state will otherwise use 
institutional eligibility rules, including the application of spousal impoverishment eligibility 
rules. 

d. Program for All-Inclusive Care for the Elderly (PACE). For participants at the “highest” level 
of care, the state will use institutional eligibility and post eligibility rules for individuals who 
would only be eligible in the institution in the same manner as specified under 42 CFR 
435.217, 435.726 and 435.236 and section 1924 of the Act, if the state had section 1915(c) 
waiver programs.  For participants at the “high” level of care, the state will use institutional 
eligibility and post eligibility rules for individuals who would not be eligible in the institution 
in the same manner as specified under 42 CFR 435.217, 435.726 and 435.236 and section 
1924 of the Act, if the state had section 1915(c) waiver programs. 

26. Maintenance of Current Optional Populations.  The State must maintain eligibility of all 
optional populations that are covered under the Rhode Island Medicaid State Plan as of 
November 1, 2008, except to the extent that this demonstration expressly permits changes in 
eligibility methods and standards.  Any changes affecting these populations will be considered a 
Category III Change as specified in paragraph 18 of these STCs.  In making any such changes, 
the State must give priority to extension or continuation of eligibility for optional populations 
prior to extension or continuation of eligibility for groups not otherwise eligible under the State 
Plan. 

27. Extended Eligibility for Persons Transitioning between Medicaid/CHIP and Qualified 
Health Plans in the Marketplace.  Effective January 1, 2014, the state will extend Medicaid or 
CHIP eligibility for persons who are transitioning from Medicaid or CHIP to a Qualified Health 
Plan (QHP) through the Marketplace to the end of the month before QHP coverage may feasibly 
become effective.  If the termination otherwise would have been effective on or before the 15th of 
a given month, then coverage will be extended to the end of that month.  If the termination 
otherwise would have been effective on or after the 16th of a given month, then coverage will be 
extended to the end of the following month.    

28. Expedited LTC Eligibility.  The state may accept self-attestation of the financial eligibility 
criteria for new LTC applicants for a maximum of ninety (90) days.  Eligible individuals would 
be required to complete the LTC Clinical and Financial Application for LTC services.  After 
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Clinical Eligibility criteria has been verified by the state, the individual would provide a self-
attestation of the LTC financial eligibility criteria to receive a limited benefit package of 
community based LTSS for up to 90 days pending the determination of the full LTC financial 
application. The limited benefit package includes a maximum of twenty (20) hours weekly of 
personal care/homemaker services and/or a maximum of three (3) days weekly of Adult Day Care 
Services and/or limited skilled nursing services based upon assessment. Upon determination of 
the approval of the full LTC financial application, the individual will receive the full LTC benefit 
package. The limited community based LTSS services is available for up to ninety (90) days or 
until the eligibility for LTC decision is rendered, whichever comes first.  

29. Referral for More Comprehensive Coverage.    Effective January 1, 2014, in order to ensure 
that vulnerable populations who are not currently covered by a comprehensive health insurance 
plan, but receive only services through expenditure authority as described in Budget Populations 
16, 18, and 19, have the opportunity to access more comprehensive care, the providers that serve 
these individuals must refer and educate them on how to apply for more comprehensive 
insurance.  All individuals included in the demonstration, including the new adult group, are 
eligible to receive services in Attachment A.  

30. Efficient Transition to Coverage in the New Adult Group.  Individuals enrolled in Budget 
Populations 16, 18, and 19 prior to December 31, 2013, who have incomes up to and including 
133 percent of the FPL will be eligible in the new adult group under the state plan.  The state 
must engage in extensive outreach efforts to assure that individuals with incomes up to 133 
percent of the FPL are enrolled into comprehensive Medicaid coverage. This STC will sunset on 
October 18, 2016.  

a. The state must attempt to contact every individual expected to lose limited benefit coverage 
through the demonstration and move to full Medicaid coverage; 

b. The state must assure that there is no duplication of federal funding when individuals in 
Budget Populations 16, 18, and 19 are enrolled to the New Adult Group.  

c. No later than January 31, 2014, the state must collect data to determine whether individuals 
have lost demonstration coverage but have not enrolled in full Medicaid coverage.  The state 
must share these data with CMS in writing on a monthly basis.   

 
31. Efficient Transition to Marketplace Coverage.  Effective January 1, 2014, the state reduce 

eligibility for parents caretaker relatives from 175 percent to 133 percent of the FPL.  The state 
must engage in extensive outreach efforts to assure that individuals with incomes above 133 
through 175 percent are seamlessly enrolled into Marketplace coverage.  This may include, but is 
not limited to, the following actions: 

a. The state must attempt to contact every individual expected to lose Medicaid coverage and 
move to Marketplace coverage; 

b. The state must conduct community events, which will include information sessions dedicated 
to sharing information to assist individuals moving from Medicaid coverage to Marketplace 
coverage; 
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c. The state must conduct significant outreach and communication strategies to Marketplace 
Subsidy Program enrollees to ensure that they are able to remain in a QHP after January 31, 
2014, when they will no longer be eligible for a premium holiday.  

d. No later than January 31, 2014, the state must collect data to determine whether individuals 
have lost Medicaid coverage but have not enrolled in Marketplace coverage.  The state must 
share these data with CMS on a monthly basis through March 31, 2014.  

VI. BENEFITS 
 
32. General.  Benefits provided through this demonstration program are as follows: 

a. RIte Care.  Benefits are the full scope of benefits set forth in the approved state plan as of 
November 1, 2008, unless specified in this document.  Benefits are delivered through 
managed care organizations or managed care delivery systems, with the exception of certain 
services paid by the state on a fee-for-service basis.  Benefits that are available to RIte Care 
enrollees under this demonstration include all benefits listed in Attachment A and under the 
Medicaid State Plan. To the extent that the state complies with the provisions of section IV to 
make changes in the benefit package, the state has the flexibility to provide customized 
benefit packages to beneficiaries based on medical need.  All changes in benefits (whether 
reductions or additions) provided through the approved alternative benefit plan SPA, for the 
new adult group described in section 1902(a)(10)(A)(i)(VIII) of the Social Security Act must 
be submitted as an amendment to the state plan. 

b. Alternative Benefit Plan.  Effective January 1, 2014, the New Adult Group will receive 
benefits provided through the state’s approved alternative benefit plan (ABP) state plan 
amendment (SPA), which are effective, as of the effective date in the approved ABP 
SPA.  Individuals in the New Adult Group may receive, as part of their ABP under this 
demonstration, Expenditure Authority services such as Managed Care Demonstration Only 
Benefits specified in Attachment A of the STCs. 

c. Extended Family Planning Program.  Family planning services and referrals to primary care 
services are provided to eligible recipients at or below 250 percent of the FPL who lose 
Medicaid eligibility at the conclusion of their 60-day postpartum period.  See Section X for 
more detailed requirements. 

d. Long-Term Care and HCBS.  Long term care services are provided when medically necessary 
to certain individuals eligible under the Medicaid state plan.  As indicated above, the New 
Adult Group will receive benefits provided through the state’s approved ABP SPA.  Benefit 
packages include long-term care and home and community-based services based on medical 
necessity and an individual’s person-centered plan of care.  The state agrees that the entity 
responsible for assisting the individual with development of the person-centered service plan 
may not be an LTSS service provider, unless that service provider is the only qualified and 
willing entity available to conduct the service planning. If a service provider is the only 
willing and qualified entity to conduct service planning, the state must establish firewalls 
between the service provision and planning functions to ensure conflict of interest protections. 
The state assures that conflict of interest protections will be in compliance with the 
characteristics set forth in 42 CFR 441.301(c)(1)(v)(vi). Benefit packages for all individuals 
who meet the highest, high, or preventive level of care criteria will include access to core and 



Rhode Island Comprehensive Demonstration                                                     Page 35 of 124                                                          
Demonstration Approval Period: December 23, 2013 through December 31, 2018 
Amended April 13, 2017   

preventive HCBS, as described in paragraph 33, subject to any waiting list as described in 
paragraph 34.  The core and preventive service HCBS definitions are included in Attachment 
B of this document.  The state will assure compliance with the characteristics of HCBS 
settings as described in 1915(c) and 1915(i) regulations in accordance with 
implementation/effective dates in accordance with 42 CFR 441.301(c)(4). More detailed 
requirements are provided in this section. 

e. Limited Benefit Packages.  Individuals in Budget Populations 10, 16, 18, 19, and 20 are 
eligible for limited benefits under the demonstration.  Benefit packages may include, but are 
not limited to, limited pharmacy, physical health, or mental health services.     

33. Long-Term Care and HCBS.  Individuals eligible as aged, blind or disabled (ABD) under the 
Medicaid state plan will receive benefits for institutional and home and community-based long 
term care services including an option for self-direction.  Primary care for this population will be 
provided through mandatory care management programs, which include Connect Care Choice, 
and Rhody Health Partners.  Based on a level of care determination, individuals eligible as ABD 
under the Medicaid state Plan can fall into the following groups:  1) highest, 2) high, and 3) 
preventive. 

a. Highest level of care.  Individuals who are determined based on medical need to require the 
institutional level of care will receive services through nursing homes, long term care 
hospitals or intermediate care facilities for the mentally retarded (ICF/MR).  Beneficiaries 
meeting this level of care will have the option to choose community-based care including core 
and preventive services as defined in Attachment B.  

b. High level of care.  Individuals who are determined based on medical need to benefit from 
either the institutional level of care or a significant level of home and community-based 
services will have access to community based core and preventive services as defined in 
Attachment B. 

c. Preventive level of care.  Individuals who do not presently need an institutional level of care 
will have access to services targeted at preventing admission, re-admissions or reducing 
lengths of stay in an institution. These beneficiaries will receive preventive services as 
defined in Attachment B. 

d. Long term care services under this demonstration will include coverage of HCBS-like 
services that are equivalent to the services previously furnished under section 1915(c) HCBS 
waivers, including waiver numbers 0040.90.R5 (Aged and Disabled), 0176.90.R3 (Elderly), 
0335.90.R1 (Assisted Living), 0379.90.03 (Habilitation), 0041-IP.03 (Personal Choice), 0462 
(Respite for Children-Hospital), 0463 (Respite for Children-ICF/MR), 0466 (Children with 
Mental Illness), 0162.90.R3 (MR/DD). 

e. Primary and acute care services for Medicaid ABD eligible individuals meeting the highest, 
high or preventive level of care may be provided through Primary Care Case Management or 
Rhody Health Partners or Connect Care Choice plans or other managed fee-for-service (FFS). 
Individuals who are dually eligible for Medicare and Medicaid will receive primary and acute 
care services through Medicare FFS, a Medicare Advantage Plan, managed care delivery 
systems of Rhody Health Options or Connect Care Choice Community Partners or through 
the Program of All Inclusive Care for the Elderly (PACE).  This STC does not preclude the 
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state from entering into other contract arrangements with entities that can provide these 
services.      

34. Waiting List for HCBS.  Should a waiting list for long-term care services develop, the state must 
provide services for individuals classified in higher levels of care categories before providing 
services to individuals classified in lower categories.  Specifically, participants receiving services 
must continue to receive services unless their condition improves and they move to a lower level 
of care category.  Also, participants and applicants in the highest category are entitled to services 
and must not be put on a waiting list for institutional services.  (If a community placement is not 
initially available, they may be put on a wait list for transition to the community.)  Finally, 
applicants for the High group must receive services prior to applicants in the Preventive category. 

35. Long-Term Care Enrollment.  For those participants residing in an institution at the point of 
implementation of the demonstration, the state must apply pre-demonstration level of care criteria 
to those individuals unless the participant transitions to the community because he or she:  (a) 
improves to a level where he or she would no longer meet the pre-demonstration institutional 
level or care, or (b) the individual chooses community care over institutional care.  Once that 
participant is residing in the community, all future level of care redeterminations will be based on 
the new level of care criteria established for the purposes of this demonstration. 

36. Program for All-inclusive Care for the Elderly (PACE).  PACE is subsumed under this section 
1115 demonstration program and will remain an option for qualifying demonstration eligibles, 
that is, those that meet the High or Highest level of care determinations.  The state assures that 
demonstration eligibles who may be eligible for the PACE program are furnished sufficient 
information about the PACE program in order to make an informed decision about whether to 
elect this option for receipt of services.  The state will comply with all Federal requirements 
governing its current PACE program, and any future expansion or new PACE program, in 
accordance with section 1934 of the Social Security Act and regulations at Part 460 of Title 42 of 
the Code of Federal Regulations. 

37. Long-Term Care Insurance Partnership.  The state must implement a Long-Term Care 
Insurance Partnership Program as described in the Rhode Island state plan.  Under the Long-Term 
Care Insurance Partnership Program, an individual who is a beneficiary under a qualified long-
term care insurance policy is given a resource disregard equal to the amount of insurance benefit 
payments made to or on behalf of the individual.  The state does not seek adjustment or recovery 
from the individual’s estate for the amount of assets or resources disregarded.  
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COST SHARING  
 

38. Any premiums or copay requirements are specified in the Medicaid state plan.  Demonstration 
populations may be charged premiums that do not exceed the premiums specified below.  

 Premium Limits for Budget Populations 3, 6, and 8 

Family 
Income 

Level 

children under 1* children 1 to 19th 
birthday* 

adults pregnant 
women 

extended family planning 

150-185 
percent  
FPL 

None 
 

Up to 5 percent of 
family 
income 

 

Up to 5 percent of 
family 
income  

None 
 

None 
 
 

185-200 
percent 
FPL 

None  Up to 5 percent of 
family 
income  

Up to 5 percent of 
family 
income  

None None 
 

200-250 
percent 
FPL 

None Up to 5 percent of 
family 
income 

Up to 5 percent of 
family 
income 

None None 

*no cost sharing or premiums for children in foster 
care or adoption subsidy 

No cost-sharing for: pregnant women, children under age one 
(1), children in foster care or adoption subsidy, Chafee children, 
Alaskan Native/American Indian children and adults. 

 
o Cost-sharing for BBA working disabled adults defined in section 1902(a)(10)(A)(ii)(XIII) 

will follow the Medicaid state plan 
o All unearned income over the Medically Needy Income Limit (MNIL) will be owed as 

a monthly premium; 
o Cost-sharing for Budget Population 10 is to be treated like post-eligibility treatment of income 

or spend-down requirements. 
o In order to prevent families from being burdened by two sets of premium payments, for 

households with incomes between 150 percent FPL and 250 percent FPL in which children 
are Medicaid eligible and enrolled in RIte Care, and parent/caretaker relatives are enrolled in 
commercial coverage, will no longer be required to pay the Medicaid premium, only the 
premium associated with the commercial coverage.  
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o DELIVERY SYSTEM 
 
39. Assessment and Coordination Organization Process. Access to institutional and community-

based supports and services will be through the Assessment and Coordination Organization 
(ACO) process.  The purpose of the ACO is to streamline the intake and assessment processes 
and provide beneficiaries and their families with clear, concise, and accurate information about 
their care options.  The ACO process will involve the beneficiary and involved family members, 
and treating practitioners and providers to ensure comprehensive assessments and care planning.  
The ACO is described more fully in Attachment C. 

40. Long-Term Care Services.  Institutional and community-based long-term care services will be 
delivered through one of the following delivery systems: 

a. Managed Long Term Services and Supports.  Beneficiaries will have access to long term care 
services and supports through their enrollment in Rhody Health Options or Connect Care 
Choice Community Partners 

b. Fee-for-service. Beneficiaries will be able to access long-term care services in the same way 
that services are accessed today, through a fee-for-service system.  Under this system, a 
beneficiary can choose the Medicaid participating agency or provider who will deliver the 
service(s).  In turn, for those services requiring authorization or that are “out-of-plan,” the 
agency/provider bills the Medicaid agency for services authorized by the ACO and/or the 
health plan or PCCM network.  

c. Self-direction. Beneficiaries (or, as they authorize, their families) will also have the option to 
purchase HCBS waiver like services through a self-direction service delivery system.  Under 
this option, beneficiaries will work with the ACO to develop a budget amount for services 
needed.  The beneficiary, with the support of a fiscal intermediary, will then be able to 
purchase services directly.  This option is based on experience from Rhode Island’s section 
1915(c) Cash and Counseling Waiver (RI Personal Choice), section 1915(c) Developmental 
Disabilities Waiver, and Personal Assistance Service and Supports program.  Self-direction is 
fully described in the Self-direction Operations Section. 

41. Primary and Acute Care Services.  Primary and acute care services will be delivered through 
the following systems: 

a. Managed Care Organizations:  RIte Care, Rhody Health Partners, Rhody Health Options or 
Connect Care Choice Community Partners 

b. Primary Care Case Management Program:  Connect Care Choice 

c. Pre-paid Dental Ambulatory Health Plans:  RIte Smiles 

d. PACE:  PACE Organization of Rhode Island 

e. Premium Assistance:  Rite Share 

f. Fee-for-service 
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42. Contracts.  On those occasions that contracts with public agencies are not competitively bid, 
those payments under contracts with public agencies shall not exceed the documented costs 
incurred in furnishing covered services to eligible individuals (or a reasonable estimate with an 
adjustment factor no greater than the annual change in the consumer price index). 

The state will continue to maintain a contract with a health care management consulting firm 
experienced in health plan management, which will be responsible for managing the operational 
and administrative aspects of the program under the State’s direction. 
 

43. Freedom of Choice.  An enrollee’s freedom of choice of providers through whom the enrollee 
may seek services shall be limited. This applies to all populations enrolled in the Comprehensive 
demonstration. No waiver of freedom of choice is authorized for family planning providers.    

44. Selective Contracting.  The state may pursue selective contracting in order to restrict the 
provider from (or through) whom an individual can obtain services.  Emergency services and 
family planning services will not be covered by this provision.  Providers with whom the state 
contracts will meet, accept, and comply with the reimbursement, quality, and utilization standards 
under the state plan, which standards shall otherwise be consistent with section 1923 of the Act.  
These standards are consistent with access, quality, and efficient and economic provision of 
covered care and services.  Restrictions on providers will not discriminate among classes of 
providers on grounds unrelated to their demonstrated effectiveness and efficiency in providing 
those services. 

If the state pursues selective contracting for nursing facilities, the state must submit, for CMS 
review and approval, a description of the process for selecting providers of nursing facility 
services and allocating nursing facility beds.  The state must demonstrate that the process used to 
select providers of nursing facility services and to allocate Medicaid reimbursed nursing facility 
beds is consistent with access, quality, and efficient and economic provision of care and services 
for all participants needing nursing facility services including special regard to access to services 
for individuals with complex long-term care needs. 
 

45. Process for the Review and Approval of Contracts.  The following process applies to contracts 
between the state and managed care organizations, pre-paid ambulatory health plans; primary care 
case management providers, and contracts pursuant to the selective contracting process. 

All contracts listed above and modifications of existing contracts must be approved by CMS prior 
to the effective date of the contract or modification of an existing contract.  The state will submit 
to CMS copies of the contracts or modifications and documentation supporting compliance with 
state and Federal statutes, regulations, special terms and conditions, and waiver and expenditure 
authority 45 days prior to implementation 

 
VII. Health System Transformation Project 

 
The Health System Transformation Project will provide that Medicaid managed care entities must 
enter into arrangements with state-certified Accountable Entities (AE) as a condition of receiving a 
managed care contract. Such contracts, including the AE provision, will meet the requirements of 42 
CFR 438.  
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46. Hospital and Nursing Facility Incentive Program- In response to the Medicaid Managed Care 
Rule and Regulation (42 CFR 438.6) providing authority to make incentive payments to provider, 
Rhode Island’s Executive Office of Health and Human Services (EOHHS) developed and is 
implementing the Hospital and Nursing Home Incentive program, inclusive of data collection, 
performance measurement and scoring, dollar allocation for payment to providers, and funds 
distribution. These one-time payments for the Hospital and Nursing Facility Incentive Program, 
which are not to exceed $20.5 million in DY 8, will be made on or before December 31, 2017.  
 
 
a. EOHHS will develop and implement the program, inclusive of data collection, performance 

measure scoring, and dollar allocation as defined further below under Methodology.   
 

b. EOHHS will distribute payments to providers via the MCOs. 
 

c. Providers will be awarded incentive payments based on a set of measures that will 
demonstrate institutional providers’ efforts towards value-based contracting arrangements, 
cost effectiveness, and alignment with key clinical interventions. EOHHS will distribute 
payments to providers via the MCOs who will distribute the payments to their contracted 
providers.   

 
d. The MCOs will make a payment to the applicable hospital or nursing facility based on 

demonstrated achievement of pre-determined performance benchmarks for established 
measures; if the hospital or nursing home facility does not achieve the benchmark, no 
payment will be made. The measures are listed in Attachment J. 

 
e. Each Health Plan will receive payment that corresponds to a specific provider performance 

report that details each specific hospital and nursing facility, the performance measure, 
baseline for each measure, identified benchmark, performance score, and dollars allocated for 
each measure. 

 
f. Health Plan will use this report to make the incentive payment to each applicable hospital and 

nursing facility on a scheduled basis as determined by EOHHS. The total amount to be paid 
for each provider will be equally distributed among each Health Plan for hospitals.  

 
g. Payments for each participating Hospital and Nursing Home Facility are contingent on the 

entity fully meeting project metrics defined in the approved Hospital and Nursing Home 
facility specific measures listed in Attachment J, 

 
47. Accountable Entities-The following process applies to contracts between the state and managed 

care organizations (MCO) that require the contractor to subcontract with Accountable Entities 
(AE).  

 
a. There will be two “types” of qualified AEs depending on the capacity and focus of the 

participating entities:   
1) Type 1 Accountable Entity:  Total Population, All Services. Authority to contract for 

an attributed population, for all Medicaid services.   A Type 1 AE must be accountable 
for the total cost of care of an attributed Medicaid population. 

2) Type 2 Accountable Entity (Interim):  Specialized Population, All Services. Authority 
to contract for a specialized population, for all Medicaid services.  A Type 2 AE must 
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be responsible for the total cost of care for a specific, defined population (e.g., persons 
with Serious or Persistent Mental Illness or Serious Mental Illness) and all Medicaid 
covered services. For specialized AEs where TCOC methodologies may not be 
appropriate, other APM models will be implemented.  
 

b. Rhode Island will require in its managed care contracts, that managed care entities will 
subcontract with state-certified AEs to provide accountability for the costs of care furnished 
under the contract.  .  

 
c. The state must develop AE Certification Standards that the state will use to certify the 

potential AEs within the state. The final certification standards will be submitted to CMS to 
review, by June 1, 2017 as Attachment K; CMS has 60 days to review and submit suggestions 
to the state. The state will notify the MCOs of the approved certified AEs. After an 
organization is certified as an AE and it elects to make a material modification, in its 
operations, the state must review and approve such modification, in the AE’s operations, prior 
to the implementation of the AE.  
 

d. The certification standards will provide that AEs are integrated provider organizations that are 
accountable for the total cost of care and healthcare quality and outcomes of an attributed 
population. For specialized AEs where TCOC methodologies may not be appropriate, other 
APM models will be implemented. The MCOs, pursuant to contract requirements with the 
state, will subcontract with AEs in compliance with the In-Plan Medicaid managed care 
benefit package.  
 

e. Prior to the MCOs contracting with AEs, EOHHS will develop Alternative Payment 
Methodology (APM) guidelines, which MCOs must follow in contracting with certified AEs. 
This methodology shall include quality benchmarks and outline the services that will be 
covered under the Type 1 and Type 2 Accountable Entities. The state must review and 
approve each MCO’s APM methodologies and associated quality gates prior to 
implementation. The APM methodology document will be submitted to CMS for review by 
10/1/2017 as Attachment L and may be updated annually. The MCO must utilize the APM 
methodology to calculate the shared savings for each AE. MCO members will be attributed to 
an AE pursuant to the EOHHS Attribution Guidance for the AE Program- Attachment M, 
which may be updated annually.  
 

f. Certified AEs who contract with MCOs in accordance with state specified APM guidance, 
will be eligible to participate in an AE Incentive Program.  This APM guidance will include 
AE Incentive Program guidelines which MCOs must follow in contracting with certified AEs.  
The state must review and approve each MCOs AE Incentive Program as compliant with the 
standards.  
 

g. The MCO members’ freedom to choose or change their providers shall not be affected by 
attribution to an AE. The state remains responsible for oversight of the MCOs and will 
augment oversight activities to ensure that the MCOs are assessing the performance of their 
AE subcontractors. The MCOs remain responsible to oversee the services that are delegated 
to the subcontracted AEs so that the MCO remains compliant with the terms of both the 
contract it has with the state and as stated in CFR §438.230 Subcontractual relationships and 
delegation. 
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48.  Accountable Entity Roadmap.  The State must develop an Accountable Entity Roadmap for the 
Health System Transformation Project to be submitted to CMS for approval by  June 1, 2017 
CMS has 60 days to review and approve the roadmap document. The Accountable Entity 
Roadmap will be a conceptualized living document that will be updated annually to ensure that 
best practices and lessons are learned throughout implementation that can be leveraged and 
incorporated into the State’s overall vision of delivery system reform. This Roadmap is not a 
blueprint; but rather an attempt to demonstrate the State’s ambition and to outline what the State 
and its stakeholders consider the payment reforms required for a high quality and a financially 
sustainable Medicaid delivery system. 

 
Once approved by CMS, this document will be incorporated as Attachment N of these STCs, and 
once incorporated may be altered only with CMS approval, and only to the extent consistent with 
the approved waivers, expenditure authorities and STCs.  (Changes to the protocol will apply 
prospectively, unless otherwise indicated in the protocols.)  The State may not claim FFP for 
Health System Transformation Project until after CMS has approved the Roadmap.   

 
Payments for each participating AE are contingent on the AE fully meeting project metrics 
defined in the approved APM guidance document – Attachment L.  In order to receive incentive 
funding relating to any metric, the AE must submit all required reporting, as outlined in the 
Accountable Entity Roadmap.  In addition, the Roadmap must include the following elements:  

 
a. Specify that a menu of metrics and measures that will be used by the MCOs to assess the 

performance of the AEs through the activities of the AE subcontractors shall be defined in 
the APM guidance document.    

 
b.  Include guidelines requiring AEs to develop individual AE Health System 

Transformation Project Plans, which shall include timelines and deadlines for the meeting 
of metrics associated with the projects and activities undertaken to ensure timely 
performance;  

 
c. Report to CMS any issues within the AEs that are impacting the AE’s ability to meet the 

measures/metrics, or any negative impacts to enrollee access, quality of care or 
beneficiary rights he state, working with the MCOs shall monitor statewide AE 
performance, trends, and emerging issues within and among AEs on a monthly basis, and 
provide reports to CMS on a quarterly basis.  
 

d. Provide minimum standards for the process by which EOHHS seek public input in the 
development of the AE Certification Standards;  
 

e. Specify a State review process and criteria to evaluate each AE’s individual Health 
System Transformation Project Plan and develop its recommendation for approval or 
disapproval;  

 
f. Describe, and specify the role and function, of a standardized, AE-specific application to 

be submitted to the State on an annual basis for participation in the AE Incentive Program, 
as well as any data books or reports that AEs may be required to submit to report baseline 
information or substantiate progress; 
 

g. Specify that AEs must submit semi-annual reports to the MCO using a standardized 
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reporting form to document its progress in achieving quality and cost objectives, that 
would entitle the AE to qualify to receive Health System Transformation Project 
Payments;  

 
h. Specify that each MCO must contract with Certified AEs in accordance with state defined 

APM guidance and state defined AE Incentive Program guidance. The APM guidance will 
include a Total Cost of Care (TCOC) methodology and quality benchmarks. For 
specialized AEs where TCOC methodologies may not be appropriate, other APM models 
will be specified. Describe the process for the state to review and approve each MCO’s 
APM methodologies and associated quality gates to ensure compliance with the standards 
and for CMS review of the APM guidance as stated in STC 47(e). 

 
i. Specify the role and function of the AE Incentive Program guidance to specify the 

methodology MCOs must use to determine the total annual amount of Health System 
Transformation Project incentive payments each participating AE may be eligible to 
receive during implementation. Such determinations described within the APM guidance 
document shall be   associated with the specific activities and metrics selected of each AE, 
such that the amount of incentive payment is commensurate with the value and level of 
effort required; these elements are included in the AE incentive plans referenced in STC 
47 (f). Each year, the state will submit an updated APM guidance document, including 
APM Program guidance and the AE Incentive Program Guidance. 
 

j. Specify a review process and timeline to evaluate AE progress on its Health System 
Transformation Project Plan metrics in which the MCO must certify that an AE has met 
its approved metrics as a condition for the release of associated Health System 
Transformation Project funds to the AE;  

 
k. Specify that AE’s failure to fully meet a performance metric under its AE Health System 

Transformation Project Plan within the time frame specified will result in forfeiture of the 
associated incentive payment (i.e., no payment for partial fulfillment);   
 

l. Describe a process by which an AE that fails to meet a performance metric in a timely 
fashion (and thereby forfeits the associated Health System Transformation Project 
Payment) can reclaim the payment at a later point in time (not to exceed one year after the 
original performance deadline) by fully achieving the original metric in combination with 
timely performance on a subsequent related metric,  
 

m. Include a process that allows for potential AE Health System Transformation Project Plan 
modification (including possible reclamation, or redistribution, pending State approval) 
and an identification of circumstances under which a plan modification may be 
considered, which shall stipulate that CMS may require that a plan be modified if it 
becomes evident that the previous targeting/estimation is no longer appropriate or that 
targets were greatly exceeded or underachieved; and 
 

n. Include a State process of developing an evaluation of Health System Transformation 
Project as a component of the draft evaluation design as required by STC 132.   

 
49. Under the current managed care regulatory requirements for state direction of MCO payments (42 

CFR 438.6(c)), Rhode Island will need to ensure that the measurement period of any of the 
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performance based metrics and incentive payments within the Health Systems Transformation 
Project are developed and measured over the same term of the contract as the corresponding rate 
certification. With the exception of the Hospital and Nursing Home Incentive Program for DY 8, 
the calculation of the performance-based incentive payments will be based on the current year’s 
performance.  The state will also need to meet the prior approval requirements for directed 
expenditures (i.e. incentive payments in 438.6 (c)(2) for contracts with rating periods starting on 
or after  July 1, 2017.  CMS will not approve rate certifications or contracts that include directed 
expenditures that have not been approved prior to the start of the rating period.   

 
 
VIII. SELF-DIRECTION  
 

50. Required Elements of Self-Direction.  The state must meet the following requirements to 
operate its self-direction program for core and preventive services including through a High-
Fidelity Wraparound process for children in residential treatment who are transitioning back to a 
home-based setting. 

51. Voluntary Program.  The program is voluntary for demonstration eligibles who are eligible for 
and receiving home and community based long-term care services and supports. 

52. Paid Providers of Services.  Except for legally liable relatives, such as spouses and parents, any 
individual capable of providing the assigned tasks and freely chosen by a participant to be a paid 
provider of self-directed services and supports may be hired by the participant.  Participants retain 
the right to: 1) train their workers in the specific areas of services and supports needed; 2) have 
those services and supports furnished in a manner that comports with the participants’ personal, 
cultural, and/or religious preferences; and 3) access other training provided by or through the state 
for their workers so that their workers can meet any additional qualifications required or desired 
by the participants. 

53. Information Furnished to Participants.  The following information must be provided to 
participants:  principles and benefits of participant direction; participants’ rights, roles and 
responsibilities; self-direction election form; description of other feasible alternatives; 
fiscal/employer agent contact information; counseling/service advising agency contact 
information; grievance and appeal process and forms; roles and responsibilities of the 
fiscal/employer agent and the counseling/advising agency; and participant-directed planning.  
Trained advisers from the service advisement agency will provide the information to participants. 

54. Assessment.  An assessment of an individual’s needs, strengths, and preferences for services, as 
well as any risks that may pose a threat of harm to the individual, will be completed.  The 
assessment includes information about the individual’s health condition, personal goals and 
preferences, functional limitations, age, school, employment, household and other factors that are 
relevant to the authorization and provision of services.  The assessment information supports the 
development of the person-centered service plan and individual budget. 

55. Person-Centered Planning.  The state must utilize a person-centered and directed planning 
process, intended to identify the strengths, capacities, preferences, needs, and desired outcomes of 
the participant.  An Individual Service and Spending Plan (ISSP) is developed with the assistance 
of the service advisor team and those individuals the participant chooses to include.  The ISSP 
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includes the services and supports that the participant needs to live independently in the 
community.  A back-up plan must be developed and incorporated into the ISSP to assure that the 
needed assistance will be provided in the event that the regular services and supports identified in 
the ISSP are temporarily unavailable.  The back-up plan may include other individual assistants 
or agency services.  The state shall have a process that permits participants to request a change to 
the person-centered plan, if the participant’s health circumstances necessitate a change, but in any 
event, the ISSP will be reviewed and updated at least annually.  Entities or individuals that have 
responsibility for service plan development may not provide other direct demonstration services 
to the participant. 

56. Employer Authority.  Participants have the opportunity to exercise choice and control (i.e., hire, 
fire, supervise, manage) over individuals who furnish their long term care demonstration services 
authorized in the person-centered service plan.  In this demonstration, the participant functions as 
the employer of record of workers who furnish direct services and supports to the participant. 

57. Budget Authority.  Participants also have the opportunity to exercise choice and control over a 
specified amount of funds in a participant-directed budget.  Under the budget authority, the 
participant has decision-making authority and management responsibility for the participant-
directed budget from which the participant authorizes the purchase of long term care 
demonstration services and supports that are authorized in the person-centered service plan.  

58. Individual Budget.  An individual budget is the amount of funds available to the participant to 
self-direct.  It is developed using a person-centered planning process; based on actual service 
utilization and cost data and derived from reliable sources; developed using a consistent 
methodology to calculate the resources available to each participant that is open to public 
inspection; and reviewed according to a specified method and frequency.  A change in the budget 
must also result in a change to the person-centered plan. 

59. Information and Assistance in Support of Participant Direction.  The state shall have a 
support system that provides participants with information, training, counseling, and assistance, 
as needed or desired by each participant, to assist the participant to effectively direct and manage 
his or her self-directed services and budgets.  Participants shall be informed about self-directed 
care, including feasible alternatives, before electing the self-direction option.  Participants shall 
also have access to the support system throughout the time that they are self-directing their care.  
Support activities include, but are not limited to, advisement agency services and financial 
management services. 

60. Counseling/Advisement Agencies.  The state shall provide each participant with a Service 
Advisor from a counseling/advisement agency that conducts participant screening, assessment 
and reassessment; participant orientation, training, preparation, and support of all participant 
functions; participant assistance in spending plan development and monitoring; and ongoing 
monitoring of participant satisfaction, health and safety.  Counseling/advisement agencies shall 
meet state established certification standards to provide supports to participants.  

61. Financial Management Services.  The state shall provide financial management services (FMS) 
that:  provide payroll services for program participants and/or designated representatives; are 
responsible for all taxes, fees, and insurances required for the program participant to act as an 
employer of record; manage all non-labor related payments for goods and services authorized in 
the participant’s approved spending plan; assure that all payments made under the demonstration 
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comply with the participant’s approved spending plan; and conduct criminal background and 
abuse registry screens of all participant employees at the State’s expense.  FMS entities shall meet 
IRS requirements of being a fiscal/employer agent and state established certification standards to 
provide supports to participants.  FMS shall be reimbursed as an administrative activity at the 50 
percent administrative rate.  

62. Services to be Self-Directed.  Participants who elect the self-direction opportunity will have the 
option to self-direct all or some of the long-term care core and preventive services and supports 
under the demonstration.  The services, goods, and supports that participants will self-direct are 
limited to the core and preventive services, listed in Attachment B.  Services, goods, and supports 
that are not subject to employer and budget authority, i.e., participants do not have hiring 
authority and do not become the employer of record over these services, goods or items, will still 
be included in the calculations of participants’ budgets.  Participants’ budget plans will reflect the 
plan for purchasing these needed services, goods and supports. 

63. Individual Directed Goods and Services.  Individual directed goods and services may be 
purchased from accumulated funds (“savings”) as approved in the individual budget plan.  Goods 
and services must relate to a need or goal identified in the person-centered service plan.  
Accumulated funds or savings may be carried over from month to month, and year to year, only if 
designated for a specific good or service.  If the goods or services are not purchased at the time 
indicated in the budget plan, the state will recoup any unspent and un-earmarked funds at 
designated intervals and according to procedures established by the state.  Goods and services that 
can be individually directed are defined in Attachment B Core and Preventive Services. 

64. Participant Direction by Representative.  The state provides for the direction of services by a 
representative.  The representative may be a legal representative of the participant or a non-legal 
representative freely chosen by an adult participant.  The representative shall not be paid and 
must pass a screen indicating ability to perform the functions in the best interest of the participant 
and must pass a criminal background check.  A participant who demonstrates the inability to self-
direct his or her services and supports whether due to misuse of funds, consistent non-adherence 
to program rules or an ongoing health and safety risk, will be required to select a representative to 
assist him or her with the responsibilities of self-direction.  If a participant refuses to select a 
representative, or if a participant loses a representative (if already required for participation) and 
cannot locate a replacement, he or she will be required to transfer to a non-self-directed 
traditional service delivery system.  Service advisors will assist the participant in the transition to 
the traditionally delivered service system to ensure continuity of care.   

65. Independent Advocacy.  Each participant shall have access to an independent advocate or 
advocacy system in the state.  This function is performed by individuals or entities that do not 
provide direct services, perform assessments, or have monitoring, oversight or fiscal 
responsibilities for the demonstration.  

66. Service Plan Monitoring.  The Service Advisor shall, at a minimum, make quarterly in-person 
visits to the participant and monthly telephone contact in the first year, then semi-annual in-
person and quarterly phone contact thereafter or more when requested or indicated by concern.  
Additionally, the RN and Mobility Specialist assess for needs at least annually.  The entire 
Service Advisor Team is available to the participant upon request and/or Advisor identification of 
a potential health/safety concern. 
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67. Expenditure Safeguards.  The FMS reports monthly to the participant and the Service Advisor, 
and quarterly to the state, on the budget disbursements and balances.  If more than 20 percent 
underutilization of authorized services is discovered, the Service advisor will work with the 
participant in assessing the reason and crafting a solution, such as a new worker or a reassessment 
of needs. 

68. Disenrollment.  A participant may voluntarily disenroll from the self-directed option at any time 
and return to a traditional service delivery system.  A participant may also be involuntarily 
disenrolled from the self-directed option for cause, such as a continuous demonstrated inability to 
self-direct his or her services and supports whether due to misuse of funds, consistent non-
adherence to program rules or an ongoing health and safety risk. A participant who has 
demonstrated an inability to self-direct his or her services and supports will be required to select a 
representative to assist the participant with the responsibilities of self-direction.  If a participant 
voluntarily or involuntarily disenrolls from the self-directed service delivery option, the state 
must have safeguards in place to ensure continuity of services. 

69. Fair Hearing.  Participants may request a fair hearing when a reduction in services occurs or 
when a requested adjustment to the budget is denied or the amount of the budget is reduced.  

70. Cash Option.  At such time as the state elects, a participant may elect to receive the amount of 
the funds in his or her individual budget in a prospective cash disbursement.  Prior to the election 
of the cash option, the state will notify CMS of this election according to the Process for Category 
II changes.  Prior to implementation of the cash option, the state will secure a waiver of the 
income and asset requirements from the Social Security Administration. 

71. Additional Populations and Services.  At such time as the state elects to add additional 
populations or services to the self-direction option, the state will notify CMS of this election 
according to the Process for Category II changes.  If, however, the State’s proposal to add 
populations or services exceeds or changes the expenditure authorities of section 1915(c), 1915(i) 
or 1915(j), the state will follow the Process for Category III changes. 

72.  Personal Needs Allowance.  Effective January 1, 2014, the state will increase the monthly 
personal needs allowance by $400 for certain persons categorically eligible or eligible as 
medically needy for Medicaid-funded long-term services and supports.  These individuals will 
have resided in a nursing facility for 90 consecutive days, excluding those days that may have 
been used for the sole intent and purpose of short term rehabilitation; are transitioning from a 
nursing facility to a community residence, and are assessed to be unable to afford to remain in the 
community unless the personal needs allowance is increased.  This would not apply to individuals 
who are residing in a nursing facility and whose income is being used to maintain a current 
community residence. 

 
 
IX. EXTENDED FAMILY PLANNING PROGRAM 
 
73. Eligibility Requirements.  Family planning and family planning-related services and supplies 

are provided to individuals that are redetermined eligible for the program on an annual basis.  The 
state must enroll only women, meeting the eligibility criteria below into the demonstration who 
have a family income at or below 200 percent of the FPL (through December 31, 2013) and at or 
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below 250 percent of the FPL (beginning January 1, 2014) and who are not otherwise enrolled in 
Medicaid or Children’s Health Insurance Plan (CHIP).  Women losing Medicaid pregnancy 
coverage at the conclusion of 60 days postpartum and who have a family income at or below 200 
percent of the FPL (through December 31, 2013) and at or below 250 percent of the FPL 
(beginning January 1, 2014) at the time of annual redetermination are auto enrolled in the 
Extended Family Planning group. 

74. Primary Care Referral.  Primary care referrals to other social service and health care providers 
as medically indicated are provided; however, the costs of those primary care services are not 
covered for enrollees of this demonstration.  The state must facilitate access to primary care 
services for participants, and must assure CMS that written materials concerning access to 
primary care services are distributed to demonstration participants.  The written materials must 
explain to the participants how they can access primary care services.   

75. Eligibility Redeterminations.  The state must ensure that redeterminations of eligibility for this 
component of the demonstration are conducted, at a minimum, once every 12 months.  At the 
State’s option, redeterminations may be administrative in nature.   

76. Disenrollment from the Extended Family Planning Program.  If a woman becomes pregnant 
while enrolled in the Extended Family Planning Program, she may be determined eligible for 
Medicaid under the State plan.  The State must not submit claims under the demonstration for any 
woman who is found to be eligible under the Medicaid State plan.   In addition, women who 
receive a sterilization procedure and complete all necessary follow-up procedures will be 
disenrolled from the Extended Family Planning Program.  

77. Extended Family Planning Program Benefits.  Benefits for the family planning expansion 
group are limited to family planning and family planning-related services.  Family planning 
services and supplies described in section 1905(a)(4)(C) of the Act and are limited to those 
services and supplies whose primary purpose is family planning and which are provided in a 
family planning setting.  Family planning services and supplies are reimbursable at the 90 percent 
matching rate, including: 

a. Approved methods of contraception;  

b. Sexually transmitted infection (STI) testing, Pap smears and pelvic exams; 

Note: The laboratory tests done during an initial family planning visit for contraception 
include a Pap smear, screening tests for STIs/STDs, blood count and pregnancy test.  
Additional screening tests may be performed depending on the method of contraception 
desired and the protocol established by the clinic, program or provider.  Additional laboratory 
tests may be needed to address a family planning problem or need during an inter-periodic 
family planning visit for contraception. 

c. Drugs, supplies, or devices related to women’s health services described above that are 
prescribed by a health care provider who meets the State’s provider enrollment requirements 
(subject to the national drug rebate program requirements); and  

d. Contraceptive management, patient education, and counseling. 
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78. Family Planning-Related Benefits.  Family planning-related services and supplies are defined as 
those services provided as part of or as follow-up to a family planning visit and are reimbursable 
at the State’s regular Federal Medical Assistance Percentage (FMAP) rate.  Such services are 
provided because a “family planning-related” problem was identified and/or diagnosed during a 
routine or periodic family planning visit.  Examples of family planning-related services and 
supplies include: 

a. Colposcopy (and procedures done with/during a colposcopy) or repeat Pap smear performed 
as a follow-up to an abnormal Pap smear which is done as part of a routine/periodic family 
planning visit. 

b. Drugs for the treatment of STIs/STDs, except for HIV/AIDS and hepatitis, when the STI/STD 
is identified/ diagnosed during a routine/periodic family planning visit.  A follow-up 
visit/encounter for the treatment/drugs and subsequent follow-up visits to rescreen for 
STIs/STDs based on the Centers for Disease Control and Prevention guidelines may be 
covered.  

c. Drugs/treatment  for vaginal infections/disorders, other lower genital tract and genital skin 
infections/disorders, and urinary tract infections, where these conditions are 
identified/diagnosed during a routine/periodic family planning visit.  A follow-up 
visit/encounter for the treatment/ drugs may also be covered. 

d. Other medical diagnosis, treatment, and preventive services that are routinely provided 
pursuant to family planning services in a family planning setting.  An example of a preventive 
service could be a vaccination to prevent cervical cancer.   

e. Treatment of major complications (including anesthesia) arising from a family planning 
procedure such as: 

i. Treatment of a perforated uterus due to an intrauterine device insertion; 
ii. Treatment of severe menstrual bleeding caused by a Depo-Provera injection requiring 

a dilation and curettage; or 
iii. Treatment of surgical or anesthesia-related complications during a sterilization 

procedure. 
 
79. Services.  Services provided through the Extended Family Planning program are paid either 

through a capitated managed care delivery system or fee for service (FFS). 

X. RITE SMILES 
 
80. RIte Smiles.  The RIte Smiles Program is a managed dental benefit program that was previously 

operated under a waiver pursuant to section 1915(b) of the Act.  Beneficiaries eligible for this 
program are Medicaid-eligible children born on or after May 1, 2000.  The managed care delivery 
system is continuing under this demonstration.  Under this demonstration, the state will continue 
to administer the program through a pre-paid ambulatory health plan contract. The benefit design 
will remain the same under this demonstration.  

XI. DESIGNATED STATE HEALTH PROGRAMS (DSHP) 
 
DESIGNATED STATE HEALTH PROGRAMS 
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81. Designated State Health Programs (DSHP).  To solely support the goals of the Health System 

Transformation Project, the state may claim FFP for the following state programs subject to the 
annual limits and restrictions described below through December 31, 2018, unless otherwise 
specified.  Designated State Health Programs enables the state to improve health outcomes and 
increase the efficiency and quality of care by providing payments for services/activities (ie. TB 
Program, etc.). Expenditures are claimed in accordance with CMS-approved claiming and 
documentation protocols to be specified in the Claiming Protocols; Attachment P, Attachment Q, 
and Attachment S. In order to ensure achievement of the demonstration’s goals, the total annual 
expenditure authority is subject to the requirements of STC #82. CMS has approved expenditure 
authority for Designated State Health Programs (DSHP) with the agreement that this one-time 
investment of DSHP funding would be phased down over the demonstration period. 
 

82. Annual DSHP Annual Limits – Expenditure authority for DSHP is limited to $79,980,610 
million FFP, beginning on the date of approval  through December 31, 2018, allocated by year as 
follows:   

 
Table 4:  Aggregate DSHP Annual Limits 

 
Demonstration Year Time Period Annual Limit on FFP 
DY 8 10/14/16-12/31/16 $20,500,000 
DY 9 1/1/17-12/31/17 $31,071,000 
DY 10 01/01/2018-12/31/18 $28,409,610 

 
Allowable DSHP claims, for each program described below are limited to the allowable DSHP costs 
incurred for the months of the time period and Demonstration Year (DY) per the STCs. For this 
demonstration, Rhode Island DSHP claims can occur beginning on the date of approval (DY 8) 
through through December 31, 2018 (DY10). 

 
83. Prohibited DSHP Expenditures.  Allowable DSHP expenditures do not include any 

expenditures that are funded by federal grants (for example, grants from the Health Resources and 
Services Administration, or the Centers for Disease Control, or that are included as part of the 
maintenance of effort or non-federal share requirements of any federal grant.  Additionally, 
allowable DSHP expenditures do not include expenditures associated with the provision of non-
emergency care to non-qualified aliens.  To implement this limitation, 9 percent of total provider 
expenditures or claims through the Tuberculosis Clinic, Center for Acute Infectious Disease and 
Epidemiology, and Consumer Assistance Programs DSHPs identified below will be treated as 
expended for non-emergency care to non-qualified aliens.   
 

84. Restrictions on DSHP Programs.  Approved Designated State Health Programs for which FFP 
can be claimed for 3 years are outlined below subject to the following funding limits by the 
categories listed below.  This funding will solely support vital state health programs and 
workforce development programs to enable the state to devote resources to developing and 
supporting the transition to Accountable Entities, which will result in a temporary increase in 
state expenditures on the Medicaid program over the term of these STCs. Prior to claiming 
funding for any of the new DSHPs, the state will submit a DSHP claiming protocol that CMS 
must approve prior to receiving FFP. The claiming protocol will include expenditures claimed in 
accordance with CMS-approved claiming and documentation protocols to be specified in 
Attachment P, Attachment Q, and Attachment S.     The state is not eligible to receive FFP for any 
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of the DSHPs until the corresponding protocols are approved. Upon CMS approval of each 
claiming protocol, the state is eligible to receive FFP for the corresponding approved DSHP 
program expenditures beginning with the date of this approval. The state may claim federal match 
for any of the DSHPs listed below in accordance with the Claiming Protocol in Attachment P, 
Attachment Q and Attachment S, as long as the aggregate amount over the 3 year period does not 
exceed the aggregate limits as specified in STC 82:  

 
• Wavemaker Fellowship 
• Tuberculosis Clinic  
• Rhode Island Child Audiology Center  
• Center for Acute Infectious Disease Epidemiology*  
• Consumer Assistance Programs  
• Health Workforce Development  

 
a. Wavemaker.  The state may claim FFP for expenditures under the Wavemaker Program for 

DYs 8-10. The Wavemaker Fellowship, a state-funded loan repayment program. The 
Wavemaker Fellowship will allow for graduates working in the healthcare settings to serve 
and make an impact on the health care of Medicaid beneficiaries. The state may claim FFP 
only for Fellowship costs that are conditional on loan repayment beneficiaries serving a high 
proportion of Medicaid patients.  To ensure that DSHP funds promote the development of the 
Wavemaker Program to benefit the Medicaid population and improve access, the State shall 
commit to implementing a Methodology Protocol for the Wavemaker Program that will be 
Attachment Q.   
 

b. Tuberculosis Clinic- Department of Health-For DYs 8-10, the state may claim FFP for 
expenditures otherwise uncompensated by Medicaid or third party payers that are incurred by 
the Tuberculosis Clinic within the Rhode Island Department of Health but are attributable to 
Medicaid and other low-income patients.  The Tuberculosis Clinic is responsible for TB 
surveillance to detect cases and assures the availability of TB Specialty Clinical Services 
(adult and pediatric clinical services) to improve health outcomes and increase the efficiency 
and quality of care to all Rhode Island citizens. 

 
c. Rhode Island Child Audiology Center- RI school for the deaf- For DYs 8-10, the state 

may claim FFP for expenditures otherwise uncompensated by Medicaid or third party payers 
that are incurred by the Rhode Island Child Audiology Center- RI School for the Deaf but are 
attributable to Medicaid and other low-income patients.  The Audiology Center provides 
statewide hearing screening for children at all Rhode Island schools and will provide further 
diagnostic testing and referral for treatment for any child who screens at-risk for hearing loss. 

d. Center for Acute Infectious Disease Epidemiology- RI Department of Health- For DYs 8-
10, the state may claim FFP for expenditures otherwise uncompensated by Medicaid or third 
party payers that are incurred by the state’s Center for Acute Infectious Disease Epidemiology 
within the Rhode Island Department of Health  and are attributable to Medicaid and other low 
income patients. This program conducts surveillance, clinical case review and disease 
investigation for reportable infectious diseases to case manage, investigate and track diseases 
to reduce and control infectious diseases. 
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e. Consumer Assistance Programs- Executive Office of Health and Human Services- For 
DYs 8-10, the state may claim FFP for expenditures related to the two specific programs 
within the Consumer Assistance Programs- Executive Office of Health and Human Services:  
i) The Office of the Child Advocates (OCA) is an independent state agency responsible for 

protecting the legal rights and interests of all children in state care.  These rights include, 
but are not limited to, a child’s right to healthcare and education.  

ii) The Commission on the Deaf and Hard of Hearing. The Commission on the Deaf and 
Hard of Hearing (CDHH) coordinates, and provides services committed to promoting an 
environment in which the Deaf and Hard of Hearing in Rhode Island are afforded equal 
opportunity in all aspects of their lives.  

 
85. Health Workforce Development- To promote improved access and quality of care for Medicaid 

beneficiaries in Rhode Island by supporting the education and training of the health care 
workforce and to the extent that such education and training results in employment and/or 
continuing education of employees in settings that provide care and services in Rhode Island to 
Medicaid beneficiaries, the state may claim FFP for health workforce training programs and 
related supports at University of Rhode Island, Rhode island College and the Community College 
of Rhode Island.  The annual limit the state may claim FFP for workforce training programs is 
limited to total  costs, in accordance with the OMB Uniform Administrative Requirements, Cost 
Principles, and Audit Requirements for Federal Awards.  To ensure that DSHP funds promote the 
development of workforce training to benefit the Medicaid population and improve access, the 
State shall commit to implementing the Health Workforce Development Methodology Protocol 
that will be Attachment R. The state shall also submit a claiming protocol specific to Health 
Workforce Development, Attachment S.  
 

86. Consequences for Failing to Fulfill Requirements or Deliverables for DSHP Payments 
 

 
a. Intervention to improve quality.  Upon identification of performance issues within the AEs, 

the state shall intervene promptly within 30 days of identifying a concern to remediate the 
identified issue(s) and establish care improvements. Such remediation could include 
additional analysis of underlying data and gathering supplementary data to identify causes and 
trends, followed closely by interventions that are targeted to improve outcomes in the problem 
areas identified.   

 
87. Reduction in DSHP Expenditure for Failure to Fulfill requirements or Deliverables. The 

table below describes the deliverables the MCOs are required to meet for the state to qualify for 
DSHP funding.  The DSHP will be reduced in the prospective demonstration year if the MCOs 
did not meet the target for the previous year. The state will have an additional 15 days grace 
period (15 days after the due date) to fulfill requirements or submit necessary deliverables. 
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Table # 5 Schedule of Deliverables  
 

  
 
 

 

DY Quality/Operational Improvement Targets Due Date  % Reduction if State 
does not meet 

DY 8 
CY 16 

To ensure prompt responses to CMS’ questions regarding managed care rate development, CMS is 
adding the following items to the state’s deliverable list. EOHHS will respond in writing to CMS 
questions that will be provided in writing to the state, regarding their managed care capitation rate 
development within 4 weeks of the request by CMS. If EOHHS anticipates that responses will not be 
available within the timeframe, EOHHS must notify CMS in writing, within 1 week of receipt of 
CMS request, and request a reasonable extension, taking into account the content and volume of 
questions.  

 EOHHS Responds to all CMS questions, received 
prior to 10/14/2016 regarding the 2015 managed care 
rate certification submissions.   

Dec 1, 2016 15% 

 EOHHS Submits to CMS their 2016 managed care 
rate certification by 12/01/2016 and responds to 
CMS’ written questions within 4 weeks of being 
provided questions.  If EOHHS anticipates that 
responses will not be available within the timeframe, 
EOHHS must notify CMS in writing, within 1 week 
of receipt of CMS request, and request a reasonable 
extension, taking into account the content and volume 
of questions. 

Dec 1, 2016 15% 

DY 9 
CY 17 

EOHHS Submits the AE Roadmap document to 
CMS, including AE-Specific Health Transformation 
Project  

June 1, 2017 10% 

 EOHHS Submits their DSHP Claiming Protocols; 
Attachment P, Attachment Q, Attachment R and 
Attachment S 

May 15, 2017 15% 

 EOHHS Submits AE Certification Standards to CMS June 1, 2017 10% 

 EOHHS Submits Attribution Guidance to CMS October 1, 
2017 

5% 

 EOHHS Submits APM program guidelines to CMS, 
includes TCOC methodology and benchmarks 

October 1, 
2017 

10% 

DY 10 
CY 18 

Each MCO has at least 2 effective contracts (or 10% 
of covered lives) with Certified AEs in an EOHHS 
approved Alternative Payment Model as defined in 
Attachment L.  

July 1, 2018 15% 

 EOHHS Year 2 Guidance Posted, includes:  
APM Program Guidance, Attribution Guidance, and 
AE Incentive Program Guidance 

December 15, 
2018 

5% 
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88. Specified Designated State Health Programs (DSHP). The following programs are authorized 
for claiming as DSHP, subject to the overall budget neutrality limit and DSHP limits described in 
section XIII of the STCs.   
 
 

Table 6: List of Approved DSHPs 
 

Agency Program Name 
Previously Authorized Programs 

EOHHS  Elderly Transportation Program 
New Authorized Programs 

Rhode Island 
Department of 
Commerce 

Wavemaker Fellowship  

RI Department 
of Health 

Tuberculosis Clinic 

RI School for 
Deaf 

Rhode Island Child Audiology Center 

RI Department 
of Health 

Center for Acute Infectious Disease 
Epidemiology 

EOHHS Consumer Assistance Programs 
URI, RIC and 
CCRI 

Health Workforce Development 

 
89. Marketplace Subsidy Program.  Effective January 1, 2014, the state may claim as allowable 

expenditures under the demonstration the payments made through its state-funded program to 
provide premium subsidies for parents and caretaker relatives with incomes above 133 percent of 
the FPL through 175 percent of the FPL who purchase health insurance through the Marketplace.  
For the month of January 2014, the payments made by the Marketplace Subsidy Program may 
serve to create a premium holiday for beneficiaries.  During the month of January 2014, the 
payments made by the Marketplace Subsidy Program may equal up to 100 percent of the QHP 
premium amount, where the premium has been reduced by any federal tax credits for which a 
beneficiary is eligible.  Effective February 1, 2014, the payments made by the Marketplace 
Subsidy Program shall not exceed 50 percent of the QHP’s reduced premium amount, where the 
premium has been reduced each month by a) any federal tax credits a beneficiary is eligible for, 
and b) the amount a Medicaid beneficiary would have paid as of December 31, 2013 (between 
$61 and $92 per month), as demonstrated in the formula below.  

Maximum allowable payment by Marketplace Subsidy Program =  50% * (QHP Monthly 
Premium – Federal Tax Credits – 12/31/2013 Medicaid Monthly Premium Amount) 

 
Subsidies will be provided on behalf of individuals who: (1) have a child eligible for and enrolled 
in RIte Care; (2) are enrolled in a Marketplace plan that does not meet RIte Share requirements; 
and (3) whose income is at or below 175 percent of the FPL.  For example, eligible individuals 
could be enrolled in a high deductible Marketplace plan, as such a plan would not meet RIte 
Share requirements.  
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a. Funding Limit.  Expenditures for the subsidies are limited on an annual basis as follows (total 
computable).  Expenditures for DYs 9 and 10 are contingent upon CMS approval of the 
evaluation report required in STC 100. 

 
 DY 6 DY 7 DY 8 DY 9 DY 10 
DSHP - State-
Funded  
Marketplace 
Subsidy Limit 

 $3,298,154   $3,021,190   $3,270,462   $3,540,302   $3,540,302  

 
       

b. Reporting.  The state must provide data regarding the operation of this subsidy program in the 
quarterly report required per STC 100.  This data must, at a minimum, include: 

i. The number of individuals served by the program each month; 
ii. The size of the subsidies; and 

iii. A comparison of projected costs with actual costs. 
 

c. Evaluation.  In DY 7 as part of the annual report, the state must evaluate the effect of the 
Marketplace Subsidy Program for enrollment in a QHP, using childless adults who are not 
eligible to receive a subsidy as a comparison group, as required per STC 100.  The state must 
submit this report no later than May 1, 2016.  CMS will evaluate the report and determine 
whether the state has met the requirements 60 days after receipt of the report.  If the report 
does not meet CMS approval, federal funding for the Marketplace Subsidy Program for DYs 
9 and 10 may be denied.  

d. Budget Neutrality.  This subsidy program will be subject to the budget neutrality limit 
specified in STC 118. 

90. Expenditures for Limited Benefit Budget Populations.  Effective January 1, 2014, the state 
may claim as allowable expenditures under the demonstration the payments made through its 
state-funded program to provide for a limited benefit package of supplemental services as 
follows: 

a. Uninsured Adults with Mental Illness.  Effective January 1, 2014 through April 30, 
2014, expenditures for a state-funded program that provides a limited benefit package 
of supplemental services for uninsured adults with mental illness and or substance 
abuse problems with incomes below 200 percent of the FPL.  Effective May 1, 2014, 
expenditures for a state-funded program that provides a limited benefit package of 
supplemental services for uninsured adults with mental illness and or substance abuse 
problems with incomes above 133 percent of the FPL and below 200 percent of the 
FPL who are ineligible for Medicaid. 

b. Persons living with HIV.  Effective January 1, 2014 through April 30, 2014, 
expenditures for a state-funded program that provides a limited benefit package of 
supplemental HIV services for persons living with HIV with incomes below 200 
percent of the FPL.  Effective May 1, 2014, expenditures for a state-funded program 
that provides a  limited benefit package of supplemental HIV services for persons 
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living with HIV with incomes above 133 percent of the FPL and below 200 percent of 
the FPL who are ineligible for Medicaid.   

c. Non-working disabled adults.  Effective January 1, 2014 through April 30, 2014, 
expenditures for a state-funded program that provides  a limited benefit package of 
supplemental services for non-working disabled adults ages 19-64 eligible for the 
General Public cash assistance program.  Effective May 1, 2014, expenditures for a 
state-funded program that provides a limited  benefit package of supplemental services 
for non-working disabled adults ages 19-64 eligible for the General Public cash 
assistance program with incomes above 133 percent of the FPL, but who do not 
qualify for disability benefits. 

XII. HEALTHY BEHAVIORS INCENTIVES PROGRAM 
 
91. Healthy Behaviors Incentives.  Subject to federal approval, the state may establish a program 

based on incentives:  individuals who adopt healthy behaviors may be eligible for rewards, 
ranging from a gift card for health-related goods to a premium holiday.  Such program may be a 
part of state’s efforts to reduce emergency room utilization, such as through the Communities of 
Care program.   

92. Healthy Behaviors Incentives Protocols. The state is required to submit protocols pertaining to 
the program no later than 60 days after the date of this approval (Attachment H).  Protocols must 
include, at a minimum, descriptions of the following: 

a. Populations impacted 

b. Incentives offered to beneficiaries 

c. Any penalties to disincentivize unhealthy behaviors 

d. Payment and financing methodologies, explaining which entities receive and administer 
funding, how incentive amounts are determined, and an explanation of any quality controls 
used to ensure proper use of funds.  

XIII. GENERAL REPORTING REQUIREMENTS 
 

93. General Financial Requirements.  The state must comply with all general financial 
requirements under title XIX and title XXI set forth in sections XIV and XV, respectively. 

94. Compliance with Managed Care Reporting Requirements.  The state must comply with all 
managed care reporting regulations at 42 CFR 438 et. seq. except as expressly waived or 
identified as not applicable in the expenditure authorities incorporated into these STCs. 

95. Reporting Requirements Relating to Budget Neutrality.  The state shall comply with all 
reporting requirements for monitoring budget neutrality as set forth in section XVI.  

96. Title XXI Reporting Requirements.  The state will provide to CMS on a quarterly basis, an 
enrollment report for the title XXI populations showing end of quarter actual and unduplicated 
ever enrolled figures.  This data will be entered into the Statistical Enrollment Data System within 
30 days after the end of each quarter.  
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97. Confirmation of CHIP Allotment with the Submission of CHIP State Plan Amendments.  
Should the state seek an amendment under the CHIP state plan that has a budgetary impact on 
allotment neutrality, the state shall submit an updated allotment neutrality budget with the CHIP 
state plan amendment for CMS review and approval.  

98. Quarterly Calls.  CMS shall schedule quarterly conference calls with the state for the duration of 
the demonstration.  The purpose of these calls is to discuss any significant actual or anticipated 
developments affecting the demonstration.  Areas to be addressed include, but are not limited to, 
MCO operations (such as contract amendments and rate certifications), health care delivery, 
enrollment, quality of care, access, benefits, audits, lawsuits, financial reporting and budget 
neutrality issues, health plan financial performance that is relevant to the demonstration, progress 
on evaluations, state legislative developments, and any demonstration amendments, concept 
papers, or state plan amendments the state is considering submitting.  The state and CMS shall 
discuss quarterly expenditure reports submitted by the state for purposes of monitoring budget 
neutrality.  CMS shall update the state on any amendments or concept papers under review as 
well as Federal policies and issues that may affect any aspect of the demonstration.  The state 
must inform CMS of any changes it anticipates making to the demonstration as a Category I, II, 
or III change.  The state and CMS shall jointly develop the agenda for the calls. 

99. Quarterly Operational Reports.  The state must submit quarterly progress reports in the format 
specified in Attachment E no later than 60 days following the end of each quarter.    

The intent of these reports is to present the State’s analysis and the status of the various 
operational areas under the demonstration.  These quarterly reports must include, but are not 
limited to: 

 
a. Updated budget neutrality and allotment neutrality monitoring spreadsheets;  

b. Events occurring during the quarter or anticipated to occur in the near future that affect health 
care delivery including approval and contracting with new plans; benefits; cost-sharing, 
enrollment; grievances; quality of care; access; health plan financial performance that is 
relevant to the demonstration; pertinent legislative activity; and other operational issues; 

c. Action plans for addressing any policy and administrative issues identified;  

d. Any changes the state made or plans to make to the demonstration as a Category I or II 
change; 

e. The number of individuals enrolled in each major program of the Comprehensive 
demonstration; including, but not limited to TANF and related programs, the extended family 
planning program; each of the limited benefit programs; and ABD with breakouts for the LTC 
reform community and institutional programs;  

f. The number of individuals served by and costs of the Marketplace Subsidy program; and  

g. Evaluation and Quality Assurance and Monitoring activities and interim findings. 

100. Annual Report.  The state must submit a draft annual report documenting accomplishments, 
project status, quantitative and case study findings, utilization data, and policy and administrative 
difficulties in the operation of the demonstration.  This report must also contain a discussion of 
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the items that must be included in the quarterly operational reports required under paragraph 99.  
The state shall submit the draft annual report no later than 120 days following the end of the 
demonstration year (May 1st).  Within 30 days of receipt of comments from CMS, a final annual 
report shall be submitted. 

The annual report for year 3 of the demonstration shall include an evidence package that CMS 
can use to conduct a quality review of the State’s Home and Community-Based Services system 
operated under the demonstration.  This review will be similar to the quality review currently 
conducted on all section 1915(c) waivers and will be used to evaluate the overall performance of 
the HCBS program and to identify the need for any modifications or technical assistance 
necessary to continue successful operation of the program.  Attachment G is a listing of the types 
of evidence-based information CMS must review in order to determine the State’s 
implementation of its quality management and improvement strategy – that is discovery, 
remediation, and improvement activities with regard to HCBS waiver assurances.  After 
reviewing the evidence package, the CMS Regional Office will contact the state staff to discuss 
necessary follow-up activities.  
 
For DY 7, the state must present an evaluation of the impact of the Marketplace Subsidy Program 
on QHP enrollment trends.  The evaluation must address the following questions: 

• How many parents/caretaker adults with incomes between 133 and 175 percent of the FPL 
have taken up QHP coverage with the assistance of the Marketplace Subsidy Program? 

• How many childless adults with incomes between 133 and 175 percent of the FPL have 
taken up QHP coverage? 

• Do enrollment trends in QHPs differ significantly between parents and childless adults 
with incomes between 133 and 175 percent of the FPL? 

• Based on the findings of this evaluation, please explain the state’s recommendations for 
the future of the Marketplace Subsidy Program. 

 
 
As a part of the Annual reports for Demonstration Years 8, 9 and 10, the State must collect and report 
data on the tracking of the following items for the Workforce Development DSHP project. Per 
Attachment R, tracking and reporting will include: 
• Number of graduates of each health professional training program for which FFP is claimed, 

within University of Rhode Island, Rhode Island College and the Community College of Rhode 
Island  

• Number of Graduates of each program/professional type (e.g. reporting will distinguish between 
physicians, nurses, dentists, physical therapists, and so on) and by practitioner specialty to the 
extent possible.  

• These data will be presented in a detailed annual report. Updates will be provided quarterly, as 
available. 

 
As a part of the Annual reports for Demonstration Years 8, 9 and 10, the State must collect and report 
data from the Commerce Corporation’s existing database on the tracking of the following items for 
the Wavemaker DSHP project. Per Attachment Q, tracking and reporting will include: 
 
• Number of Fellowship awardees and the estimated volume of Medicaid patients served by each 

awardee each year. 
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• Number of Fellowship awardees who have fulfilled their annual work commitment by working 
with a Medicaid provider serving Medicaid members and description of specific health 
care/medical job (job placement and employer information) in RI for each Fellowship awardee.  

• These data will be presented in a detailed annual report. Updates will be provided quarterly, as 
available. 

 
In addition, as part of the Annual reports for Demonstration Years 8, 9 and 10, the State must analyze 
whether support for DSHP programs resulted in a net increase in state spending (adjusted for 
inflation) in federally matched state expenditures. 
 

XIV. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XIX  
 

101. Quarterly Expenditure Reports.  The state shall provide quarterly expenditure reports using the 
form CMS-64 to report total expenditures for services provided under the Medicaid program, 
including those provided through the Demonstration under section 1115 authority.  This project is 
approved for expenditures applicable to services rendered during the demonstration period.  CMS 
shall provide FFP for allowable demonstration expenditures only as long as they do not exceed 
the pre-defined limits on the costs incurred as specified in section XVI.  

102. Reporting Expenditures Under the Demonstration.  In order to track expenditures under this 
demonstration, Rhode Island must report demonstration expenditures through the Medicaid and 
state Children's Health Insurance Program Budget and Expenditure System (MBES/CBES), 
following routine CMS-64 reporting instructions outlined in Section 2500 and Section 2115 of 
the state Medicaid Manual.  All demonstration expenditures claimed under the authority of title 
XIX of the Act must be reported each quarter on separate Forms CMS-64.9 Waiver and/or 64.9P 
Waiver, identified by the demonstration project number assigned by CMS (including the project 
number extension, which indicates the demonstration year in which services were rendered or for 
which capitation payments were made).  Expenditures for optional targeted low income children 
(CHIP Children) claimed under the authority of title XXI shall be reported each quarter on forms 
CMS-64.21U Waiver and/or CMS 64.21UP Waiver. 

a. For the extended family planning component of the demonstration, the state should report 
demonstration expenditures on Forms CMS-64.9 Waiver and/or 64.9P Waiver as follows: 

i. Allowable family planning expenditures eligible for reimbursement at the State’s 
Federal medical assistance percentage rate (FMAP) should be entered in Column (B) 
on the appropriate waiver sheets. 

ii. Allowable family planning expenditures eligible for reimbursement at the enhanced 
family planning match rate should be entered in Column (D) on the appropriate waiver 
sheets. 

 
b. Premiums and other applicable cost sharing contributions from enrollees that are collected by 

the state under the demonstration must be reported to CMS each quarter on Form CMS-64 
Summary Sheet line 9.D, columns (A) and (B).  Additionally, the total amounts that are 
attributable to the demonstration must be separately reported on the CMS-64 Narrative by 
demonstration year. 

c. For each demonstration year, twenty eight (28) separate Forms CMS-64.9 Waiver and/or 
64.9P Waiver must be completed to report expenditures for the following demonstration 
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populations and demonstration services.  The waiver names to be used to identify these 
separate Forms CMS-64.9 Waiver and/or 64.9P Waiver appear in the second column of the 
tables below, labeled “CMS-64 Eligibility Group Reporting.”  Expenditures should be 
allocated to these forms based on the guidance found below.    

 
 

Demonstration 
population 
number 

CMS-64 
Eligibility Group 
Reporting 

PMPM Grouping 
for Without 
Waiver Budget 
Neutrality 
Worksheets 

Budget 
Population 1 

ABD no TPL ABD no TPL 

Budget 
Population 2  

ABD TPL  ABD TPL 

Budget 
Population 3 

RIte Care RIte Care 

Budget 
Population 4 

CSHCN CSHCN 

Budget 
Population 14 

BCCTP ABD no TPL, 
ABD TPL 

Budget 
Population 22  

New Adult Group Low-Income Adult 
Group 

 
Demonstration 
population 
number 

CMS-64 
Eligibility Group 
Reporting 

PMPM Grouping 
for Without 
Waiver Budget 
Neutrality 
Worksheets 

Budget 
Population 7  

CHIP Children RIte Care 

 
Demonstration 
population 
number 

CMS-64 
Eligibility 
Group 
Reporting 

PMPM 
Grouping 
for Without 
Waiver 
Budget 
Neutrality 
Worksheets 

Budget 
Population 5 

EFP Family 
Planning 
Group 

Budget 
Population 6 

Pregnant 
Expansion 

RIte Care 
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Demonstration 
population 
number 

CMS-64 
Eligibility 
Group 
Reporting 

PMPM 
Grouping 
for Without 
Waiver 
Budget 
Neutrality 
Worksheets 

Budget 
Population 8 

Substitute 
care 

CSHCN 

Budget 
Population 9  

CSHCN 
Alt 

CNOM  

Budget 
Population 10  

Elders 65 
and over 

CNOM 

Budget 
Population 11 

217-like 
group 

217-like 
Group 

Budget 
Population 12 

217-like 
group 

217-like 
Group 

Budget 
Population 13 

217-like 
group 

217-like 
Group 

Budget 
Population 15 

AD Risk 
for LTC 

CNOM 

Budget 
Population 16  

Adult 
Mental 
Unins 

CNOM 

Budget 
Population 17  

Youth 
Risk 
Medic 

CNOM 

Budget 
Population 18  

HIV CNOM 

Budget 
Population 19  

AD Non-
working 

CNOM 

Budget 
Population 20  

Alzheimer 
adults 

CNOM 

Budget 
Population 21 

Beckett 
aged out 

CNOM 

 

Demonstration 
services 
number 

CMS-64 
Eligibility Group 
Reporting 

PMPM Grouping 
for Without 
Waiver Budget 
Neutrality 
Worksheets 

Budget 
Services 1 

Windows CNOM 

Budget 
Services 2  

RIteShare & 
Colltns  

RIte Care 
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Demonstration 
services 
number 

CMS-64 
Eligibility Group 
Reporting 

PMPM Grouping 
for Without 
Waiver Budget 
Neutrality 
Worksheets 

Budget 
Services 3 

Other Payments RIte Care 

Budget 
Services 4 

Core Preventive 
Services 

CNOM 

 
d. Specific Reporting Requirements for Budget Population 7.  

i. The state is eligible to receive title XXI funds for expenditures for this demonstration 
population, up to the amount of its title XXI allotment (including any reallocations or 
redistributions).  Expenditures for these children under title XXI must be reported on 
separate Forms CMS-64.21U Waiver and/or 64.21UP Waiver in accordance with the 
instructions in section 2115 of the state Medicaid Manual. 

ii. Title XIX funds are available under this demonstration if the state exhausts its title 
XXI allotment (including any reallocations or redistributions).  If the state exhausts its 
available title XXI funds prior to the end of a Federal fiscal year, title XIX Federal 
matching funds are available for these children.  During the period when title XIX 
funds are used, expenditures related to this demonstration population must be reported 
as waiver expenditures on the Forms CMS 64.9 Waiver and/or CMS 64.9P Waiver 
and will be considered expenditures subject to the budget neutrality agreement as 
defined in paragraph 103. 

 
e. Description of Budget Services. 

i. Budget Services 1 [Windows].  Cost of replacement windows in residences of lead 
poisoned eligibles. 

ii. Budget Services 2 [RIteShare & Colltns].  Premiums paid by state for ESI coverage 
and premiums paid by RIte Care enrollees. 
 

iii. Budget Services 3 [Other Payments].  Payments to health plans for performance 
incentives; risk sharing; and stop loss, as well as FQHC supplemental payments. 

 
iv. Budget Services 4 [Core Preventive Services].  Core and preventive services for 

Medicaid-eligible at-risk youth. 
 

103. Expenditures Subject to the Budget Neutrality Agreement.  For purposes of this section, the 
term “expenditures subject to the budget neutrality agreement” means expenditures for all 
medical assistance payments except DSH, the phased-down Part D contributions and LEA 
payments.  Such expenditures include all expenditures that are described in paragraph 102.  
Payments for medical assistance for emergency services for non-qualified aliens are subject to the 
budget neutrality agreement.  All expenditures that are subject to the budget neutrality agreement 
are considered demonstration expenditures and must be reported on Forms 64.9 Waiver and/or 
64.9P Waiver. 



Rhode Island Comprehensive Demonstration                                                     Page 63 of 124                                                          
Demonstration Approval Period: December 23, 2013 through December 31, 2018 
Amended April 13, 2017   

104. Premium Collection Adjustment.  The state must include demonstration premium collections as 
a manual adjustment (decrease) to the demonstration’s actual expenditures on a quarterly basis on 
the budget neutrality monitoring spreadsheet. 

105. Administrative Costs.  Administrative costs will not be included in the budget neutrality 
agreement, but the state must separately track and report additional administrative costs that are 
directly attributable to the demonstration.  All administrative costs must be identified on the 
Forms CMS-64.10 Waiver and/or 64.10P Waiver.  

106. Claiming Period.  All claims for expenditures subject to the budget neutrality agreement 
(including any cost settlements) must be made within 2 years after the calendar quarter in which 
the state made the expenditures.  All claims for services during the demonstration period 
(including any cost settlements) must be made within 2 years after the conclusion or termination 
of the demonstration.  During the latter 2-year period, the state must continue to identify 
separately net expenditures related to dates of service during the operation of the demonstration 
on the CMS-64 waiver forms in order to properly account for these expenditures in determining 
budget neutrality. 

107. Reporting Member Months.  The following describes the reporting of member months for 
demonstration populations: 

a. For the purpose of monitoring the budget neutrality agreement and for other purposes, the 
state must provide to CMS, as part of the quarterly report required under paragraph 99, the 
actual number of eligible member months for all Budget Populations defined in paragraph 
102.  The state must submit a statement certifying the accuracy of this information 
accompanying the quarterly report. 

To permit full recognition of “in-process” eligibility, reported counts of member months may 
be subject to revisions after the end of each quarter.  Member month counts may be revised 
retrospectively as needed.  

    
b. The term “eligible member months” refers to the number of months in which persons are 

eligible to receive services.  For example, a person who is eligible for 3 months contributes 
three eligible member months to the total.  Two individuals who are eligible for 2 months 
each contribute two eligible member months to the total, for a total of four eligible member 
months. 

108. Standard Medicaid Funding Process.  The standard Medicaid funding process must be used 
during the demonstration.  Rhode Island must estimate matchable demonstration expenditures 
(total computable and Federal share) subject to the budget neutrality agreement and separately 
report these expenditures by quarter for each Federal fiscal year on the Form CMS-37 for both the 
Medical Assistance Payments (MAP) and state and Local Administration Costs (ADM).  CMS 
shall make Federal funds available based upon the State’s estimate, as approved by CMS.  Within 
30 days after the end of each quarter, the state must submit the Form CMS-64 quarterly Medicaid 
expenditure report, showing Medicaid expenditures made in the quarter just ended.  CMS shall 
reconcile expenditures reported on the Form CMS-64 with Federal funding previously made 
available to the state, and include the reconciling adjustment in the finalization of the grant award 
to the state. 
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109. Extent of Federal Financial Participation for the Demonstration.  Subject to CMS approval of 
the source(s) of the non-Federal share of funding, CMS shall provide FFP at the applicable 
Federal matching rates for the demonstration as a whole as outlined below, subject to the limits 
described in section XVI: 

a. Net expenditures and prior period adjustments of the Medicaid program that are paid in 
accordance with the approved Medicaid state plan; and 

b. Net medical assistance expenditures made under section 1115 demonstration authority with 
dates of service during the demonstration period. 

110. Extent of Federal Financial Participation for the Extended Family Planning Program. CMS 
shall provide Federal Financial Participation (FFP) for CMS-approved services (including 
prescriptions) provided to women under the extended family planning program at the following 
rates and as described in Section X of these STCs. 

a. For procedures or services clearly provided or performed for the primary purpose of family 
planning (contraceptives and sterilizations) and which are provided in a family planning 
setting, FFP will be available at the 90 percent Federal matching rate.  Procedure codes for 
office visits, laboratory tests, and certain other procedures must carry a diagnosis that 
specifically identifies them as a family planning service.  

b. Family planning-related services reimbursable at the Federal Medical Assistance Percentage 
(FMAP) rate are defined as those services generally performed as part of, or as follow-up to, a 
family planning service for contraception.  Such services are provided because a “family 
planning-related” problem was identified/ diagnosed during a routine/periodic family 
planning visit.  Services/surgery, which are generally provided in an ambulatory surgery 
center/facility, a special procedure room/suite, an emergency room, an urgent care center, or a 
hospital for family planning-related services, are not considered family planning-related 
services and are not covered under the demonstration.   

c. FFP will not be available for the costs of any services, items, or procedures that do not meet 
the requirements specified above, even if family planning clinics or providers provide them.  
For example, in the instance of testing for sexually transmitted infections as part of a family 
planning visit, FFP will be available at the 90 percent Federal matching rate.  Subsequent 
treatment would be paid for at the applicable federal matching rate for the state.  For testing or 
treatment not associated with a family planning visit, no FFP will be available. 

d. CMS will provide FFP at the appropriate 50 percent administrative match rate for general 
administration costs, such as, but not limited to, claims processing, eligibility assistance and 
determinations, outreach, program development, and program monitoring and reporting. 

111. Sources of Non-Federal Share.  Rhode Island certifies that the matching non-federal share of 
funds for the demonstration is state/local monies.  Rhode Island further certifies that such funds 
shall not be used as the match for any other federal grant or contract, except as permitted by law.  
Premiums paid by enrollees and collected by the state shall not be used as a source of non-federal 
share for the demonstration.  All sources of non-federal funding must be compliant with section 
1903(w) of the Act and applicable regulations.  In addition, all sources of the non-federal share of 
funding are subject to CMS approval.  
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a. CMS may review the sources of the non-federal share of funding for the demonstration at any 
time.  Rhode Island agrees that all funding sources deemed unacceptable by CMS shall be 
addressed within the time frames set by CMS. 

b. Any amendments that impact the financial status of the program shall require Rhode Island to 
provide information to CMS regarding all sources of the non-Federal share of funding. 
 

Under all circumstances, health care providers must retain 100 percent of the reimbursement amounts 
claimed by the state as demonstration expenditures.  Moreover, no pre-arranged agreements 
(contractual or otherwise) may exist between the health care providers and the state government to 
return and/or redirect any portion of the Medicaid payments.  This confirmation of Medicaid payment 
retention is made with the understanding that payments that are the normal operating expenses of 
conducting business (such as payments related to taxes (including health care provider-related taxes), 
fees, and business relationships with governments that are unrelated to Medicaid and in which there 
is no connection to Medicaid payments) are not considered returning and/or redirecting a Medicaid 
payment. 
 
If the state pays the Managed Care Organizations at a rate which has not been approved by CMS, the 
state will agree to reconcile these payments to be in accordance with the final rates that are approved 
by CMS.  
 

112. Monitoring the Demonstration.  The state will provide CMS with information to effectively 
monitor the demonstration, upon request, in a reasonable time frame 

 
XV. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XXI 
 

113. Quarterly Expenditure Reports.  In order to track title XXI expenditures under this 
demonstration, the state must report quarterly demonstration expenditures through the 
MBES/CBES, following routine CMS-64.21 reporting instructions as outlined in sections 2115 
and 2500 of the state Medicaid Manual.  Eligible title XXI demonstration expenditures are 
expenditures for services provided to title XXI children who are eligible with FPL levels within 
the approved CHIP state plan.  CMS will provide enhanced FFP only for allowable expenditures 
that do not exceed the State’s available title XXI funding. 

Title XXI expenditures must be reported on separate Forms CMS-64.21U Waiver and/or CMS-
64.21UP Waiver, identified by the Demonstration project number assigned by CMS (including 
project number extension, which indicates the demonstration year in which services were 
rendered or for which capitation payments were made).   

 
114. Claiming Period.  All claims for expenditures related to the demonstration (including any cost 

settlements) must be made within 2 years after the calendar quarter in which the state made the 
expenditures.  Furthermore, all claims for services during the demonstration period (including 
cost settlements) must be made within 2 years after the conclusion or termination of the 
demonstration.  During the latter 2-year period, the state must continue to identify separately on 
the Form CMS-21 net expenditures related to dates of service during the operation of the section 
1115 demonstration. 

115. Standard CHIP Funding Process.  The standard CHIP funding process will be used during the 
demonstration.  Rhode Island must estimate matchable expenditures for CHIP Children and 
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Pregnant Women between 185 percent and 250 percent of the FPL on the quarterly Form CMS-
37.12 (Narrative) for both Medicaid Assistance Payments (MAP) and state and local 
Administrative costs (ADM).  CMS will make Federal funds available based upon the State’s 
estimate, as approved by CMS.  Within 30 days after the end of each quarter, the state must 
submit the Form CMS-64.21U Waiver and/or CMS-64.21UP Waiver.  CMS will reconcile 
expenditures reported on the Form CMS-64.21 waiver forms with Federal funding previously 
made available to the state, and include the reconciling adjustment in the finalization of the grant 
award to the state.  

116. Limit on Title XXI Funding.  Rhode Island will be subject to a limit on the amount of Federal 
title XXI funding that the state may receive on demonstration expenditures during the 
demonstration period.  Federal title XXI funding available for demonstration expenditures is 
limited to the State’s available allotment, including any redistributed funds.  Should the state 
expend its available allotment and redistribution, no further enhanced Federal matching funds will 
be available for the expenditures for demonstration Populations 6 and 7 until the next allotment 
becomes available.  Once all available title XXI funds are exhausted, the state will continue to 
provide coverage to Demonstration Population 6 and 7 and is authorized to claim Federal funding 
under title XIX funds (title XIX funds are not available for the separate program) until further 
title XXI Federal funds become available.  The state must request a Category II change per the 
process outlined in STC 18 and notify CMS of its intent to exercise its authority to cover 
Population 7 using title XIX funds.  When title XXI funds are exhausted Population 7 derives its 
eligibility through the costs not otherwise matchable authority under the demonstration and will 
be considered a title XIX expenditure. 

117. Limit on Administrative Costs.  Total expenditures for outreach and other reasonable costs to 
administer the title XXI state plan and for the demonstration that are applied against the State’s 
title XXI allotment may not exceed 10 percent of total expenditures. 

XVI. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION 
 
118. Limit on Title XIX Funding.  The state shall be subject to a limit on the amount of federal title 

XIX funding that the state may receive on selected Medicaid expenditures during the period of 
approval of the demonstration. For the first five years of the demonstration, the limit was set at an 
aggregate amount of $12.075 billion (total computable), and beginning January 1, 2014, the limit 
is determined by using a per capita cost method.  Budget neutrality expenditure limits are set on a 
yearly basis based on calculated member months with a cumulative budget neutrality expenditure 
limit for the length of the entire demonstration.  The data supplied by the state to CMS to set the 
annual caps is subject to review and audit, and if found to be inaccurate, will result in a modified 
budget neutrality expenditure limit.  CMS’ assessment of the state’s compliance with these annual 
limits will be done using the Schedule C report from the CMS-64.  

119. Risk. Effective January 1, 2014, the state will be at risk for the per capita cost for demonstration 
populations as defined in STC 20, but not at risk for the number of participants in the 
demonstration population.  By providing FFP without regard to enrollment in the demonstration 
populations, CMS will not place the state at risk for changing economic conditions that impact 
enrollment levels.  However, by placing the state at risk for the per capita costs of current 
eligibles, CMS assures that the demonstration expenditures do not exceed the levels that would 
have been realized had there been no demonstration. 
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120. Calculation of the Budget Neutrality Limit. For the purpose of calculating the overall budget 
neutrality limit for the demonstration beginning January 1, 2014, separate annual budget limits 
will be calculated for each DY on a total computable basis, as described in STC 125.a. below.  
The annual limits will then be added together with the prior aggregate cap amount ($12.075 
billion) to obtain a budget neutrality limit for the entire demonstration period.  The Federal share 
of this limit will represent the maximum amount of FFP that the state may receive during the 
demonstration period for the types of demonstration expenditures described below.  The Federal 
share of this limit will be calculated by multiplying the total computable budget neutrality limit 
by Composite Federal Share 1, which is defined in STC 128 below. The demonstration 
expenditures subject to the budget neutrality limit are those reported under the following Waiver 
Names (ABD Adults No TPL, ABD Adults TPL, RIte Care, CSHCN), plus any excess spending 
from the Supplemental Tests described in STCs 122 and 123.  

121. Per Capita Budget Neutrality Limit and Aggregate Adjustment.  For each DY, separate 
annual budget limits of demonstration service expenditures will be calculated.  Each annual 
budget limit will have per capita and aggregate components.    

a. Per capita limits. The per capita component is determined as the sum of the products of the 
trended monthly per person cost times the actual number of eligible/member months, as 
reported to CMS by the state under the guidelines set forth in STC 107.  The trend rates and 
per capita cost estimates for each MEG for each year of the demonstration are listed in the 
table below.   

 
MEG 

Trend 
Rate 

DY 6 
(CY 2014) 

DY 7 
(CY 2015) 

DY 8 
(CY 2016) 

DY 9 
(CY 2017) 

DY 10 
(CY 2018) 

ABD Adults No TPL 4.3% $2,667 $2,781 $2,899 $3,023 $3,152 
ABD Adults TPL 4.3% $3,016 $3,144 $3,278 $3,417 $3,563 
RIte Care 5.2% $455 $479 $504 $530 $558 
CSHCN 5.0% $2,689 $2,825 $2,967 $3,116 $3,273 

 
b. Aggregate adjustments. The difference between actual demonstration expenditures for DY 1 – 

5 and the demonstration’s aggregate cap for DY 1-5 ($12.075 billion) will be added to the per 
capita limits to determine the cumulative budget neutrality limit for the demonstration.  

122. Supplemental Budget Neutrality Test 1: Hypothetical Groups.  Effective January 1, 2014, 
the budget neutrality test for this demonstration includes an allowance for hypothetical 
populations, which are optional populations that could have been added to the Medicaid program 
through the state plan, but instead will be covered in the demonstration only.  The expected costs 
of hypothetical populations are reflected in the “without-waiver” budget neutrality expenditure 
limit.  The state must not accrue budget neutrality “savings” from hypothetical populations.  To 
accomplish these goals, a separate expenditure cap is established for the hypothetical groups, to 
be known as Supplemental Budget Neutrality Test 1.   

a. The MEGs listed in the table below are for the Supplemental Budget Neutrality Test 1.   

MEG Trend 
Rate 

DY 6 
(CY 2014) 

DY 7 
(CY 2015) 

DY 8 
(CY 2016) 

DY 9 
(CY 2017) 

DY 10 
(CY 2018) 
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217-like Group 3.1% $3,629 $3,735 $3,848 $3,968 $4,095 
Family 
Planning 
Group 

5.3% 
$19 $20 $21 $22 $23 

 
b. The Supplemental Cap 1 is calculated by taking the PMPM cost projection for each group in 

the above table in each DY, times the number of eligible member months for that group and 
DY, and adding the products together across groups and DYs.  The Federal share of 
Supplemental Cap 1 is obtained by multiplying the total computable Supplemental Cap 1 by 
Composite Federal Share 2.   

c. Supplemental Budget Neutrality Test 1 is a comparison between the Federal share of 
Supplemental Cap 1 and total FFP reported by the State for hypothetical groups under the 
MEG “217-like group” described in STC 102.   

d. If total FFP for hypothetical groups should exceed the Federal share of Supplemental Cap 1, 
the difference must be reported as a cost against the budget neutrality limit described in 
paragraph 102.   

123. Monitoring of New Adult Group Spending and Opportunity to Adjust Projections. For each 
DY, a separate annual budget limit for the new adult group will be calculated as the product of the 
trended monthly per person cost times the actual number of eligible/member months as reported 
to CMS by the state under the guidelines set forth in STC 107. The trend rates and per capita cost 
estimates for the new adult group are listed in the table below.  

MEG  Trend 
Rate 

DY 6 – 
PMPM 

DY 7 - 
PMPM 

DY 8 - 
PMPM 

DY 9 - 
PMPM 

DY 10 - 
PMPM 

New Adult 
Group 5.1% $773 $813 $855 $899 $945 

 
a. If the state’s experience of the take up rate for the new adult group and other factors that 

affect the costs of this population indicates that the new adult group PMPM limit described 
above may underestimate the actual costs of medical assistance for the new adult group, the 
state has the opportunity to submit an adjustment the PMPM limit, along with detailed 
expenditure data to justify this, for CMS review without submitting an amendment pursuant 
to STC 6.  In order to ensure timely adjustments to the PMPM limit for a demonstration year, 
the revised projection must be submitted to CMS by no later than the end of the third quarter 
of the demonstration year for which the adjustment would take effect.  

b. The  budget limit for the new adult group is calculated by taking the PMPM cost projection 
for the above group in each DY, times the number of eligible member months for that group 
and DY, and adding the products together across DYs.  The federal share of the budget 
neutrality cap is obtained by multiplying total computable budget neutrality cap by the federal 
share.   

c. The state will not be allowed to obtain budget neutrality “savings” from this population. 
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d. If total FFP reported by the state for the new adult group should exceed the federal share of 
FFP for the budget limit for the new adult group by more than 3 percent following each 
demonstration year, the state must submit a corrective action plan to CMS for approval.   

124. Composite Federal Share Ratios.  The Composite Federal Share is the ratio calculated by 
dividing the sum total of Federal financial participation (FFP) received by the state on actual 
demonstration expenditures during the approval period, as reported through the MBES/CBES and 
summarized on Schedule C (with consideration of additional allowable demonstration offsets 
such as, but not limited to, premium collections) by total computable demonstration expenditures 
for the same period as reported on the same forms.  There are three Composite Federal Share 
Ratios for this demonstration: Composite Federal Share 1, based on the expenditures reported 
under the MEGs listed in STC 121 (which are further defined by demonstration group in 
STC121); Composite Federal Share 2, based on the expenditures reported under the “217-like 
group” MEG, defined in STC 122; and Composite Federal Share 3, based on the expenditures 
reported under the “New Adult Group” MEG, defined in STC 123.   Should the demonstration be 
terminated prior to the end of the extension approval period (see STC 10), the Composite Federal 
Share will be determined based on actual expenditures for the period in which the demonstration 
was active.  For the purpose of interim monitoring of budget neutrality, a reasonable estimate of 
Composite Federal Share may be developed and used through the same process or through an 
alternative mutually agreed upon method. 

125. Future Adjustments to the Budget Neutrality Expenditure Limit.  CMS reserves the right to 
adjust the budget neutrality expenditure limit to be consistent with enforcement of impermissible 
provider payments, health care related taxes, new Federal statutes, or policy interpretations 
implemented through letters, memoranda, or regulations with respect to the provision of services 
covered under the demonstration. 

126. Enforcement of Budget Neutrality.  CMS shall enforce budget neutrality over the life of the 
demonstration, rather than on an annual basis.  However, if the state’s expenditures exceed the 
calculated cumulative budget neutrality expenditure cap by the percentage identified below for 
any of the demonstration years, the state must submit a corrective action plan to CMS for 
approval.  The state will subsequently implement the approved corrective action plan. 

Demonstration 
Year 

Cumulative Target 
Definition 

Percentage 

DY 6 Cumulative budget 
neutrality limit plus: 

2.0 percent 

DY 7 Cumulative budget 
neutrality limit plus:  

1.5 percent 

DY 8 Cumulative budget 
neutrality limit plus:  

1.0 percent 

DY 9 Cumulative budget 
neutrality limit plus:  

0.5 percent 

DY 10 Cumulative budget 
neutrality limit plus: 

0 percent 

 
127. Exceeding Budget Neutrality.  If the cumulative budget neutrality expenditure limit has been 

exceeded at the end of the demonstration period, the excess Federal funds must be returned to 
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CMS.  If the demonstration is terminated prior to the end of the budget neutrality agreement, an 
evaluation of this provision will be based on the time elapsed through the termination date. 

XVII. EVALUATION OF THE DEMONSTRATION/ QUALITY ASSURANCE AND 
QUALITY IMPROVEMENT 

 
128. State Must Separately Evaluate Components of the Demonstration.  As outlined in 

subparagraphs (a) and (b), the outcomes from each evaluation component must be integrated into 
one programmatic summary that describes whether the state met the demonstration goal, with 
recommendations for future efforts regarding both components.  The state must submit to CMS 
for approval a draft evaluation design no later than 120 days after award of the demonstration. 
The state must submit to CMS for approval any changes to the evaluation design due to additional 
components in the demonstration no later than 90 days after amendment approval. CMS has 60 
days to review the updated evaluation design.  The evaluation must outline and address evaluation 
questions for both of the following components: 

a. Rhode Island Comprehensive Demonstration.  At a minimum, the draft design must include a 
discussion of the goals, objectives, and evaluation questions specific to the entire 
demonstration.  The draft design must discuss the outcome measures that will be used in 
evaluating the impact of the demonstration during the period of approval, particularly among 
the target population.  The evaluation must address the adequacy and appropriateness of the 
benefit coverage, safety and outcome of the LTC reform and expansion groups, especially the 
extended Family Planning, HIV Services, Elders 65 and Over and Parents pursuing behavioral 
health services expansion groups.  It must discuss the data sources and sampling methodology 
for assessing these outcomes.  The draft evaluation design must include a detailed analysis 
plan that describes how the effects of the demonstration shall be isolated from other initiatives 
occurring in the state.  The draft design must identify whether the state will conduct the 
evaluation, or select an outside contractor for the evaluation.  

b. Focused Evaluations.  The separate components of the demonstration that must be evaluated 
include, but are not limited to, the following: 

i. LTC Reform, including the HCBS-like and PACE-like programs; 
ii. RIte Care; 

iii. Rite Share; 
iv. The section 1115 Expansion Programs (Limited Benefit Programs), including but not 

limited to:  
(1) Children and Families in Managed Care and Continued eligibility for Rite Care 

parents when kids are in temporary state custody; 
(2) Children with Special Health Care Needs; 
(3) Elders 65 and Over; 
(4) HCBS for Frail Elders, HCBS for adults with disabilities, HCBS for Kids in 

residential diversion and HCBS for at risk/Medicaid eligible youth; 
(5) Uninsured adults with mental illness/substance abuse problems; 
(6) Coverage of detection and intervention services for at risk young children; 
(7) HIV Services;  
(8) The Marketplace Subsidy Program 
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129. Accountable Entity Roadmap. The Accountable Entity Roadmap will be a conceptualized 
living document that will be updated annually to ensure that best practices and lessons are 
learned throughout implementation, that can be leveraged and incorporated into the State’s 
overall vision of delivery system reform. The state must submit annually the Accountable Entity 
Blue Print document as outlined in STC #47. The Blueprint must contain elements of STC #47 
a-n. 

 
130. Interim Evaluation of the Marketplace Subsidy Program. The state must submit an interim 

evaluation of the Marketplace subsidy program to CMS by September 1, 2014 that meets the 
requirements of the CMS-approved evaluation design. The state must evaluate the number of 
individuals who participate in the program compared against the number of individuals who 
were enrolled in RIte Care and RIte Share in December 31, 2013.  The state must evaluate 
whether and how the change in the premium subsidy affected enrollment. 
 

131. Interim Evaluation of the Accountable Entities Program.   The state must submit an interim 
evaluation of the Accountable Entities program to CMS by December 1, 2018 that meets the 
requirements of the CMS-approved evaluation design. The state must evaluate the number of 
Certified Accountable Entities that participate in the program and the benchmarks used for the 
final evaluation of the effectiveness of the AEs. 

132. Interim Evaluation Reports.  In the event the state requests an extension of the demonstration 
beyond the current approval period under the authority of section 1115(a), (e), or (f) of the Act, 
the state must submit an interim evaluation report as part of the State’s request for each 
subsequent renewal. 

133. Final Evaluation Design and Implementation.   

a. CMS must provide comments on the draft evaluation design within 60 days of receipt, and the 
state shall submit a final design within 60 days after receipt of CMS comments.   

b. The state must implement the evaluation design and submit its progress in each quarterly 
operational and annual report.   

c. The state must submit to CMS a draft of the evaluation report within 120 days after expiration 
of the demonstration.  CMS must provide comments within 60 days after receipt of the report.  
The state must submit the final evaluation report within 60 days after receipt of CMS 
comments.   

134. Cooperation with Federal Evaluators.  Should CMS undertake an evaluation of the 
demonstration, the state must fully cooperate with Federal evaluators and their contractors’ efforts 
to conduct an independent federally funded evaluation of the demonstration. 

 
XVIII. SCHEDULE OF DELIVERABLES FOR THE DEMONSTRATION PERIOD 
 

Date - 
Specific 

Deliverable STC Reference 
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120 days after 
award of the 

demonstration 

Submit Draft Evaluation Plan, including the 
Extended Family Planning program 

Section XVII, paragraph 
128 

September 1, 
2014 

Interim Evaluation of Marketplace Subsidy 
Program 

Section XVII, paragraph 
130 

December 1, 
2018 

Interim Evaluation of Accountable Entities 
Program  

Section XIX, paragraph 
130 

Annual By May 1st - Draft Annual Report Section XV, paragraph 100 

 Quarterly 

CHIP Enrollment Reports Section XII, paragraph 96 

Operational Reports  Section XV, paragraph 99 

Title XIX Expenditure Reports  Section XIV, paragraph 
102 

Title XXI Expenditure Reports Section XV, paragraph 113 

Eligible Member Months  Section XIV, paragraph 
107 
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ATTACHMENT A – Managed Care Demonstration Only Benefits 
 
These benefits are not provided under the Rhode Island Medicaid State Plan, but only under the 
demonstration and for persons enrolled in managed care delivery systems, including risk based 
managed care (e.g. RIte Care) and PCCM programs (e.g. ConnectCare Choice). 
 

Nutrition services  
Individual/group education, parenting and childbirth education classes  
Tobacco cessation services for non-pregnant beneficiaries  
Window replacement for lead-poisoned children   
Complementary alternative medicine services to a subset of enrollees with chronic pain 
diagnoses 

 
 
 
 
  



Rhode Island Comprehensive Demonstration                                                     Page 74 of 124                                                          
Demonstration Approval Period: December 23, 2013 through December 31, 2018 
Amended April 13, 2017   

ATTACHMENT B   - Core and Preventive Home and Community-based Service Definitions 
 
CORE SERVICES 
 
Homemaker:  Services that consist of the performance of general household tasks (e.g., meal 
preparation and routine household care) provided by a qualified homemaker, when the individual 
regularly responsible for these activities is temporarily absent or unable to manage the home and care 
for him or herself or others in the home.  Homemakers shall meet such standards of education and 
training as are established by the state for the provision of these activities.  
 
Environmental Modifications (Home Accessibility Adaptations): Those physical adaptations to 
the home of the member or the member’s family as required by the member’s service plan, that are 
necessary to ensure the health, welfare, and safety of the member or that enable the member to attain 
or retain capability for independence or self-care in the home and to avoid institutionalization, and are 
not covered or available under any other funding source.  A completed home assessment by a 
specially trained and certified rehabilitation professional is also required.  Such adaptations may 
include the installation of modular ramps, grab-bars, vertical platform lifts and interior stair lifts. 
Excluded are those adaptations that are of general utility, and are not of direct medical or remedial 
benefit to the member.  Excluded are any re-modeling, construction, or structural changes to the 
home, i.e. (changes in load bearing walls or structures) that would require a structural engineer, 
architect and/or certification by a building inspector.  Adaptations that add to the total square footage 
of the home are excluded from this benefit.  All adaptations shall be provided in accordance with 
applicable state or local building codes and  prior approved on an individual basis by the EOHHS 
Office of Long Term Services and Supports is required.  Items should be of a nature that they are 
transferable if a member moves from his/her place of residence. 
 
Special Medical Equipment: Specialized Medical Equipment and supplies to include Ceiling or 
Wall Mounted Patient Lift, Track System, tub slider system, rolling shower chair and/or Automatic Door 
Opener, which enable a member to increase his/her ability to perform activities of daily living, 
including such other durable and non-durable medical equipment not available under the Medicaid-
funded primary and acute care system that is necessary to address participant functional limitations.  
Items reimbursed with waiver funds are in addition to any medical equipment and supplies furnished 
under the Medicaid-funded primary and acute care system and exclude those items that are not of 
direct medical or remedial benefit to the member. Medical equipment funded under the primary and 
acute care system includes items such as wheel chairs, prosthetics, and orthotics.  These services that 
were provided under the authority of the Rhode Island State Plan prior to the 1115 Waiver approval.  
These items are still available under the 11115 Waiver and are described on the EOHHS website.  All 
items shall meet applicable standards of manufacture, design and installation. Provision of Special 
Medical Equipment requires prior approval on an individual basis by the EOHHS, Office of Long 
Term Services and Supports and a home assessment completed by a specially trained and certified 
rehabilitation professional.  Items should be of a nature that they are trnsferable if a member moves 
from his/her place of residence.  Excluded are any re-modeling, construction, or structural changes to 
the home, (i.e. changes in load bearing walls or structures) that would require a structural engineer, 
architect and/or certification by a building inspector. 
 
Minor Environmental Modifications: Minor modifications to the home may include grab bars, 
versa frame (toilet safety frame), handheld shower and/or diverter valve, raised toilet seats, and other 
simple devices or appliances, such as eating utensils, transfer bath bench, shower chair, aids for 
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personal care (e.g., reachers), and standing poles to improve home accessibility adaption, health, or 
safety. 
 
Meals on Wheels (Home Delivered Meals):  The delivery of hot meals and shelf staples to the 
waiver recipient’s residence.  Meals are available to an individual who is unable to care for his/her 
nutritional needs because of a functional dependency/disability and who requires this assistance to 
live in the community.  Meals provided under this service will not constitute a full daily nutritional 
requirement.  Meals must provide a minimum of one-third of the current recommended dietary 
allowance.  Provision of home delivered meals will result in less assistance being authorized for meal 
preparation for individual participants, if applicable. 
 
Personal Emergency Response (PERS):  PERS is an electronic device that enables certain 
individuals at high risk of institutionalization to secure help in an emergency.  The individual may 
also wear a portable "help" button to allow for mobility.  The system is connected to the individual's 
phone and programmed to signal a response center once a "help" button is activated. Trained 
professionals staff the response center, as specified by Center for Adult Health contract standards.  
This service includes coverage for installation and a monthly service fee.  Providers are responsible 
to insure the upkeep and maintenance of the devices/systems. 
 
LPN Services (Skilled Nursing):  Licensed Practical Nurse services provided under the supervision 
of a Registered Nurse.  Licensed Practical Nurse Services are available to participants who require 
interventions beyond the scope of Certified Nursing Assistant (C.N.A.) duties.  LPN services are 
provided in accordance with the Nurse Practice Act under the supervision of a registered nurse.  This 
service is aimed at individuals who have achieved a measure of medical stability despite the need for 
chronic care nursing interventions.  Individuals are assessed by a Registered Nurse (RN) in the 
EOHHS, Office of Community Programs.  
 
Community Transition Services:  Community Transition Services are non-recurring set-up 
expenses for individuals who are transitioning from an institutional or another provider-operated 
living arrangement to a living arrangement in a private residence where the individual is directly 
responsible for his or her own living expenses.  Allowable expenses are those necessary to enable an 
individual to establish a basic household; these expenses do not constitute room and board and may 
include:  security deposits that are required to obtain a lease on an apartment or home, essential 
household furnishings, and moving expense, set-up fees or deposits for utility or service access, 
services necessary for the individual’s health and safety and activities to assess need, arrange for, and 
procure needed resources.  Community Transition Services are furnished only to the extent that the 
services are reasonable and necessary as determined through the service plan development process, 
the services are clearly identified in the service plan, and the individual is unable to meet such 
expense or the services cannot be obtained from other sources.  The services do not include ongoing 
shelter expenses, food, regular utility charges, household appliances or items intended for recreational 
purposes. 
 
Residential Supports:  Assistance with acquisition, retention, or improvement in skills related to 
activities of daily living, such as personal grooming and cleanliness, bed making and household 
chores, eating and the preparation of food, and the social and adaptive skills necessary to enable the 
individual to reside in his/her own home and a non-institutional setting.  Payments for residential 
habilitation are not made for room and board, the cost of facility maintenance (where applicable), or 
upkeep and improvement. 
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Day Supports:  Assistance with acquisition, retention, or improvement in self-help, socialization and 
adaptive skills. Day supports focus on enabling the individual to attain or maintain his/her maximum 
functioning level, and are coordinated with any other services identified in the person’s individual 
plan. 
 
Supported Employment:  Includes activities needed to sustain paid work by individuals receiving 
waiver services, including supervision, transportation and training.  When supported employment 
services are provided at a work site in which persons without disabilities are employed, payment will 
be made only for the adaptations, supervision, and training required by an individual receiving waiver 
services as a result of his/her disabilities, and will not include payment for the supervisory activities 
rendered as a normal part of the business setting. 
 
Supported Living Arrangements:  Personal care and services, homemaker, chore, attendant care, 
companion services, and medication oversight (to the extent permitted under state law) provided in a 
private home by a principal care provider who lives in the home.  Supported Living Arrangements are 
furnished to adults who receive these services in conjunction with residing in the home.  Separate 
payment will not be made for homemaker or chore services furnished to an individual receiving 
Supported Living Arrangements, since these services are integral to and inherent in the provision of 
adult foster care services. 
 
Private Duty Nursing:  Individual and continuous care (in contrast to part time or intermittent care) 
provided by licensed nurses within the scope of state law and as identified in the Individual Service 
Plan (ISP).  These services are provided to an individual at home and require an assessment to be 
completed by a Registered Nurse (RN) from the Office of Community Programs. 
 
Supports for Consumer Direction (Supports Facilitation):  Focuses on empowering participants 
to define and direct their own personal assistance needs and services; guides and supports, rather than 
directs and manages, the participant through the service planning and delivery process. The 
Facilitator counsels, facilitates, and assists in development of an ISP which includes both paid and 
unpaid services and supports designed to allow the participant to live in the home and participate in 
the community.  A back-up plan is also developed to assure that the needed assistance will be 
provided in the event that regular services identified in the Individual Service Plan are temporarily 
unavailable. 
 
Participant Directed Goods and Services:  Participant Directed Goods and Services are services, 
equipment, or supplies not otherwise provided through this waiver or through the Medicaid state plan 
that address an identified need, that are in the approved ISP (including improving and maintaining the 
individual’s opportunities for full membership in the community), and that meet the following 
requirements:  the item or service would decrease the need for other Medicaid services; AND/OR the 
item or service would promote inclusion in the community; AND/OR the item or service would 
increase the individual’s ability to perform ADLs or IADLs; AND/OR the item or service would 
increase the person’s safety in the home environment; AND alternative funding sources are not 
available.  Individual Goods and Services are purchased from the individual’s self-directed budget 
through the fiscal intermediary when approved as part of the ISP.  Examples include a laundry 
service for a person unable to launder and fold clothes, or a microwave for a person unable to use a 
stove due to his/her disability.  This will not include any good/service that would be restrictive to the 
individual or strictly experimental in nature. 
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Case Management:  Services that assist participants in gaining access to needed waiver and other 
state plan services, as well as needed medical, social, educational, and other services, regardless of 
the funding source for the services to which access is gained.  Case managers are responsible for 
ongoing monitoring of the provision of services included in the individual's plan of care.   Case 
managers initiate and oversee the process of assessment and reassessment of the individual's level of 
care and review of plans of care on an annual basis and when there are significant changes in client 
circumstances. 
 
Senior Companion (Adult Companion Services):  Non-medical care, supervision, and socialization 
provided to a functionally impaired adult.  Companions may assist or supervise the participant with 
such tasks as meal preparation, laundry, and shopping.  The provision of companion services does not 
entail hands-on nursing care.  Providers may also perform light housekeeping tasks, which are 
incidental to the care and supervision of the participant.  This service is provided in accordance with 
a therapeutic goal in the service plan of care. 
 
Assisted Living:  Personal care and services, homemaker, chore, attendant care, companion services, 
medication oversight (to the extent permitted under state law), therapeutic social and recreational 
programming, provided in a home-like environment in a licensed community care facility in 
conjunction with residing in the facility.  This service includes 24-hour on-site response staff to meet 
scheduled or unpredictable needs in a way that promotes maximum dignity and independence, and to 
provide supervision, safety and security.  Other individuals or agencies may also furnish care directly, 
or under arrangement with the community care facility; but the care provided by these other entities 
supplements that provided by the community care facility and does not supplant it. 
   
Personalized care is furnished to an individual who resides in his/her own living units (which may 
include dually occupied units when both occupants consent to the arrangement) which may or may 
not include kitchenette and/or living rooms, and which contain bedrooms and toilet facilities.  The 
consumer has a right to privacy.  Living units may be locked at the discretion of the consumer, except 
when a physician or mental health professional has certified in writing that the consumer is 
sufficiently cognitively impaired as to be a danger to self or others if given the opportunity to lock the 
door.  (This requirement does not apply where it conflicts with fire code.)  Each living unit is separate 
and distinct from each other unit.  The facility must have a central dining room, living room, or 
parlor, and common activity center(s) (which may also serve as living room or dining room).  The 
consumer retains the right to assume risk, tempered only by the individual's ability to assume 
responsibility for that risk.  Care must be furnished in a way which fosters the independence of each 
individual to facilitate aging in place.  Routines of care provision and service delivery must be 
consumer-driven to the maximum extent possible, and must treat each person with dignity and 
respect.  Costs of room and board are excluded from payments for assisted living services.  
 
Personal Care Services:  Personal Care Services provide direct support in the home or community 
to an individual in performing Activities of Daily Living (ADL) tasks that he/she is functionally 
unable to complete independently due to disability.  Personal Care Services may be provided by:  
 
1. A Certified Nursing Assistant which is employed under a State licensed home care/home health 

agency and meets such standards of education and training as are established by the State for the 
provision of these activities. 
 

2. A Personal Care Attendant via Employer Authority under the Self Direction option. 
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Respite:  Respite can be defined as a service provided to a participant unable to care for 
himself/herself that is furnished on a short-term basis because of the absence or need for relief of 
those persons who normally provide care for the participant.  Respite services will be recommended 
and approved by EOHHS, Office of Long Term Services and Supports.  
 
PREVENTIVE SERVICES: 
 
Homemaker:  Services that consist of the performance of general household tasks (e.g., meal 
preparation and routine household care) provided by a qualified homemaker, when the individual 
regularly responsible for these activities is temporarily absent or unable to manage the home and care 
for him/herself or others in the home.  Homemakers shall meet such standards of education and 
training as are established by the state for the provision of these activities.  
 
Minor Environmental Modifications:  Minor modifications to the home may include grab bars, 
versa frame (toilet safety frame), handheld shower and/or diverter valve, raised toilet seats, and other 
simple devices or appliances, such as eating utensils, transfer bath bench, shower chair, aids for 
personal care (e.g., reachers), and standing poles to improve home accessibility adaption, health, or 
safety.  
 
Physical Therapy Evaluation and Services:  Physical therapy evaluation for home accessibility 
appliances or devices by an individual with a state-approved licensing or certification.  Preventive 
physical therapy services are available prior to surgery if evidence-based practice has demonstrated 
that the therapy will enhance recovery or reduce rehabilitation time. 
 
Respite Services:  Temporary caregiving services given to an individual unable to care for 
himself/herself that is furnished on a short-term basis because of the absence or need for relief of 
those persons normally providing the care for the participant.  Respite services will be recommended 
and approved by EOHHS, Office of Long Term Services and Supports. 
 
Personal Care Services: Personal Care Services provide direct hands on support in the home or 
community to an individual in performing Activity of Daily Living (ADL) tasks that he/she is 
functionally unable to complete independently due to disability. Personal Care Services may be 
provided to an individual by: 
 
1. A Certified Nursing Assistant which is employed under a State licensed home care agency and 
meets such standards of education and training as are established by the State for the provision of 
these activities. 
 
HABILITATIVE SERVICES: 

Residential habilitation is individually tailored supports that assist with the acquisition, 
retention, or improvement in skills related to living in the community. These supports include 
adaptive skill development, assistance with activities of daily living, community inclusion, 
transportation, adult educational supports, social and leisure skill development, that assist the 
participant to reside in the most integrated setting appropriate to his/her needs.  Residential 
habilitation also includes personal care and protective oversight and supervision. 
Payment is not be made for the cost of room and board, including the cost of building 
maintenance, upkeep and improvement. 
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Day habilitation is provision of regularly scheduled activities in a non-residential setting, 
separate from the participant’s private residence or other residential living arrangement, such as 
assistance with acquisition, retention, or improvement in self-help, socialization and adaptive 
skills that enhance social development and develop skills in performing activities of daily living 
and community living.   
 
Activities and environments are designed to foster the acquisition of skills, building positive 
social behavior and interpersonal competence, greater independence and personal choice.  
Services are furnished consistent with the participant’s person-centered plan. Meals provided as 
part of these services shall not constitute a "full nutritional regimen" (3 meals per day). 
 
Day habilitation services focus on enabling the participant to attain or maintain his or her 
maximum potential and shall be coordinated with any needed therapies in the individual’s 
person-centered services and supports plan, such as physical, occupational, or speech therapy. 
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ATTACHMENT C - Assessment and Coordination Organization 
 

Rhode Island Long-Term Services and Supports 
Assessment and Coordination Organization 

 
Summary: 
The Assessment and Coordination Organization is not an actual organization.  It is, instead, the 
organization of several current disparate processes that individuals and families use when seeking 
long-term services and supports.  Today, if an individual needs institutional or community-based 
long-term care services, information about those services and ways to access the services is available 
from many different sources.  These sources include:  The Point, 211, community agencies, discharge 
planners, etc.  Despite the well-meaning efforts of these entities, the complexity of Rhode Island’s 
long-term care system does not always ensure the information is consistent, valid, or current.   
 
The first goal of the Assessment and Coordination Organization is to ensure that the information 
about Rhode Island’s publicly funded long-term services and supports system provided by all sources 
is accurate and timely.  In order to achieve this goal, the state will seek to enter into interagency 
agreements with each entity identified as a primary information source.   
 
Different agreements will be developed to reflect the unique relationship each primary information 
source has with the publicly-funded long-term services and supports system.  For example, the 
State’s Aging and Disability Resource Center, The Point, was created for the sole purpose of 
providing information, referrals, and general assistance for seniors, adults with disabilities, and their 
caregivers.  The interagency agreement with The Point will reflect that role and will differ from the 
agreement that the state might enter with community agencies who view information and referral as 
secondary to their primary missions.  Entities such as physician practices will be included in this 
primary information source group to the extent it is reasonable.  For example, primary care practices 
that participate in the Connect Care Choice program will be given training on the existing programs 
so that they may better serve their Connect Care Choice members who have long-term services and 
supports needs.    
 
The interagency agreements will delineate the various ways the primary information source entity 
will receive information about the publicly funded long-term care systems and other health care 
programs, including electronic transmissions, written information, trainings, and workshops.  The 
agreements will indicate ways to access state agency representatives if more information is needed.  
The agreements will also provide guidance on the second function of primary information source 
entities, appropriate referral of individuals to the next step.  
 
Appropriate referral is the second goal of the Assessment and Coordination Organization.  The state 
will ensure those primary information sources can direct persons to the appropriate next step – 
whether that next step is assessment for long-term care services; counseling for enrollment into an 
acute care managed care program; or referral to a specific state agency for more information.  In 
order to achieve this goal, the   will develop a universal screening tool.  This tool will be developed to 
capture information quickly that is necessary for the primary information source to determine the 
most appropriate placement and/or service referral.     
 
Depending on the results of the initial screen, an individual may be referred to the following areas: 



Rhode Island Comprehensive Demonstration                                                     Page 81 of 124                                                          
Demonstration Approval Period: December 23, 2013 through December 31, 2018 
Amended April 13, 2017   

 Individuals determined to have a potential need for Medicaid funded long-term services and 
supports in a nursing facility or in the community will be referred to the Rhode Island 
Executive Office of Health and Human Services (EOHHS); 

 Individuals determined to have a potential need for state-only funded long-term services and 
supports will be referred to the Rhode Island Department of Elderly Affairs (RI-DEA); 

 Individuals determined to have a potential need for services for the developmentally disabled 
or mentally retarded will be referred to the Rhode Island Department of Mental Health, 
Retardation, and Hospitals (RI-MHRH); 

 Individuals determined to have a potential need for long-term hospital services will be 
referred to Eleanor Slater Hospital, a state hospital that treats patients with acute and long 
term medical illnesses, as well as patients with psychiatric disorders; 

 Individuals determined to have a potential need for behavioral health services for a child or 
for an adult will be referred to the Rhode Island Department of Children, Youth, and Families 
(RI-DCYF) or the RI-MHRH, respectively; 

 Individuals who are seeking information for services other than long-term care will be 
referred to the appropriate place.  For example, information on acute care managed care 
options is currently provided by the EOHHS Enrollment Hotline. 

 
The assessment entities will be responsible for: 
 Coordinating with the Medicaid eligibility staff;  
 Conducting assessments; 
 Determining levels of care; 
 Developing service plans with the active involvement of individuals and their families; 
 Developing funding levels associated with care plans; 
 Conducting periodic reviews of service plans; 
 Coordinating services with care management entities (Connect Care Choice; PACE; Rhody 

Health Partners); 
 
Assessments and related functions are currently conducted by the state agencies (or their contracted 
entities) listed above.  The development of care plans is one of the most important functions 
conducted by these entities or their contractors.  The Assessment and Coordination Organization will 
ensure that these care plans are developed with the active participation of individuals and families.  
Full consumer participation will require information about the cost of services, utilization, and 
quality.  One of the goals of the Waiver will be to provide the individual and his/her family with 
health reports that will indicate the amount that has been spent on the individual’s services.  This 
information will allow an individual to make more-informed choices about where his/her service plan 
dollars should be spent.  These health reports will be generated through the CHOICES MMIS 
Module. 
 
The Assessment and Coordination Organization’s third goal is to ensure improved and increased 
communication between these assessment entities.  For example, if an individual assessed by RI-DHS 
for long-term community-based care is also found to have behavioral health needs, the individual’s 
service plan will be developed in coordination with RI-MHRH.  Communication between the 
assessment entities will occur through regular meetings and training sessions. 
 
RI-DHS, in close coordination with the other EOHHS agencies, will provide the administrative 
functions of the Assessment and Coordination Organization.  These functions include:  ensuring that 
the primary information entities and the assessment entities coordinate functions and communicate 
amongst each other and with each other; establishing training sessions and workshops; regularly 
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tracking utilization; and monitoring outcomes to ensure that the Assessment and Coordination 
Organization’s goals are met.  On-going monitoring will enable the state to conduct interdisciplinary 
high-cost case reviews that could ultimately result in improvements to the system. 
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ATTACHMENT D - Level of Care Criteria 
 

Long-term Care Level of Care Determination Process 
 

Attached are:  (1) A chart comparing the level of care determination process as determined by the 
section 1115a Comprehensive demonstration; and (2) A document describing the criteria for the 
highest level of care – with the waiver – developed by a workgroup that included members from the 
nursing home industry, consumer advocates, and health professionals.  The state is in the process of 
developing similar criteria for the other two levels of care proposed in the Comprehensive 
demonstration. 
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Level of Care Determination Process:  With 
the Comprehensive Waiver     

LTC Level of Care and Service Option Matrix 
Highest  

Nursing Home 
Level of Care 

 
(Access to 
Nursing Facilities 
and all 
Community-
based Services) 
 

Highest 
Hospital Level of 

Care 
 

(Access to 
Hospital, Group 
Homes, Residential 
Treatment Centers 
and all 
Community-based 
Services) 

 

Highest 
 ICF/IDD Level of 

Care 
 

(Access to ICFMR, 
Group Homes and 
all Community-
based Services) 

 

High 
Nursing Home 
Level of Care 

 
(Access to Core 
and Preventive 
Community-

based Services) 

High 
Hospital Level of 

Care 
 

(Access to Core 
and Preventive 

Community-based 
Services) 

High 
 ICF/IDD Level of 

Care 
 
(Access to Core and 

Preventive 
Community-based 

Services) 
 

 
Preventive  

Nursing Home 
Level of Care 

(Access to 
Preventive 

Community-
based Services) 

Preventive  
Hospital Level of 

Care 
(Access to 
Preventive 

Community-based 
Services) 

Preventive 
 ICF/IDD Level of 

Care 
(Access to 
Preventive 

Community-based 
Services) 
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Institutional Level of Care Determination Policy:  Nursing Facility 
 
Highest Need Group 
 
An individual who meets any of the following eligibility criteria shall be eligible and enrolled in the 
Highest Needs group:  
 
1.   An individual who requires extensive assistance or total dependence with at least one of the 
following Activities of Daily 
      Living (ADL): 

Toilet use    Bed mobility 
Eating     Transferring 

 
     AND who requires at least limited assistance with any other ADL. 
 
OR 
 
2.  An individual who lacks awareness of needs or has moderate impairment with decision-making 
skills AND one of the     
     following symptoms/conditions, which occurs frequently and is not easily altered: 
 Wandering    Verbally Aggressive Behavior 
 Resisting Care   Physically Aggressive Behavior 

Behavioral Symptoms requiring extensive supervision  
 
OR 
 

      
3.  An individual who has at least one of the following conditions or treatments that requires skilled 
nursing assessment,    
     monitoring, and care on a daily basis: 
 Stage 3 or 4 Skin Ulcers  Ventilator/Respirator 
 IV Medications   Naso-gastric Tube Feeding 
 End Stage Disease   Parenteral Feedings 
 2nd or 3rd Degree Burns  Suctioning 
 Gait evaluation and training 
 
OR 
 
4.  An individual who has an unstable medical, behavioral, or psychiatric condition(s), or who has a 
chronic or recurring    
     condition that requires skilled nursing assessment, monitoring, and care on a daily basis related to, 
but not limited to, at  
     least one of the following: 
 Dehydration    Internal Bleeding 
 Aphasia    Transfusions 
 Vomiting    Wound Care 
 Quadriplegia   Aspirations 
 Chemotherapy   Oxygen 
 Septicemia   Pneumonia 
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 Cerebral Palsy   Dialysis 
 Respiratory Therapy  Multiple Sclerosis 
 Open Lesions   Tracheotomy 
 Radiation Therapy  Gastric Tube Feeding 
 Behavioral or Psychiatric conditions that prevent recovery 
 
OR 
  
5.   
An individual who does not meet at least one of the above criteria may be enrolled in the Highest 
Needs Group when the 
     Executive Office of Health and Human Services determines that the individual has a critical need 
for long-term care services due to special circumstances that may adversely affect the individual’s 
health and safety.*Definitions 

• Extensive Assistance (Talk, Touch, and Lift): Individual performs part of the activity, but 
caregiver provides physical assistance to lift, move, or shift individual. 

• Total Dependence (All Action by Caregiver): Individual does not participate in any part of the 
activity  

• Limited Assistance (Talk and Touch): Individual highly involved in the activity, but received 
physical guided assistance and no lifting of any part of the individual.  

 
 
High Need Group 
 
An individual who meets any of the following eligibility criteria shall be eligible and enrolled in the 
High Needs group:  
 
1.  An individual who requires at least limited assistance on a daily basis with at least two of the 
following ADLs: 
 Bathing/Personal Hygiene  Dressing 
 Eating     Toilet Use 
 Walking/Transfers 
 
2.  An individual who requires skilled teaching on a daily basis to regain control of, or function with, 
at least one of the 
     following: 
 Gait training    Speech 
 Range of motion   Bowel or bladder training 
 
3.  An individual who has impaired decision-making skills that requires constant or frequent direction 
to perform at least one 
     of the following: 
 Bathing     Dressing 
 Eating     Toilet Use 
 Transferring    Personal hygiene 
 
4.  An individual who exhibits a need for a structured therapeutic environment, supportive 
interventions, and/or medical management to maintain health and safety.  
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Preventive Need Group 
 
An individual who meets the preventive service criteria shall be eligible for enrollment in the 
preventive needs group.  Preventive care services are designed to promote and preserve health and 
safety or to alleviate symptoms to address functional limitations.  Preventive services may avert or 
avoid institutionalization.   An individual in need of the following services, and who can demonstrate 
that these services will improve or maintain abilities and/or prevent the need for more intensive 
services, will be enrolled in the preventive need group. 
 
1.  Homemaker Services:  General household tasks including basic home and household assistance 
for a health condition or to address functional limitations.  The services include meal preparation, 
essential shopping, laundry, and cleaning for an individual without a social support system able to 
perform these services for him/her.  These services may be performed and covered on a short term 
basis after an individual is discharged from an institution and is not capable of performing these 
activities himself/herself.  
 
2.  Minor Environmental Modifications:  Minor modifications to the home may include grab bars, 
versa frame (toilet safety frame), handheld shower and/or diverter valve, raised toilet seats, and other 
simple devices or appliances such as eating utensils, transfer bath bench, shower chair, aids for 
personal care (e.g., reachers) and standing poles to improve home accessibility adaption, health, or 
safety.  
 
3.  Physical Therapy Evaluation and Services:  Physical therapy evaluation for home accessibility 
appliances or devices by an individual with a state-approved licensing or certification.  Preventive 
physical therapy services are available prior to surgery if evidence-based practice has demonstrated 
that the therapy will enhance recovery or reduce rehabilitation time. 
 
4.  Respite Services:  Temporary caregiving services given to an individual unable to care for 
himself/herself that is furnished on a short-term basis because of the absence or need for relief of 
those persons normally providing the care for the participant.  Respite services will be recommended 
and approved by EOHHS, Office of Long Term Services and Supports. 
 
5. Personal Care Services: Personal Care Services provide direct hands on support in the home or 
community to an individual in performing Activity of Daily Living (ADL) tasks that he/she is 
functionally unable to complete independently due to disability. Personal Care Services may be 
provided to an individual by: 
 
a. A Certified Nursing Assistant which is employed under a State licensed home care agency and 
meets such standards of education and training as are established by the State for the provision of 
these activities. 
 
Assessments and Reassessments 
 

1. An individual enrolled in the High Needs group who, at reassessment or a change in status, 
meets any of the Highest Needs eligibility criteria shall be enrolled in the Highest Needs 
group. 

 
2.  Re-Evaluation of Needs for an individual in the Highest Needs Group:   
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When the Department of Human Services determines that an individual is admitted to a 
nursing facility or meets the Highest Needs Group level of care, the Nurse Consultant 
designates those instances in which the individual's medical information indicates the 
possibility of significant functional and/or medical improvement within two (2) months. 
  
Notification is sent to the individual, to his/her authorized representative, and to the Nursing 
Facility that a Nursing Facility level of care has been approved, but functional and medical 
status will be reviewed again in thirty (30) to sixty (60) days.  At the time of the review, the 
Nurse Consultant must first confirm that the individual remains a resident of the nursing 
facility.  For an individual remaining in a nursing facility, the Nurse Consultant reviews the 
most recent Minimum Data Set and requests any additional information necessary to make 
one of the following determinations: 
  
     a. The individual no longer meets a Highest Needs Group level of care.  In this instance, 

the Long Term Care Office is notified of the Highest Needs Group Level of Care denial, 
and the Long Term Care Unit sends a discontinuance notice to the individual, to his/her 
authorized representative if one has been designated, and to the nursing facility.  Prior to 
being sent a discontinuance notice, the individual will be evaluated to determine if the 
individual qualifies for the High Needs group. 

  
     b. The individual continues to meet the appropriate level of care, and no action is required. 

 
 3.  An individual residing in the community who is in the Highest and High groups will have, at a 
minimum, an annual assessment. 
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ATTACHMENT E - Quarterly Progress Report Template and Instructions 
 
As stated in Special Terms and Conditions paragraph99, the state must submit quarterly progress 
reports to CMS.  The purpose of the quarterly report is to inform CMS of significant demonstration 
activity from the time of approval through completion of the demonstration.  The reports are due to 
CMS 60 days after the end of each quarter. 
 
The following report template is intended as a framework, and can be modified when CMS and the 
state agree to the modification.  A complete quarterly progress report must include the budget 
neutrality monitoring workbook.   

 
I. Narrative Report Format 

 
Title Line One -                     (Name of Individual State Program) 
 
Title Line Two - Section 1115 Quarterly Report 
 
Demonstration/Quarter Reporting Period:  
     
Example:   
Demonstration Year:  year # and dates 
 

II. Introduction  
 
Describe the goal of the demonstration, what service it provides, and key dates of approval/operation.  
(This should be the same for each report.) 
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III. Enrollment Information 
 
Complete the following table that outlines all enrollment activity under the demonstration.  Indicate 
“N/A” where appropriate.  If there was no activity under a particular enrollment category, the state 
should indicate that by placing “0” in the appropriate cell.    
   
    Note:  Enrollment counts should be participant counts, not participant months. 
 

Population Groups 
(as hard coded in the CMS-64) 

 
Number of 

Current 
Enrollees 
(to date) 

Number of   
Voluntary 

Disenrollments 
in Current 
Quarter* 

 
Number of  
Involuntary 

Disenrollments in 
Current 

Quarter** 
Budget Population 1: ABD no TPL    
Budget Population 2: ABD TPL    
Budget Population 3: RIte Care    
Budget Population 4: CSHCN    
Budget Population 5: EFP    
Budget Population 6: Pregnant Expansion    
Budget Population 7: CHIP Children    
Budget Population 8: Substitute care    
Budget Population 9: CSHCN Alt    
Budget Population 10: Elders 65 and over    
Budget Population 11: 217-like group    
Budget Population 12: 217-like group    
Budget Population 13: 217-like group    
Budget Population 14: BCCTP    
Budget Population 15: AD Risk for LTC    
Budget Population 16: Adult Mental Unins    
Budget Population 17: Youth Risk Medic    
Budget Population 18: HIV    
Budget Population 19: AD Non-working    
Budget Population 20: Alzheimer adults    
Budget Population 21: Beckett aged out    

 
*Voluntary Disenrollments:  
Cumulative Number of Voluntary Disenrollments Within Current Demonstration Year: 
Reasons for Voluntary Disenrollments. 
 
**Involuntary Disenrollments: 
Cumulative Number of Involuntary Disenrollments Within Current Demonstration Year: 
Reasons for Involuntary Disenrollments: 
 

If the demonstration design includes a self-direction component, complete the following two 
sections: 
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IV. “New”-to-“Continuing” Ratio 

 
Report the ratio of new-to-continuing Medicaid personal care service clients at the close of the 
quarter. 
 

V. Special Purchases 
 
Identify special purchases approved during this quarter (by category or by type).   
Examples of “special purchases” have been provided below.  
 

# of Units/ 
Items Item or Service 

135. Description of Item/Service 

(if not self-explanatory) 
Total Cost 

10 Microwaves  $1,000.89 

1 Water Therapy Aqua massage therapy that will assist 
individual with motor function. $369.00 

CUMULATIVE TOTAL  $1,369.89 
 
 

VI. Outreach/Innovative Activities 
 
Summarize outreach activities and/or promising practices for the current quarter. 
  

VII. Operational/Policy Developments/Issues 
 
Identify all significant program developments/issues/problems that have occurred in the current 
quarter.   
 

VIII. Financial/Budget Neutrality Developments/Allotment Neutrality 
Developments/Issues 

 
Identify all significant developments/issues/problems with financial accounting, budget neutrality, 
CMS-64 reporting for the current quarter, and, if appropriate, allotment neutrality and CMS-21 
reporting for the current quarter.  Identify the State’s actions to address these issues.   
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IX. Consumer Issues 
 
Summarize the types of complaints or problems enrollees identified about the program in the current 
quarter.  Include any trends discovered, the resolution of complaints, and any actions taken or to be 
taken to prevent other occurrences.   
 

X. Marketplace Subsidy Program Participation 
 

Complete the following table that displays enrollment and cost information pertaining to the 
Marketplace Subsidy Program.  Include a summary and explanation of any trends discovered. 

 

Month 

Number of 
Marketplace 
Subsidy 
Program 
Enrollees 

Change in Marketplace 
Subsidy Program 
Enrollment from Prior 
Month 

Average Size of 
Marketplace Subsidy 
Received by Enrollee 

Projected 
Costs 

Actual 
Costs 

January 
     

February      

March 
     

April 
     

May      

June      

July      

August      

September 
     

October      

November      

December 
     

 
XI. Accountable Entities Activity 
XII. Evaluation/Quality Assurance/Monitoring Activity 

 
Identify, describe, and report the outcome of all major evaluation/quality assurance/monitoring 
activities in current quarter. 
  

XIII. Enclosures/Attachments 
 
Identify by title any attachments along with a brief description of the information contained in the 
document. 
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XIV. State Contact(s) 
 
Identify individuals by name, title, telephone, fax, and address so that CMS may contact individuals 
directly with any questions. 
 

XV. Date Submitted to CMS 
 
Enter the date submitted to CMS in the following format:  (mm/dd/yyyy). 
 
 
The state may add additional program headings as applicable. 
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ATTACHMENT F – HCBS Evidentiary Review Guidance  
 

HCBS Quality Review Worksheet 
 

  

I. Level of Care (LOC) Determination 
The state demonstrates that it implements the processes and instrument(s) in its approved 
waiver for evaluating/reevaluating an applicant’s/waiver participant’s LOC consistent 
with care provided in a hospital, nursing facility, or intermediate care facility for 
individuals with intellectual disability. 

Sub Assurances CMS Expectations 
An evaluation for level of care is provided 
to all applicants for whom there is 
reasonable indication that services may be 
needed in the future. 

State submits evidence that it has reviewed 
applicant files to verify that individual level 
of care evaluations are conducted. 

The level of care of enrolled participants 
is reevaluated at least annually or as 
specified in its approved waiver.  

State must conduct at least annually 
reevaluations of level of care or as specified 
in the approved waiver. 

The process and instruments described in 
the approved waiver are applied 
appropriately and according to the 
approved description to determine 
participant level of care. 

State submits that it regularly reviews 
participant files to verify that the instrument 
described in approved waive is used in all 
level of care redeterminations, the person(s) 
who implement level of care determinations 
are those specified in approved waiver, and 
the process/instruments are applied 
appropriately. 
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II. Service Plans 
The state demonstrates it has designed and implemented an effective system of reviewing 
the adequacy of service plans for waiver participants. 

Sub Assurances CMS Expectations 
Service plans address all participants’ 
assessed needs (including health and 
safety risk factors) and personal goals, 
either by waiver services or through other 
means. 

State demonstrates that service plans are 
reviewed at least annually to assure that all 
of participant needs are addressed and 
preferences considered. 

The state monitors service plan 
development in accordance with its 
policies and procedures. 

State must develop service plans according 
to policies and procedures. 

Service plans are updated/revised at least 
annually or when warranted by changes in 
the waiver participant’s needs. 

State submits evidence of its monitoring 
process for service plan update/revision 
including service plan updates taken when 
service plans were not updated/revised 
according to policies and procedures. 

Services are delivered in accordance with 
the service plan, including the type, scope, 
amount, and frequency specified in the 
service plan. 

State submits evidence of the results of its 
monitoring process for ensuring the services 
identified in the service plan are 
implemented. 

Participants are afforded choice: 
(1) Between waiver services and 

institutional care; and,  
(2) Between/among waiver services and 

providers. 

State must still offer choice and a mechanism 
for ensuring the services identified in the 
service plan are implemented. 

 
III. Qualified Providers 

The state demonstrates that it has designed and implemented an adequate system for 
assuring that all waiver services are provided by qualified providers. 

Sub Assurances CMS Expectations 
The state verifies that providers initially 
and continually meet required licensure 
and/or certification standards and adhere 
to other state standards prior to their 
furnishing waiver service. 

State provides documentation of periodic 
review by licensing/certification entity. 

The state monitors non-licensed/non-
certified providers to assure adherence to 
waiver requirements. 

State provides documentation that non-
licensed/non-certified providers are 
monitored on a periodic basis sufficient to 
provide protections to waiver participants. 

The state implements its policies and 
procedures for verifying that provider 
training is conducted in accordance with 
state requirements and the approved 
waiver. 

State provides documentation of monitoring 
of training and actions it has taken when 
providers have not met requirements (e.g., 
technical assistance, training) 
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IV. Health and Welfare 
The state demonstrates it has designed and implemented an effective system for assuring waiver 
participant health and welfare. 

Sub Assurances CMS Expectations 
The State demonstrates that an incident 
management system is in place that 
effectively resolves those incidents and 
prevents further similar incidents to the 
extent possible. 

State must establish a critical incident  
management system, which investigates, 
substantiates, and provides recommended 
actions to protect health and welfare 

The State policies and procedures for the use 
or prohibition of restrictive interventions 
(including restraints and seclusion) are 
followed. 

State must develop policies and procedures that 
address the use or prohibition of restrictive 
interventions. 

The State establishes overall health care 
standards and monitors those standards 
based on the responsibility of the service 
provider as stated in the approved waiver. 

State submits evidence that on an ongoing basis, 
it monitors services providers to ensure overall 
healthcare standards are as stated in the 
approved waiver. 

The state, on an ongoing basis, identifies, 
address, and seeks to prevent the occurrence 
of abuse, neglect, exploitation and 
unexplained death. 

State demonstrates that, on an ongoing basis, 
abuse,  neglect, exploitation and unexplained 
death are identified, appropriate actions have 
been taken when the health or welfare of a 
participant has not been safeguarded, and an 
analysis is conducted of abuse, neglect and 
exploitation trends and unexplained death 
trends and strategies it has implemented for 
prevention. 

 
V. Administrative Authority 

The state demonstrates that it retains ultimate administrative authority over the waiver program 
and that its administration of the waiver program is consistent with the approved waiver 
application. 

Sub Assurances CMS Expectations 
The state Medicaid agency retains the 
ultimate administrative authority and 
responsibility for the operation of the waiver 
program by exercising oversight of the 
performance of waiver functions by other 
state and local/regional non-state agencies (if 
appropriate) and contracted entities. 

State submits evidence of its monitoring of all 
delegated functions, and implementation of 
policies/procedures related to its administrative 
authority over the waiver program, including: 
memoranda of agreements, description of roles 
and responsibilities relative to program 
operations, monitoring, and remediation or 
system improvements instituted when problems 
are identified in the operation of the waiver 
program. 

 
VI. Financial Accountability 

The state demonstrates that it has designed and implemented an adequate system for assuring 
financial accountability of the waiver program. 

Sub Assurance CMS Expectations 
State financial oversight exists to assure that 
claims are coded and paid for in accordance 

• State submits results of its financial 
monitoring process for verifying 
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VI. Financial Accountability 
The state demonstrates that it has designed and implemented an adequate system for assuring 
financial accountability of the waiver program. 

Sub Assurance CMS Expectations 
with the reimbursement methodology 
specified in the approved waiver.  

maintenance of appropriate financial 
records as specified in the approved waiver.  
 

• State submits results of its review of waiver 
participant claims to verify that they are 
coded and paid in accordance with the 
waiver reimbursement methodology. 

 
• State demonstrates that interviews with 

state staff and providers are periodically 
conducted to verify that any identified 
financial irregularities are addressed. 

 
• State demonstrates that site visits are 

conducted with providers to verify that they 
maintain financial records according to 
provider agreement/contracts. 

 
The state may submit summary reports for each HCBS sub assurance outline above based on a 
significant sample of any single or combined method or source of evidence as follows: 
• Record reviews, on-site 
• Record reviews, off-site 
• Training verification records 
• On-site observations, interviews, monitoring 
• Analyzed collected data (including surveys, focus group, interviews, etc.) 
• Trends, remediation actions proposed/taken 
• Provider performance monitoring 
• Operating agency performance monitoring 
• Staff observation/opinion 
• Participant/family observation/opinion 
• Critical events and incident reports 
• Mortality reviews 
• Program logs 
• Medication administration data reports, logs 
• Financial records (including expenditures) 
• Financial audits 
• Meeting minutes 
• Presentation of policies or procedures 
• Reports to state Medicaid agency or delegated administrative functions 
• Other 
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Rhode Island Comprehensive Demonstration                                                     Page 101 of 124                                                          
Demonstration Approval Period: December 23, 2013 through December 31, 2018 
Amended April 13, 2017   

Attachment G: Reserved for Comprehensive Quality Strategy 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Attachment H: Reserved for Description of Healthy Behaviors Incentives Program  
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Attachment I: Reserved for Evaluation Plan  
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Attachment J:   Hospital and Nursing Home Facilities Measures 
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Attachment K:  Accountable Entities Certification Standards 
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Attachment L:  APM Methodology Document 
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Attachment M: Attribution Guidance 
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Attachment N: Accountable Entity Road Map Document 
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Attachment O: Accountable Entity- Specific Health Transformation Project Plan 
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Attachment P: Claiming Protocol – Other DSHPs 
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Attachment Q: Wavemaker Methodology and Claiming Protocol 
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Attachment R: Health Workforce Development Protocol 
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Attachment S: Claiming Protocol- Health Workforce Development 
 
Introduction 
As described in the Special Terms and Conditions (STCs) of Rhode Island’s Section 1115(a) 
Demonstration #11-W-00242/1 approved by the Centers for Medicare and Medicaid Services (CMS) 
on October 20, 2016, the state may claim FFP to solely support the goals of the State’s Health System 
Transformation Project (HSTP).  These STCs provide expenditure authority, which enables Rhode 
Island to operate its Section 1115 Medicaid Demonstration.  Accordingly, Rhode Island established a 
Designated State Health Program (DSHP) for health workforce training programs and related 
expenditures to support the program at the University of Rhode Island, Rhode Island College, and the 
Community College of Rhode Island.  This expenditure authority will promote health care objectives 
that increase efficiency and quality of care through initiatives that transform service delivery 
networks.  

This Health Workforce Development (HWD) DSHP enables Rhode Island (“RI” or “State”) to 
promote improved access and quality of care for Medicaid beneficiaries in the State by supporting the 
education and training of the health care workforce which results in employment and/or continuing 
education of employees in settings that provide care and services to Rhode Island Medicaid 
beneficiaries.   
 
Through these STCs, CMS also approved and Rhode Island established the following Designated 
State Health Programs (Program Groups or Program) for which FFP can be claimed:  

• Wavemaker Fellowship 
• Other DSHPs 
o Tuberculosis Clinic at Miriam Hospital  
o Center for Acute Infectious Disease Epidemiology  
o Rhode Island Child Audiology Center  
o Consumer Assistance Programs 

 Office of the Child Advocate 
 Commission on the Deaf and Hard of Hearing 

 
Through these DSHPs, additional CNOM (Costs Not Otherwise Matchable) activities have been 
identified for which Federal Financial Participation (FFP) may be claimed.  Allowable DSHP claims 
for each Program are limited to the allowable DSHP costs incurred for the months of the time period 
defined by the STCs (STC 82). 
 
This document addresses the Health Workforce Development DSHP.  The other Program Groups are 
addressed in separate Protocols.  (See Attachment Q for Wavemaker and Attachment P for all other 
DSHPs.)  This document along with Attachments P and Q are attachments to those STCs and contain 
the protocol for determination of the expenditures eligible for FFP, the claiming and reporting 
methods and identify the records required to be maintained to support the STCs.  
 
As stated in STC 85, “the annual limit the state may claim FFP for workforce training programs is 
limited to total costs, in accordance with the OMB Uniform Administrative Requirements, Cost 
Principles, and Audit Requirements for Federal Awards”.  The Office of Management and Budget 
(OMB) circular effective December 26, 2013, “Uniform Administrative Requirements, Cost 
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Principles, and Audit Requirements for Federal Awards”, defined at 2 CFR 200.402, as amended 
from time to time (also called “Super-circular”) provides guidance for determining the allowable 
costs under this protocol.  
 
All claimable DSHP expenditures will be paid from the IHEs general funds up to the amount of the 
State’s annual appropriation to each IHE which meet CMS’s conditions as eligible state share in 
claiming FFP.  These expenditures will not include expenditures used to meet any federal 
maintenance of effort requirements nor to provide match for any other federal purpose or grant.   
 
Rhode Island Medicaid will enter into an Interagency Service Agreements (ISA) with each of the 
three State colleges/universities.  Each Agreement will specify what can count as a DSHP 
expenditure, documentation requirements of the school, and an assurance that the school gives RI 
Medicaid authority to submit the claim based on their documented, eligible DSHP expenditures.  In 
accordance with the ISA, each state college/university will provide verification that the DSHP 
eligible expenses are accurate and complete and are based on the instructions provided to each school 
in this claiming protocol.  The IHE will submit expenditures on a quarterly basis (Exhibit B) and 
provide an "Expenditure Verification" (EV) form (Exhibit A) signed by the appropriate financial 
officer at the school, e.g., the Chief Financial Officer or Controller.  This EV will be submitted to RI 
EOHHS for review and validation.  These expenditure reports will be a part of the quarterly report to 
CMS. 
 
After review of the EV document and expenditures, EOHHS will submit the claim to CMS for the 
verified eligible expenditures.  In order to provide CMS with timely assurance and support for the 
DSHP payments, the State will document through a quarterly report to CMS the expenditure detail 
supporting the request for DSHP payments.  EOHHS will report expenditures under the Other/Misc. 
line for 64 and 37 report purposes, unless otherwise instructed by CMS.  Federal funds will be 
claimed within two years following the calendar quarter in which the state makes expenditures for the 
HWD DSHP.   
 
IHE Expenditures 
Per STC # 85, “the state may claim FFP for health workforce training programs and related supports 
at the University of Rhode Island, Rhode Island College and Community College of Rhode Island.”  
Each IHE will determine the “Allowable Costs” for each “Allowable (Educational) Program” in each 
accounting quarter, within the terms defined under the STCs, commencing with date of approval of 
the STCs, October 20, 2016.   
 
Expenditures for DSHP allowable Health Workforce Development (“HWD”) are defined in the STCs 
as those incurred by Rhode Island’s three public Institutions of Higher Education including the 
University of Rhode Island, Rhode Island College and the Community College of Rhode Island to 
educate and train health professionals in fields to benefit Medicaid beneficiaries.  The focus of the 
discussion following will be on the identification of allowable expenditures incurred by IHEs in 
training health care professionals. 
 
Expenditures Claimable for FFP  
Expenditures incurred for health workforce training and development activities must be allowable, 
reasonable and allocable and support the goals of the Rhode Island HSTP initiative. 
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These expenditures, termed “Allowable Costs”) are made on behalf of qualified individuals who 
graduate from an “Allowable Program” who work for “qualified employers”, where,  
 
• The healthcare workforce is comprised of “qualified individuals (students)” and defined as 

individuals who: 
 Graduate from an allowable program offered by one of the state’s public higher education 

institutions; 
 Obtain employment in Rhode Island with one or more “qualifying employers” that 

provide services to Medicaid enrollees (such as hospitals, nursing homes, health centers, 
and other participating providers); or 

 Individuals who are currently employed by a “qualifying employer” and who complete a 
continuing education program provided by the state schools designed to increase the 
ability of the individual to improve the quality, outcomes, and/or cost effectiveness of care 
and services to Medicaid enrollees; 

• “Allowable Programs” are those Programs (degree, certificate, license academic offerings) that 
train students for a health care profession, are defined for each IHE; programs will vary by IHE 
depending upon the IHE’s focus, course, degree and educational offerings and will be collectively 
determined through discussion and analysis between each IHE and EOHHS.  “Allowable 
Programs” may include but are not limited to the following*: 

 Department of Nursing 
 Department of Pharmacy 
 Health Care Administration 
 Allied Health Programs 
 Dental Health Programs 
 Rehabilitative Health Programs 

 
*The IHEs quarterly expenditure reports will be a part of the quarterly report to CMS and will include 

the specific programs with the respective CIP Codes listed on each school’s report. 
• “Qualified employers” are defined as those employers that are Rhode Island Medicaid providers; 

• “Allowable Costs” will include: 
 The total costs of qualifying health training program at the three state schools, determined 

in accordance with the OMB Uniform Administrative Requirements, Cost Principles, and 
Audit Requirements for Federal Awards” (aka “Super Circular”).  

 Adjusted by the “percentage of qualifying students” in each program in the previous year. 

• “Total Cost”, defined in the Super-circular, “is the sum of the allowable direct and allocable 
indirect costs less any applicable credits…such as purchase discounts, rebates or allowances.”   
 “Direct costs” are those costs specifically identified with delivery of a particular objective, 

in this case, DSHP direct costs are those for delivery of healthcare educational training.  
DSHP direct costs would include salary and benefits for those who directly deliver the 
health training programs (e.g., the faculty) and for direct costs necessary to the 
educational process such as, educational materials, educational subscriptions, guest lecture 
fees, teaching lab supplies.  

 “Indirect costs” include those costs that are necessary to the educational process and the 
granting of degrees and certificates but apply to the entire institution that provides the 
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education and training.  For purposes of computing “total costs”, each IHE will use the 
rates approved in their current Indirect Rate Agreement approved by the U. S. Department 
of Health And Human Services Division of Cost Allocation Services.  The rates in these 
agreements were approved in accordance with the authority of the Office of Management 
and Budget Circular A-21 (which has been super-ceded by the Super-circular”).  The 
current indirect rate agreements can be found on each IHEs website. 

 
Identification of Allowable Programs 
Working in collaboration with the IHE, EOHHS will identify those educational programs that train 
individuals for a career in the health care professions.  Each program will be associated with the CIP 
code for that instructional program as defined by the National Center for Education Statistics 
Classification of Instructional Programs (CIP) which provides a taxonomic scheme that supports the 
accurate tracking, assessment, and reporting of fields of study and program completions activity.  
From this taxonomic listing of CIP codes, EOHHS together with the IHEs will identify courses of 
study that train individuals for a career in the health care professions. 
 
Identification of Allowable Costs 
Working in collaboration with EOHHS, the IHE will identify the expenditures associated with those 
programs of study that meet the requirements for credentials for each of the allowable health care 
degrees or certificates.  The allowable costs will be guided by the standards defined in the OMB’s 
then current Super-Circular with the IHE’s federally-negotiated and approved indirect rate(s) 
including on-campus and off-campus rates, as appropriate, utilized to develop Total Costs as defined 
in #85 of the above referenced STCs. 
 
Determination of Allowable Costs 
Each IHE uses an integrated accounting system which classifies expenditures based upon academic 
departments.  Though not all utilize the same system, they accumulate, process, and employ coding 
structures in similar formats for reporting and audit purposes.  The charts of accounts structures have 
these primary coding structure elements:  fund, organization, account, and program.  Transactions in 
the systems require these coding structures to store, process, and report out expenditures for all 
programs, including the programs to be claimed under this DSHP. 
Through their respective chart of accounts, each IHE records and classifies expenditures for each 
academic department in the respective accounting systems by functional area.  The respective costs of 
each academic department aggregate to the total costs of the IHEs as presented in their respective 
Financial Statements. 
 
Additionally, to provide consistency across the IHEs in the determination of Allowable Costs, 
principles from the National Association of College and University Business Officers (NACUBO) 
Accounting Principles Council will be utilized in guiding functional reporting of expenses and types 
of natural expense categories of expense reporting.  NACUBO is a membership organization 
representing more than 2,100 colleges and universities across the country with the mission to advance 
business practices for higher education institutions.  Among the functional reporting categories are:  
Instructional, Research, Public Service, Academic Support, Student Services Administration, 
Institutional Support, Operations and Maintenance of Plant, Scholarships and Fellowships, and 
Auxiliary Operations.   
 
Expenditures to be claimed under this Protocol can be classified as “Instructional” using the 
NACUBO principles and are included in the respective financial statements of each IHE.  The IHE’s 
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financial statements are audited annually and, since each IHE is a component unit of the State of 
Rhode Island, are included in the State’s Comprehensive Annual Financial Report (CAFR).  
The IHE will complete the section titled “To be Completed by IHE” on “Allowable Cost Reporting” 
template at Exhibit B of this Attachment for each calendar quarter and will include allowable costs 
incurred on or after the date of approval of the STCs, October 20, 2016, in accordance with the 
requirements of this Attachment S.  
Reporting of Allowable Costs 
Using the IHE’s accounting system, the IHE will identify the allowable costs, as described above by 
Allowable Program, incurred in a calendar quarter commencing with the date of CMS’ approval of 
the STCs (October 20, 2016) and will complete and submit the template in Exhibit B to EOHHS no 
later than forty (40) days after the end of each calendar quarter.  EOHHS reserves the right to submit 
DSHP qualifying and allowable expenditures received from an IHE for FFP claiming as long as the 
expenditures were incurred no more than 2 years prior to the date of FFP claim, in accordance with 
the federal regulation at 45 CFR Part 95, Subpart A. 
 
Verification of Allowable Costs 
Along with the completed Allowable Cost template (Exhibit B), the IHE will provide an Expenditure 
Verification form (EV) (Exhibit A) to this Claiming Protocol attesting that the reported expenditures 
are accurate, are those only for Allowable Programs, include only Allowable Costs and are not used 
as match or MOE (Maintenance of Effort) for any federal program or grant.  
 
Substantiation of Allowable Costs 
For all expenses claimed under this project, the expenses must be auditable and comply with all IHE 
approval and processing procedures and be properly authorized, documented, and recorded in the 
respective purchasing, payroll and accounting systems.  The IHE will provide reports, procedure 
narratives and such other documentation as requested by EOHHS as needed for audit or such other 
compliance or documentation purposes as arise from time to time.  
All labor expenditures must be auditable and be supported by records produced by the IHE’s human 
resource and payroll systems, e.g., payroll register.  All salary and benefit expenditures included in 
Exhibit B will be subject to audit and the IHE will retain sufficient documentation for each 
expenditure to withstand audit. 
 
Workforce Calculation Methodology 
The amount of FFP to be claimed under this protocol is determined by: 

A. Each IHE determining the “Allowable Costs” for each “Allowable (Educational) Program” in 
each accounting quarter; and, 

B. Adjusted by the “percentage of qualifying students” in each program in the previous year as 
depicted in the following graphic: 

 



Rhode Island Comprehensive Demonstration                                                     Page 117 of 124                                                          
Demonstration Approval Period: December 23, 2013 through December 31, 2018 
Amended April 13, 2017   

 
As in the formula above in “Expenditures Claimable for FFP”, the percent (%) to be applied to 
Allowable Costs by IHE will be calculated using the percent calculation, shown here and above, and 
described below. 

 
A. The percent (%) (“Workforce Participation %) will be determined by matching the: 

1. The Numerator = Graduates of an IHE employed by a Rhode Island Medicaid provider as 
determined from wage records by person by type of Rhode Island employer by health–
related NAICS Code (North American Industry Classification System). 
The North American Industry Classification System or NAICS (pronounced "nakes") is a 
numbering system (called “NAICS code”) that employs a five or six-digit code at the 
most detailed industry level.  EOHHS will review the NAICS classifications and identify 
those codes that are relevant to health care providers. 

Against, 
2. The Denominator = Graduates1 from each IHE trained in a health profession, as 

determined by CIP Code (Classification of Instructional Programs). 
1Where “graduate” is an employed individual in Rhode Island who graduated from an 
“allowable health care training program”, as defined by allowable CIP codes. 

B. The Workforce Participation % will be calculated utilizing the most recently available 
graduation and employment data.  The lag time for availability of relevant graduation and 
employment data is approximately one year after the end of the academic year; for example, 
2015 data is available in the Summer of 2016; therefore, as an approximation for the 2017 
workforce %, the most recently available actual data (2015 for academic year 2017) will be 
utilized for application to the 2016-2017 academic year costs.  Thereafter, the participation % 
to be applied to the allowable costs will be based on the most recently available actual 
academic year data.   

Workforce Data Source 
Both the graduate level data and the employer data will be obtained by EOHHS from agencies which 
specialize in tracking of labor and employment statistics and include the Rhode Island Office of the 
Postsecondary Commissioner, the Rhode Island Department of Labor and Training and the 
Providence Plan (http://provplan.org/). 
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Claiming 
Upon receipt of Exhibit A with the attachment Exhibit B from each IHE, EOHHS will review the 
submission and, as necessary, within 10 business days of receipt raise questions with the IHE for 
resolution within 10 business days.  Once the IHE affirms the submitted costs, EOHHS will apply the 
Workforce percentage defined in “Workforce Calculation Methodology” above and calculate “Total 
Claimable Expenditures”.  EOHHS will then follow their existing procedures for claiming the FFP. 
 
 
Reporting  
EOHHS will include claimed DSHP expenditures on the CMS-64 schedule for each quarter.  The 
IHEs quarterly expenditure reports will be a part of the quarterly report to CMS and will include the 
specific programs with the respective CIP Codes listed on each school’s report.   
 
Changes to Previously Claimed Amounts 
EOHHS shall inform the IHE of any communication and provide the IHE with a copy of any letter or 
other communication from state or federal officials or staff relating to questions, audits, review, 
request for information, deferral, recoupment or disallowance of FFP for expenditures certified by the 
IHE. 
 
The IHE shall inform EOHHS of any communication and provide EOHHS with a copy of any letter 
or other communication from state or federal officials or staff relating to questions, audits, review, 
request for information, deferral, recoupment or disallowance of FFP for expenditures certified by the 
IHE pursuant to this Agreement.  



 

 

 
 
The State of Rhode Island and Providence Plantations Medicaid Agency (EOHHS) requires 
certain information to enable EOHHS to recognize costs incurred for services rendered for 
Designated State Health Program (DSHP) as allowable expenditures.  The Expenditure 
Verification (EV) form provides EOHHS with verification of expenditures by Rhode Island’s 
public Institutions of Higher Education which will allow EOHHS to draw federal matching 
funds.   
This mandatory form will be retained as part of the fiscal documentation for EOHHS. 
The completed and signed EV form must be submitted to the attention of the DSHP Project 
Director by FAX to (401) 462-4652; by email to paul.loberti@ohhs.ri.gov or mailed to: 
Paul G. Loberti, MPH 
Administrator for Medical Services & DSHP Project Director 
RI EOHHS 
Hazard Building 
74 West Road 
Cranston, RI 02920 
  
 SECTION I – IHE INFORMATION 
Report Period                  Federal Identification Number 
      
 
Name and Address – IHE 
 
 
 
 
 SECTION II - VERIFICATION 
 
This is to verify that: 
• I am authorized to review, sign, and submit this form on behalf of this IHE. 
• This IHE expended $                             in general funds for eligible Rhode Island Designated State Health 

Programs (DSHP), as approved by CMS October 20, 2016 in the 11-W-00242/1 amendment to Rhode Island’s 
section 1115 Demonstration Waiver.  Attached in Exhibit B, is the Allowable Cost report showing the 
expenditures identified for the approved DSHP program(s). 

• The report period submitted is:  ___________________ (mm-dd-yy), through __________________ (mm-dd-yy). 
• These expenditures do not include costs used to meet federal maintenance of effort requirements nor to provide 

match for any other federal purpose or grant and do not exceed the State’s annual appropriation.  
• Records documenting these expenditures are available for audit by EOHHS. 
• I have reviewed the foregoing and verify that the information reported is true and correct to the best of my 

knowledge and belief. 

SECTION III – SIGNATURE 
SIGNATURE – Authorized Representative   Date Signed    
 
 
Name – Authorized Representative (print)   Telephone Number – Authorized Representative 
          
 
Title – Authorized Representative    Email Address – Authorized Representative 
 

Designated State Health Program 
EXPENDITURE VERIFICATION (EV) 

Exhibit A 
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Exhibit B:  Allowable Cost Reporting  

   

Health Workforce Development 
Allowable Cost Reporting

(a) (b) (c) (d) (e) (f) (g) = (f)*% (h) = (f)*% (i) = (g)+(h) (j) = (e)+(i)
Indirect Costs
On Campus4 

(%)

Indirect Costs
Off Campus4 

(%)
0% 0%

1 Health Sciences Psych/CPRC 0.00 0.00 -                   -                     
2 Health Sciences Psychology 0.00 0.00 -                   -                     
3 Health Sciences Human Dev/Fam Studies 0.00 0.00 -                   -                     
4 Health Sciences Communicative Disorders 0.00 0.00 -                   -                     
5 Health Sciences Physical Therapy 0.00 0.00 -                   -                     
6 Health Sciences Gerontology 0.00 0.00 -                   -                     
7 Health Sciences Kinesiology 0.00 0.00 -                   -                     
8 Health Sciences King. Child Development 0.00 0.00 -                   -                     
9 Health Sciences Health Studies 0.00 0.00 -                   -                     

10 Health Sciences Nutrition 0.00 0.00 -                   -                     
11 CEPS Medical Lab Science 0.00 0.00 -                   -                     
12 Nursing Nursing Admin 0.00 0.00 -                   -                     
13 Nursing Nursing Instruction 0.00 0.00 -                   -                     
14 Pharmacy Pharmacy Dean 0.00 0.00 -                   -                     
15 Pharmacy Pharmacy Practice 0.00 0.00 -                   -                     
16 Pharmacy Biomedical and Pharmaceut. Science 0.00 0.00 -                   -                     

Grand Total -                         -                         -                                -                                -                   -                     

BOX A

BOXB

BOX C %

BOX D $

Footnotes
1 Department/Program must be matched with one or more CIP codes
2 $ 's reported in accordance with guidance of Supercircular and NACUBO Principles

4 Federally approved indirect rates
5 Data provided by RI Office of the Post-Secondary Commissioner, the Rhode Island Department of Labor and Training and the Providence Plan

3 Funding sources as defined

Indirect Cost Base 
(i.e., salary and/or 

fringe cost 
component of .(e))

Line #
CIP 
Ref1 College Dept Name1 Total Direct 

Costs2,3
Total Costs

Work Force Employment in RI5

 Total Graduates5

Work Force Participation % in 
RI5

Total Allowable Costs

Total Indirect 
Costs

Exhibit B 
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1. Instructions for Completing Allowable Cost Reporting Template 

Column Ref Instructions Responsibility 
Column A This column identifies the line number of the data and is used for reference 

purposes only.  The IHE should add or delete lines as appropriate to the number 
of Departments listed in Column D. 

IHE 

Column B Insert the CIP code in this column that identifies the program of instruction in 
Column D as classified under the National Center for Education Statistics 
Classification of Instructional Programs. 

IHE 

Column C Insert the name of the Department or College the Allowable educational Program 
in Column D is offered under. 

IHE 

Column D Insert the name of the Allowable educational Program agreed to with EOHHS IHE 
Column E Insert the total Allowable Costs for the respective Allowable Program.  IHE 
Column F Insert the total Allowable Costs to which the indirect rate is applicable for the 

respective Allowable Program.  
IHE 

Column G Insert the federally approved On-Campus indirect rate in Cell G6.  The remainder 
of Column G will automatically calculate. 

IHE 

Column H Insert the federally approved Off-Campus indirect rate in Cell H6.  The remainder 
of Column H will automatically calculate. 

IHE 

Column I Column I will automatically populate and total Columns G and H and represents 
the total of Indirect Costs by Allowable Program. 

Calculated 

Column J Column J will automatically populate and total Columns E and I and represents 
the Total Allowable Costs by Allowable Program. 

Calculated 

 
EOHHS will then apply the % of Workforce Participation of Program Graduates by IHE to total 
Allowable Costs for that IHE as follows (see “Workforce Calculation Methodology” herein for reference):  
 

Box A Populate the number of graduates that obtained relevant employment in Rhode Island with data provided by the external 
reporting agencies. 

Box B Populate the number of graduates from the IHE with data provided by the external reporting agencies. 
Box C Automatically calculates by dividing Box A by Box B to yield the Workforce Participation %. 
Box D Automatically calculates multiplying total Allowable Costs by Box C the Workforce Participation % and represents the 

total amount of Allowable Costs that EOHHS will claim for FFP match. 
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Attachment T: Deliverables Chart – 5 Years 
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DY Quality/Operational Improvement Targets Due Date  
 

% Reduction if State does 
not meet 

DY 8 
CY 16 

To ensure prompt responses to CMS’ questions regarding managed care rate development, CMS is 
adding the following items to the state’s deliverable list. EOHHS will respond to CMS questions 
provided in writing to the state, regarding their managed care capitation rate development within 4 
weeks of the request by CMS. If EOHHS anticipates that responses will not be available within the 
timeframe, EOHHS must notify CMS in writing, within 1 week of receipt of CMS request and 
request a reasonable extension, taking into account the content and volume of questions.  

 EOHHS Responds to all CMS questions, received 
prior to 10/14/2016 regarding the 2015 managed 
care rate certification submissions.   

Dec 1, 2016 15% 

 EOHHS Submits to CMS their 2016 managed care 
rate certification 

Dec 1, 2016 15% 

DY 9 
CY 17 

EOHHS Submits the AE Roadmap document to 
CMS, including AE-Specific Health Transformation 
Project  

June 1, 2017 10% 

 EOHHS Submits their DSHP Claiming Protocols;  
Attachment P, Attachment Q, Attachment R and 
Attachment S 

May 15, 2017 15% 

 EOHHS Submits AE Certification Standards to 
CMS 

June 1, 2017 10% 

 EOHHS Submits Attribution Guidance to CMS October 1, 
2017 

5% 

 EOHHS Submits APM program guidelines to CMS, 
includes TCOC methodology and benchmarks 

October 1, 
2017 

10% 

DY 10 
CY 18 

Each MCO has at least 2 effective contracts (or 10% 
of covered lives) with Certified AEs in an EOHHS 
approved Alternative Payment Model as defined in 
Attachment L.  

July 1, 2018 15% 

 EOHHS Year 2 Guidance Posted, includes:  
APM Program Guidance, Attribution Guidance, and 
AE Incentive Program Guidance 

December 15, 
2018 

5% 

DY 11 
CY 19 

Each MCO has at least 2 effective contracts (or 20% 
of covered lives) with Certified AEs in an EOHHS 
approved Alternative Payment Model as defined in 
Attachment L. 10% of covered lives shall be through 
an EOHHS Approved Alternative Payment 
Methodology that includes shared or full risk.  

July 1, 2019 10% 

 EOHHS Year 3 Guidance Posted, includes: 
APM Program Guidance, Attribution Guidance,  and 
AE Incentive Program Guidance 

December 15, 
2019 

5% 
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 Applicable AEs have demonstrated achievement of 
pre-determined performance benchmarks for 
established measures in the APM guidance 
document – Attachment L, for measurement period 
of July 1, 2018 through June 30, 2019.   

December 31, 
2019 

5% 

DY 12 
CY 20 

Each MCO has at least 3 effective contracts (or 30% 
of covered lives) with Certified AEs in an EOHHS 
approved Alternative Payment Model as defined in 
Attachment L.   
20% of covered lives shall be through an EOHHS 
Approved Alternative Payment Methodology that 
includes shared or full risk. 
 

July 1, 2020 10% 

 EOHHS Year 3 Guidance Posted, includes: 
APM Program Guidance, Attribution Guidance, and 
AE Incentive Program Guidance 

December 15, 
2020 

5% 

 Applicable AEs have demonstrated achievement of 
pre-determined performance benchmarks for 
established measures in the APM guidance 
document – Attachment L, for measurement period 
of July 1, 2019 through June 30, 2020.   

December 31, 
2020 

5% 


	final RI_Workforce ClaimingProtocol approval letter04_13_17signature
	FINAL RI STCs 04_13_17
	CENTERS FOR MEDICARE & MEDICAID SERVICES
	WAIVER LIST
	CENTERS FOR MEDICARE & MEDICAID SERVICES
	EXPENDITURE AUTHORITY
	I. PREFACE
	II. PROGRAM DESCRIPTION AND OBJECTIVES
	a. The Managed Care component provides Medicaid state plan benefits as well as supplemental benefits as identified in Attachment A to most recipients eligible under the Medicaid state plan, including the new adult group effective January 1, 2014.  Ben...
	b. The Extended Family Planning component provides access to family planning and referrals to primary care services for women whose family income is at or below 200 percent of the federal poverty level (FPL), and who lose Medicaid eligibility under RI...
	c. The RIte Share premium assistance component enrolls individuals who are eligible for Medicaid/CHIP, and who are employees or dependents of an employee of an employer that offers a “qualified” plan into the ESI coverage.
	d. Effective through December 31, 2013, the Rhody Health Partners component provides Medicaid state plan and demonstration benefits through a managed care delivery system to aged, blind, and disabled beneficiaries who have no other health insurance.  ...
	e. The Connect Care Choice component provides Medicaid state plan benefits to aged, blind, and disabled beneficiaries who have no other health insurance, through a primary care case management system.  The amount, duration, and scope of these services...
	f. The Home and Community-Based Service component provides services similar to those authorized under sections 1915(c) and 1915(i) of the Act to individuals who need home and community based services either as an alternative to institutionalization or...
	g. The RIte Smiles Program is a managed dental benefit program for Medicaid eligible children born after May 1, 2000.

	III. GENERAL PROGRAM REQUIREMENTS
	1. Concurrent Operation.  The state’s title XIX state plan as approved; its title XXI state plan, as approved; and this Medicaid section 1115 demonstration entitled “Rhode Island Comprehensive Demonstration,” will continue to operate concurrently for ...
	2. Compliance with Federal Non-Discrimination Statutes.  The state must comply with all applicable Federal statutes relating to non-discrimination.  These include, but are not limited to, the Americans with Disabilities Act of 1990, title VI of the Ci...
	3. Compliance with Medicaid and Children’s Health Insurance Program (CHIP) Law, Regulation, and Policy.  All requirements of the Medicaid and CHIP programs expressed in law, regulation, and policy statement not expressly waived or identified as not ap...
	4. Changes in Medicaid and CHIP Law, Regulation, and Policy.  The state must, within the timeframes specified in law, regulation, or policy directive, come into compliance with any changes in Federal law, regulation, or policy affecting the Medicaid o...
	5. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy Statements.
	a. To the extent that a change in Federal law, regulation, or policy requires either a reduction or an increase in Federal financial participation (FFP) for expenditures made under this demonstration, the state must adopt, subject to CMS approval, mod...
	b. If mandated changes in the Federal law require state legislation, the changes must take effect on the day that the state legislation becomes effective, or on the last day such legislation was required to be in effect under the law.

	6. State Plan Amendments. The state will not be required to submit title XIX or title XXI state plan amendments for programmatic changes affecting populations who would not be eligible under the state plan as of November 1, 2008 (state plan population...
	7. Extension of the Demonstration.  If the state intends to request demonstration extensions under sections 1115(e) or 1115(f), the state must observe the timelines contained in those statute provisions.  Otherwise, no later than 12 months prior to th...
	a. Demonstration Summary and Objectives.  The state must provide a narrative summary of the demonstration project, reiterate the objectives set forth at the time the demonstration was proposed, and provide evidence of how these objectives have been me...
	b. Special Terms and Conditions (STCs).  The state must provide documentation of its compliance with each of the STCs.  Where appropriate, a brief explanation may be accompanied by an attachment containing more detailed information.  Where the STCs ad...
	c. Waiver and Expenditure Authorities.  The state must provide a list along with a programmatic description of the waivers and expenditure authorities that are being requested in the extension.
	d. Quality.  The state must provide summaries of External Quality Review Organization (EQRO) reports, managed care organization (MCO) and state quality assurance monitoring, and any other documentation of the quality of care provided under the demonst...
	e. Compliance with the Budget Neutrality Agreement.  The state must provide financial data (as set forth in the current STCs) demonstrating the State’s detailed and aggregate, historical and projected budget neutrality status for the requested period ...
	f. Draft on Evaluation Status and Findings.  The state must provide a narrative summary of the evaluation design, status including evaluation activities and findings to date, and plans for evaluation activities during the expansion period.  The narrat...
	g. Compliance with Transparency Requirements at 42 CFR §431.412. As part of the demonstration extension requests the state must provide documentation of compliance with the transparency requirements 42 CFR §431.412 and the public notice and tribal con...
	i. Demonstration Summary and Objectives. The state must provide a summary of the demonstration project, reiterate the objectives set forth at the time the demonstration was proposed and provide evidence of how these objectives have been met as well as...
	ii. Special Terms and Conditions. The state must provide documentation of its compliance with each of the STCs.  Where appropriate, a brief explanation may be accompanied by an attachment containing more detailed information.  Where the STCs address a...
	iii. Waiver and Expenditure Authorities. The state must provide a list along with a programmatic description of the waivers and expenditure authorities that are being requested in the extension.
	iv. Quality. The State must provide summaries of External Quality Review Organization (EQRO) reports, managed care organization (MCO), state quality assurance monitoring and quality improvement activities, and any other documentation of the quality of...
	v. Compliance with the Budget Neutrality. The state must provide financial data (as set forth in the current STCs) demonstrating that the state has maintained and will maintain budget neutrality for the requested period of extension.  CMS will work wi...
	vi. Interim Evaluation Report.  The state must provide an evaluation report reflecting the hypotheses being tested and any results available.
	vii. Demonstration of Public Notice 42 CFR §431.408. The state must provide documentation of the state’s compliance with public notice process as specified in 42 CFR §431.408 including the post-award public input process described in 42 CFR §431.420(c...


	8. Demonstration Transition and Phase Out.  The state may only suspend or terminate this demonstration in whole, or in part, consistent with the following requirements.
	a. Notification of Suspension or Termination.  The state must promptly notify CMS in writing of the reason(s) for the suspension or termination, together with the effective date and a transition and phase-out plan.  The state must submit its notificat...
	b. Plan approval.  The state must obtain CMS approval of the transition and phase-out plan prior to the implementation of the phase-out activities. Implementation of phase-out activities must be no sooner than 14 days after CMS approval of the phase-o...
	c. Transition and Phase-out Plan Requirements.  The state must include, at a minimum, in its phase-out plan the process by which it will notify affected beneficiaries, the content of said notices (including information on the beneficiary’s appeal righ...
	d. Transition and Phase-out Procedures.  The state must comply with all notice requirements found in 42 CFR §431.206, §431.210, and §431.213. In addition, the state must assure all appeal and hearing rights afforded to demonstration participants as ou...
	e. Exemption from Public Notice Procedures 42.CFR Section 431.416(g).  CMS may expedite the federal and state public notice requirements in the event it determines that the objectives of title XIX and XXI would be served or under circumstances describ...
	f. Federal Financial Participation (FFP): If the project is terminated or any relevant waivers suspended by the state, FFP shall be limited to normal closeout costs associated with terminating the demonstration including services and administrative co...

	9. Expiring Demonstration Authority.  For demonstration authority that expires prior to the demonstration’s expiration date, the state must submit a demonstration expiration plan to CMS no later than 6 months prior to the applicable demonstration auth...
	a. Expiration Requirements. The state must include, at a minimum, in its demonstration expiration plan the process by which it will notify affected beneficiaries, the content of said notices (including information on the beneficiary’s appeal rights), ...
	b. Expiration Procedures. The state must comply with all notice requirements found in 42 CFR § 431.206, 431.210 and 431.213. In addition, the state must assure all appeal and hearing rights afforded to demonstration participants as outlined in 42 CFR ...
	c. Federal Public Notice. CMS will conduct a 30-day federal public comment period consistent with the process outlined in 42 CFR § 431.416 in order to solicit public input on the state’s demonstration expiration plan. CMS will consider comments receiv...
	d. FFP. FFP shall be limited to normal closeout costs associated with the expiration of the demonstration including services and administrative costs of disenrolling participants.

	10. CMS Right to Amend, Terminate or Suspend for Cause.  CMS may amend, suspend or terminate the demonstration, in whole or in part, at any time before the date of expiration, whenever it determines, following a hearing, that the state has materially ...
	11. Finding of Non-Compliance.  The state does not relinquish its rights to challenge CMS’ finding that the state materially failed to comply.
	12. Withdrawal of Waiver or Expenditure Authority.  CMS reserves the right to withdraw waivers or expenditure authorities at any time that it determines that continuing the waivers or expenditure authorities would no longer be in the public interest o...
	13. Adequacy of Infrastructure.  The state must ensure the availability of adequate resources for implementation and monitoring of the demonstration, including education, outreach, and enrollment; maintaining eligibility systems; compliance with cost ...
	14. Public Notice and Consultation with Interested Parties.  The state must continue to comply with the state Notice Procedures set forth in 59 Fed. Reg. 49249 (September 27, 1994) for any category III program changes to the demonstration, including, ...
	15. Post Award Forum.  Within six months of the demonstration’s implementation and annually thereafter, the state will afford the public with an opportunity to provide meaningful comment on the progress of the demonstration. At least 30 days prior to ...
	16. FFP.  No Federal administrative or service matching funds for expenditures for this demonstration will take effect until the effective date identified in the demonstration approval letter.
	17. Transformed Medicaid Statistical Information Systems Requirements (T-MSIS).  The State shall comply with all data reporting requirements under Section 1903(r) of the Act, including but not limited to Transformed Medicaid Statistical Information Sy...

	IV. TITLE XIX PROGRAM FLEXIBILITY
	18. Categories of Changes and General Requirements for Each Category.  When making changes, the state must characterize the change in one of the three following categories below.  CMS has 15 business days after receiving notification of the change (ei...
	a. Category I Change.  Is a change which is administrative in nature for which the state has current authority under the state plan or demonstration, and which does not affect beneficiary eligibility, benefits, overall healthcare delivery systems, pay...
	b. Category II Change. Is a change that could be made as a state plan amendment or through authority in sections 1915(b), 1915(c), 1915(i) or 1915(j) without any change in either the STCs, or the section 1115 waiver and expenditure authorities. These ...
	i. That the change is consistent with the protections to health and welfare as appropriate to title XIX of the Act, including justification;
	ii. That the change results in appropriate efficient and effective operation of the program, including justification and response to funding questions;
	iii. That the changes would be permissible as a state Plan or section 1915 waiver amendment; and that the change is otherwise consistent with sections 1902, 1903, 1905, and 1906 of the Act, current Federal regulations, and CMS policy; and
	iv. Assessment of the cost of the change.

	c. Category III Change.  Is a change requiring modifications to the current waiver or expenditure authorities including descriptive language within those authorities and the STCs, and any other change that is not clearly described within Categories I ...

	19. Process for Changes to the Demonstration.  The state must submit the corresponding notification to CMS for any changes it makes to the demonstration as characterized in the Category I, II or III definitions section depending on the level of change...
	a. Process for Category I Changes.  The state must notify CMS of any change to the demonstration defined as a Category I change 30 calendar days before implementing the change. The state must also report these changes in the quarterly and annual repor...
	b. Process for Category II Changes. The state will notify CMS of any change to the demonstration defined as a Category II change. This notification will include assurances that the change is consistent with Federal statutes, regulations, and CMS polic...
	i. Within 45 calendar days of receipt if the assurances supporting the change are approved; or
	ii. Within 45 calendar days of receipt if the assurances do not establish that the change is consistent with federal statutes, regulations, and CMS policy.  As part of the notification, CMS will describe the missing information, necessary corrective a...
	iii. During days 46 and beyond, CMS will be available to work with the state.  During this time period, the state can provide to CMS additional justification or assurance in order to clarify the appropriateness of the change.
	iv. During days 46 through 75, the state, upon taking appropriate action, must submit a written statement to CMS indicating how the state has addressed CMS concerns on the assurances.  Within 15 calendar days of the date of the additional submission, ...
	v. By day 90, if the assurances have not been approved by CMS, the state may obtain reconsideration by pursuing the change again as a revised Category II change if the state has additional information, or as a Category III change.
	vi. If CMS determines at any time subsequent to state implementation of an approved Category II change that the assurances are no longer valid, CMS shall request prompt state corrective action as a condition of continued operation of the demonstration.
	vii. After implementation, FFP is available for approved changes.

	c. Process for Category III Changes.  The state must submit an amendment to the demonstration as defined in the paragraphs below.
	i. All amendment requests are subject to approval at the discretion of the Secretary in accordance with section 1115 of the Act.  The state must not implement changes to these elements without prior approval from CMS.  Amendments to the demonstration ...
	ii. Requests to amend the demonstration must be submitted to CMS for approval no later than 120 days prior to the planned date of implementation of the change and may not be implemented until approved.  Amendment requests must be reviewed by the Feder...



	V. ELIGIBILITY AND ENROLLMENT
	20. Populations Affected and Eligible under the Demonstration.
	Mandatory and Optional Medicaid State Plan Groups
	21. AFDC-Related Eligibility Determinations.   Effective through December 31, 2013, to reflect a policy of family responsibility, in determining the eligibility of individuals reported in Budget Groups 3, 4, and 7-9, the state considers the income of ...
	22. Resource Test.  Effective through December 31, 2013, the state may elect to impose a resource test so that, notwithstanding the general financial standards described above, the state may elect to limit eligibility for individuals eligible under gr...
	23. Eligibility Determinations – ABD Related.  Eligibility determinations for ABD related populations in the community must follow the income and resource methodologies of the SSI program and the current Medicaid state plan.
	24. Eligibility/Post-Eligibility Treatment of Income and Resources for Institutionalized Individuals.  In determining eligibility for institutionalized individuals, the state must use the rules specified in the currently approved Medicaid state plan. ...
	25. Individuals Receiving section 1915(c)-Like Services.
	a. Categorically Needy Individuals at the Highest Level of Care.  The state will use institutional eligibility and post eligibility rules for an individual who would only be eligible in the institution in the same manner as specified under 42 CFR 435....
	b. Categorically Needy Individuals at the High Level of Care.  The state will use institutional eligibility and post eligibility rules for individuals who would not be eligible in the community because of community deeming rules in the same manner as ...
	c. Medically Needy at the High and Highest Level of Care.  The state will apply the medically needy income standard plus $400.  Individuals requiring habilitation services will be eligible to receive those services with a High or Highest Level of Care...
	d. Program for All-Inclusive Care for the Elderly (PACE). For participants at the “highest” level of care, the state will use institutional eligibility and post eligibility rules for individuals who would only be eligible in the institution in the sam...

	26. Maintenance of Current Optional Populations.  The State must maintain eligibility of all optional populations that are covered under the Rhode Island Medicaid State Plan as of November 1, 2008, except to the extent that this demonstration expressl...
	27. Extended Eligibility for Persons Transitioning between Medicaid/CHIP and Qualified Health Plans in the Marketplace.  Effective January 1, 2014, the state will extend Medicaid or CHIP eligibility for persons who are transitioning from Medicaid or C...
	28. Expedited LTC Eligibility.  The state may accept self-attestation of the financial eligibility criteria for new LTC applicants for a maximum of ninety (90) days.  Eligible individuals would be required to complete the LTC Clinical and Financial Ap...
	29. Referral for More Comprehensive Coverage.    Effective January 1, 2014, in order to ensure that vulnerable populations who are not currently covered by a comprehensive health insurance plan, but receive only services through expenditure authority ...
	30. Efficient Transition to Coverage in the New Adult Group.  Individuals enrolled in Budget Populations 16, 18, and 19 prior to December 31, 2013, who have incomes up to and including 133 percent of the FPL will be eligible in the new adult group und...
	a. The state must attempt to contact every individual expected to lose limited benefit coverage through the demonstration and move to full Medicaid coverage;
	b. The state must assure that there is no duplication of federal funding when individuals in Budget Populations 16, 18, and 19 are enrolled to the New Adult Group.
	c. No later than January 31, 2014, the state must collect data to determine whether individuals have lost demonstration coverage but have not enrolled in full Medicaid coverage.  The state must share these data with CMS in writing on a monthly basis.
	31. Efficient Transition to Marketplace Coverage.  Effective January 1, 2014, the state reduce eligibility for parents caretaker relatives from 175 percent to 133 percent of the FPL.  The state must engage in extensive outreach efforts to assure that ...
	a. The state must attempt to contact every individual expected to lose Medicaid coverage and move to Marketplace coverage;
	b. The state must conduct community events, which will include information sessions dedicated to sharing information to assist individuals moving from Medicaid coverage to Marketplace coverage;
	c. The state must conduct significant outreach and communication strategies to Marketplace Subsidy Program enrollees to ensure that they are able to remain in a QHP after January 31, 2014, when they will no longer be eligible for a premium holiday.
	d. No later than January 31, 2014, the state must collect data to determine whether individuals have lost Medicaid coverage but have not enrolled in Marketplace coverage.  The state must share these data with CMS on a monthly basis through March 31, 2...

	VI. BENEFITS
	32. General.  Benefits provided through this demonstration program are as follows:
	a. RIte Care.  Benefits are the full scope of benefits set forth in the approved state plan as of November 1, 2008, unless specified in this document.  Benefits are delivered through managed care organizations or managed care delivery systems, with th...
	b. Alternative Benefit Plan.  Effective January 1, 2014, the New Adult Group will receive benefits provided through the state’s approved alternative benefit plan (ABP) state plan amendment (SPA), which are effective, as of the effective date in the ap...
	c. Extended Family Planning Program.  Family planning services and referrals to primary care services are provided to eligible recipients at or below 250 percent of the FPL who lose Medicaid eligibility at the conclusion of their 60-day postpartum per...
	d. Long-Term Care and HCBS.  Long term care services are provided when medically necessary to certain individuals eligible under the Medicaid state plan.  As indicated above, the New Adult Group will receive benefits provided through the state’s appro...
	e. Limited Benefit Packages.  Individuals in Budget Populations 10, 16, 18, 19, and 20 are eligible for limited benefits under the demonstration.  Benefit packages may include, but are not limited to, limited pharmacy, physical health, or mental healt...

	33. Long-Term Care and HCBS.  Individuals eligible as aged, blind or disabled (ABD) under the Medicaid state plan will receive benefits for institutional and home and community-based long term care services including an option for self-direction.  Pri...
	a. Highest level of care.  Individuals who are determined based on medical need to require the institutional level of care will receive services through nursing homes, long term care hospitals or intermediate care facilities for the mentally retarded ...
	b. High level of care.  Individuals who are determined based on medical need to benefit from either the institutional level of care or a significant level of home and community-based services will have access to community based core and preventive ser...
	c. Preventive level of care.  Individuals who do not presently need an institutional level of care will have access to services targeted at preventing admission, re-admissions or reducing lengths of stay in an institution. These beneficiaries will rec...
	d. Long term care services under this demonstration will include coverage of HCBS-like services that are equivalent to the services previously furnished under section 1915(c) HCBS waivers, including waiver numbers 0040.90.R5 (Aged and Disabled), 0176....
	e. Primary and acute care services for Medicaid ABD eligible individuals meeting the highest, high or preventive level of care may be provided through Primary Care Case Management or Rhody Health Partners or Connect Care Choice plans or other managed ...

	34. Waiting List for HCBS.  Should a waiting list for long-term care services develop, the state must provide services for individuals classified in higher levels of care categories before providing services to individuals classified in lower categori...
	35. Long-Term Care Enrollment.  For those participants residing in an institution at the point of implementation of the demonstration, the state must apply pre-demonstration level of care criteria to those individuals unless the participant transition...
	36. Program for All-inclusive Care for the Elderly (PACE).  PACE is subsumed under this section 1115 demonstration program and will remain an option for qualifying demonstration eligibles, that is, those that meet the High or Highest level of care det...
	37. Long-Term Care Insurance Partnership.  The state must implement a Long-Term Care Insurance Partnership Program as described in the Rhode Island state plan.  Under the Long-Term Care Insurance Partnership Program, an individual who is a beneficiary...
	38. Any premiums or copay requirements are specified in the Medicaid state plan.  Demonstration populations may be charged premiums that do not exceed the premiums specified below.
	39. Assessment and Coordination Organization Process. Access to institutional and community-based supports and services will be through the Assessment and Coordination Organization (ACO) process.  The purpose of the ACO is to streamline the intake and...
	40. Long-Term Care Services.  Institutional and community-based long-term care services will be delivered through one of the following delivery systems:
	a. Managed Long Term Services and Supports.  Beneficiaries will have access to long term care services and supports through their enrollment in Rhody Health Options or Connect Care Choice Community Partners
	b. Fee-for-service. Beneficiaries will be able to access long-term care services in the same way that services are accessed today, through a fee-for-service system.  Under this system, a beneficiary can choose the Medicaid participating agency or prov...
	c. Self-direction. Beneficiaries (or, as they authorize, their families) will also have the option to purchase HCBS waiver like services through a self-direction service delivery system.  Under this option, beneficiaries will work with the ACO to deve...

	41. Primary and Acute Care Services.  Primary and acute care services will be delivered through the following systems:
	a. Managed Care Organizations:  RIte Care, Rhody Health Partners, Rhody Health Options or Connect Care Choice Community Partners
	b. Primary Care Case Management Program:  Connect Care Choice
	c. Pre-paid Dental Ambulatory Health Plans:  RIte Smiles
	d. PACE:  PACE Organization of Rhode Island
	e. Premium Assistance:  Rite Share
	f. Fee-for-service

	42. Contracts.  On those occasions that contracts with public agencies are not competitively bid, those payments under contracts with public agencies shall not exceed the documented costs incurred in furnishing covered services to eligible individuals...
	43. Freedom of Choice.  An enrollee’s freedom of choice of providers through whom the enrollee may seek services shall be limited. This applies to all populations enrolled in the Comprehensive demonstration. No waiver of freedom of choice is authorize...
	44. Selective Contracting.  The state may pursue selective contracting in order to restrict the provider from (or through) whom an individual can obtain services.  Emergency services and family planning services will not be covered by this provision. ...
	45. Process for the Review and Approval of Contracts.  The following process applies to contracts between the state and managed care organizations, pre-paid ambulatory health plans; primary care case management providers, and contracts pursuant to the...
	49. Under the current managed care regulatory requirements for state direction of MCO payments (42 CFR 438.6(c)), Rhode Island will need to ensure that the measurement period of any of the performance based metrics and incentive payments within the He...

	VIII. SELF-DIRECTION
	50. Required Elements of Self-Direction.  The state must meet the following requirements to operate its self-direction program for core and preventive services including through a High-Fidelity Wraparound process for children in residential treatment ...
	51. Voluntary Program.  The program is voluntary for demonstration eligibles who are eligible for and receiving home and community based long-term care services and supports.
	52. Paid Providers of Services.  Except for legally liable relatives, such as spouses and parents, any individual capable of providing the assigned tasks and freely chosen by a participant to be a paid provider of self-directed services and supports m...
	53. Information Furnished to Participants.  The following information must be provided to participants:  principles and benefits of participant direction; participants’ rights, roles and responsibilities; self-direction election form; description of o...
	54. Assessment.  An assessment of an individual’s needs, strengths, and preferences for services, as well as any risks that may pose a threat of harm to the individual, will be completed.  The assessment includes information about the individual’s hea...
	55. Person-Centered Planning.  The state must utilize a person-centered and directed planning process, intended to identify the strengths, capacities, preferences, needs, and desired outcomes of the participant.  An Individual Service and Spending Pla...
	56. Employer Authority.  Participants have the opportunity to exercise choice and control (i.e., hire, fire, supervise, manage) over individuals who furnish their long term care demonstration services authorized in the person-centered service plan.  I...
	57. Budget Authority.  Participants also have the opportunity to exercise choice and control over a specified amount of funds in a participant-directed budget.  Under the budget authority, the participant has decision-making authority and management r...
	58. Individual Budget.  An individual budget is the amount of funds available to the participant to self-direct.  It is developed using a person-centered planning process; based on actual service utilization and cost data and derived from reliable sou...
	59. Information and Assistance in Support of Participant Direction.  The state shall have a support system that provides participants with information, training, counseling, and assistance, as needed or desired by each participant, to assist the parti...
	60. Counseling/Advisement Agencies.  The state shall provide each participant with a Service Advisor from a counseling/advisement agency that conducts participant screening, assessment and reassessment; participant orientation, training, preparation, ...
	61. Financial Management Services.  The state shall provide financial management services (FMS) that:  provide payroll services for program participants and/or designated representatives; are responsible for all taxes, fees, and insurances required fo...
	62. Services to be Self-Directed.  Participants who elect the self-direction opportunity will have the option to self-direct all or some of the long-term care core and preventive services and supports under the demonstration.  The services, goods, and...
	63. Individual Directed Goods and Services.  Individual directed goods and services may be purchased from accumulated funds (“savings”) as approved in the individual budget plan.  Goods and services must relate to a need or goal identified in the pers...
	64. Participant Direction by Representative.  The state provides for the direction of services by a representative.  The representative may be a legal representative of the participant or a non-legal representative freely chosen by an adult participan...
	65. Independent Advocacy.  Each participant shall have access to an independent advocate or advocacy system in the state.  This function is performed by individuals or entities that do not provide direct services, perform assessments, or have monitori...
	66. Service Plan Monitoring.  The Service Advisor shall, at a minimum, make quarterly in-person visits to the participant and monthly telephone contact in the first year, then semi-annual in-person and quarterly phone contact thereafter or more when r...
	67. Expenditure Safeguards.  The FMS reports monthly to the participant and the Service Advisor, and quarterly to the state, on the budget disbursements and balances.  If more than 20 percent underutilization of authorized services is discovered, the ...
	68. Disenrollment.  A participant may voluntarily disenroll from the self-directed option at any time and return to a traditional service delivery system.  A participant may also be involuntarily disenrolled from the self-directed option for cause, su...
	69. Fair Hearing.  Participants may request a fair hearing when a reduction in services occurs or when a requested adjustment to the budget is denied or the amount of the budget is reduced.
	70. Cash Option.  At such time as the state elects, a participant may elect to receive the amount of the funds in his or her individual budget in a prospective cash disbursement.  Prior to the election of the cash option, the state will notify CMS of ...
	71. Additional Populations and Services.  At such time as the state elects to add additional populations or services to the self-direction option, the state will notify CMS of this election according to the Process for Category II changes.  If, howeve...
	72.  Personal Needs Allowance.  Effective January 1, 2014, the state will increase the monthly personal needs allowance by $400 for certain persons categorically eligible or eligible as medically needy for Medicaid-funded long-term services and suppor...

	IX. EXTENDED FAMILY PLANNING PROGRAM
	73. Eligibility Requirements.  Family planning and family planning-related services and supplies are provided to individuals that are redetermined eligible for the program on an annual basis.  The state must enroll only women, meeting the eligibility ...
	74. Primary Care Referral.  Primary care referrals to other social service and health care providers as medically indicated are provided; however, the costs of those primary care services are not covered for enrollees of this demonstration.  The state...
	75. Eligibility Redeterminations.  The state must ensure that redeterminations of eligibility for this component of the demonstration are conducted, at a minimum, once every 12 months.  At the State’s option, redeterminations may be administrative in ...
	76. Disenrollment from the Extended Family Planning Program.  If a woman becomes pregnant while enrolled in the Extended Family Planning Program, she may be determined eligible for Medicaid under the State plan.  The State must not submit claims under...
	77. Extended Family Planning Program Benefits.  Benefits for the family planning expansion group are limited to family planning and family planning-related services.  Family planning services and supplies described in section 1905(a)(4)(C) of the Act ...
	a. Approved methods of contraception;
	b. Sexually transmitted infection (STI) testing, Pap smears and pelvic exams;
	Note: The laboratory tests done during an initial family planning visit for contraception include a Pap smear, screening tests for STIs/STDs, blood count and pregnancy test.  Additional screening tests may be performed depending on the method of contr...
	c. Drugs, supplies, or devices related to women’s health services described above that are prescribed by a health care provider who meets the State’s provider enrollment requirements (subject to the national drug rebate program requirements); and
	d. Contraceptive management, patient education, and counseling.

	78. Family Planning-Related Benefits.  Family planning-related services and supplies are defined as those services provided as part of or as follow-up to a family planning visit and are reimbursable at the State’s regular Federal Medical Assistance Pe...
	a. Colposcopy (and procedures done with/during a colposcopy) or repeat Pap smear performed as a follow-up to an abnormal Pap smear which is done as part of a routine/periodic family planning visit.
	b. Drugs for the treatment of STIs/STDs, except for HIV/AIDS and hepatitis, when the STI/STD is identified/ diagnosed during a routine/periodic family planning visit.  A follow-up visit/encounter for the treatment/drugs and subsequent follow-up visits...
	c. Drugs/treatment  for vaginal infections/disorders, other lower genital tract and genital skin infections/disorders, and urinary tract infections, where these conditions are identified/diagnosed during a routine/periodic family planning visit.  A fo...
	d. Other medical diagnosis, treatment, and preventive services that are routinely provided pursuant to family planning services in a family planning setting.  An example of a preventive service could be a vaccination to prevent cervical cancer.
	e. Treatment of major complications (including anesthesia) arising from a family planning procedure such as:
	i. Treatment of a perforated uterus due to an intrauterine device insertion;
	ii. Treatment of severe menstrual bleeding caused by a Depo-Provera injection requiring a dilation and curettage; or
	iii. Treatment of surgical or anesthesia-related complications during a sterilization procedure.


	79. Services.  Services provided through the Extended Family Planning program are paid either through a capitated managed care delivery system or fee for service (FFS).

	X. RITE SMILES
	80. RIte Smiles.  The RIte Smiles Program is a managed dental benefit program that was previously operated under a waiver pursuant to section 1915(b) of the Act.  Beneficiaries eligible for this program are Medicaid-eligible children born on or after ...

	XI. DESIGNATED STATE HEALTH PROGRAMS (DSHP)
	89. Marketplace Subsidy Program.  Effective January 1, 2014, the state may claim as allowable expenditures under the demonstration the payments made through its state-funded program to provide premium subsidies for parents and caretaker relatives with...
	Subsidies will be provided on behalf of individuals who: (1) have a child eligible for and enrolled in RIte Care; (2) are enrolled in a Marketplace plan that does not meet RIte Share requirements; and (3) whose income is at or below 175 percent of the...
	a. Funding Limit.  Expenditures for the subsidies are limited on an annual basis as follows (total computable).  Expenditures for DYs 9 and 10 are contingent upon CMS approval of the evaluation report required in STC 100.
	b. Reporting.  The state must provide data regarding the operation of this subsidy program in the quarterly report required per STC 100.  This data must, at a minimum, include:
	i. The number of individuals served by the program each month;
	ii. The size of the subsidies; and
	iii. A comparison of projected costs with actual costs.

	c. Evaluation.  In DY 7 as part of the annual report, the state must evaluate the effect of the Marketplace Subsidy Program for enrollment in a QHP, using childless adults who are not eligible to receive a subsidy as a comparison group, as required pe...
	d. Budget Neutrality.  This subsidy program will be subject to the budget neutrality limit specified in STC 118.

	90. Expenditures for Limited Benefit Budget Populations.  Effective January 1, 2014, the state may claim as allowable expenditures under the demonstration the payments made through its state-funded program to provide for a limited benefit package of s...
	a. Uninsured Adults with Mental Illness.  Effective January 1, 2014 through April 30, 2014, expenditures for a state-funded program that provides a limited benefit package of supplemental services for uninsured adults with mental illness and or substa...
	b. Persons living with HIV.  Effective January 1, 2014 through April 30, 2014, expenditures for a state-funded program that provides a limited benefit package of supplemental HIV services for persons living with HIV with incomes below 200 percent of t...
	c. Non-working disabled adults.  Effective January 1, 2014 through April 30, 2014, expenditures for a state-funded program that provides  a limited benefit package of supplemental services for non-working disabled adults ages 19-64 eligible for the Ge...

	XII. HEALTHY BEHAVIORS INCENTIVES PROGRAM
	91. Healthy Behaviors Incentives.  Subject to federal approval, the state may establish a program based on incentives:  individuals who adopt healthy behaviors may be eligible for rewards, ranging from a gift card for health-related goods to a premium...
	92. Healthy Behaviors Incentives Protocols. The state is required to submit protocols pertaining to the program no later than 60 days after the date of this approval (Attachment H).  Protocols must include, at a minimum, descriptions of the following:
	a. Populations impacted
	b. Incentives offered to beneficiaries
	c. Any penalties to disincentivize unhealthy behaviors
	d. Payment and financing methodologies, explaining which entities receive and administer funding, how incentive amounts are determined, and an explanation of any quality controls used to ensure proper use of funds.

	XIII. GENERAL REPORTING REQUIREMENTS
	93. General Financial Requirements.  The state must comply with all general financial requirements under title XIX and title XXI set forth in sections XIV and XV, respectively.
	94. Compliance with Managed Care Reporting Requirements.  The state must comply with all managed care reporting regulations at 42 CFR 438 et. seq. except as expressly waived or identified as not applicable in the expenditure authorities incorporated i...
	95. Reporting Requirements Relating to Budget Neutrality.  The state shall comply with all reporting requirements for monitoring budget neutrality as set forth in section XVI.
	96. Title XXI Reporting Requirements.  The state will provide to CMS on a quarterly basis, an enrollment report for the title XXI populations showing end of quarter actual and unduplicated ever enrolled figures.  This data will be entered into the Sta...
	97. Confirmation of CHIP Allotment with the Submission of CHIP State Plan Amendments.  Should the state seek an amendment under the CHIP state plan that has a budgetary impact on allotment neutrality, the state shall submit an updated allotment neutra...
	98. Quarterly Calls.  CMS shall schedule quarterly conference calls with the state for the duration of the demonstration.  The purpose of these calls is to discuss any significant actual or anticipated developments affecting the demonstration.  Areas ...
	99. Quarterly Operational Reports.  The state must submit quarterly progress reports in the format specified in Attachment E no later than 60 days following the end of each quarter.
	a. Updated budget neutrality and allotment neutrality monitoring spreadsheets;
	b. Events occurring during the quarter or anticipated to occur in the near future that affect health care delivery including approval and contracting with new plans; benefits; cost-sharing, enrollment; grievances; quality of care; access; health plan ...
	c. Action plans for addressing any policy and administrative issues identified;
	d. Any changes the state made or plans to make to the demonstration as a Category I or II change;
	e. The number of individuals enrolled in each major program of the Comprehensive demonstration; including, but not limited to TANF and related programs, the extended family planning program; each of the limited benefit programs; and ABD with breakouts...
	f. The number of individuals served by and costs of the Marketplace Subsidy program; and
	g. Evaluation and Quality Assurance and Monitoring activities and interim findings.

	100. Annual Report.  The state must submit a draft annual report documenting accomplishments, project status, quantitative and case study findings, utilization data, and policy and administrative difficulties in the operation of the demonstration.  Th...

	XIV. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XIX
	101. Quarterly Expenditure Reports.  The state shall provide quarterly expenditure reports using the form CMS-64 to report total expenditures for services provided under the Medicaid program, including those provided through the Demonstration under se...
	102. Reporting Expenditures Under the Demonstration.  In order to track expenditures under this demonstration, Rhode Island must report demonstration expenditures through the Medicaid and state Children's Health Insurance Program Budget and Expenditur...
	a. For the extended family planning component of the demonstration, the state should report demonstration expenditures on Forms CMS-64.9 Waiver and/or 64.9P Waiver as follows:
	i. Allowable family planning expenditures eligible for reimbursement at the State’s Federal medical assistance percentage rate (FMAP) should be entered in Column (B) on the appropriate waiver sheets.
	ii. Allowable family planning expenditures eligible for reimbursement at the enhanced family planning match rate should be entered in Column (D) on the appropriate waiver sheets.

	b. Premiums and other applicable cost sharing contributions from enrollees that are collected by the state under the demonstration must be reported to CMS each quarter on Form CMS-64 Summary Sheet line 9.D, columns (A) and (B).  Additionally, the tota...
	c. For each demonstration year, twenty eight (28) separate Forms CMS-64.9 Waiver and/or 64.9P Waiver must be completed to report expenditures for the following demonstration populations and demonstration services.  The waiver names to be used to ident...
	d. Specific Reporting Requirements for Budget Population 7.
	i. The state is eligible to receive title XXI funds for expenditures for this demonstration population, up to the amount of its title XXI allotment (including any reallocations or redistributions).  Expenditures for these children under title XXI must...
	ii. Title XIX funds are available under this demonstration if the state exhausts its title XXI allotment (including any reallocations or redistributions).  If the state exhausts its available title XXI funds prior to the end of a Federal fiscal year, ...

	e. Description of Budget Services.
	i. Budget Services 1 [Windows].  Cost of replacement windows in residences of lead poisoned eligibles.

	103. Expenditures Subject to the Budget Neutrality Agreement.  For purposes of this section, the term “expenditures subject to the budget neutrality agreement” means expenditures for all medical assistance payments except DSH, the phased-down Part D c...
	104. Premium Collection Adjustment.  The state must include demonstration premium collections as a manual adjustment (decrease) to the demonstration’s actual expenditures on a quarterly basis on the budget neutrality monitoring spreadsheet.
	105. Administrative Costs.  Administrative costs will not be included in the budget neutrality agreement, but the state must separately track and report additional administrative costs that are directly attributable to the demonstration.  All administ...
	106. Claiming Period.  All claims for expenditures subject to the budget neutrality agreement (including any cost settlements) must be made within 2 years after the calendar quarter in which the state made the expenditures.  All claims for services du...
	107. Reporting Member Months.  The following describes the reporting of member months for demonstration populations:
	a. For the purpose of monitoring the budget neutrality agreement and for other purposes, the state must provide to CMS, as part of the quarterly report required under paragraph 99, the actual number of eligible member months for all Budget Populations...
	b. The term “eligible member months” refers to the number of months in which persons are eligible to receive services.  For example, a person who is eligible for 3 months contributes three eligible member months to the total.  Two individuals who are ...

	108. Standard Medicaid Funding Process.  The standard Medicaid funding process must be used during the demonstration.  Rhode Island must estimate matchable demonstration expenditures (total computable and Federal share) subject to the budget neutralit...
	109. Extent of Federal Financial Participation for the Demonstration.  Subject to CMS approval of the source(s) of the non-Federal share of funding, CMS shall provide FFP at the applicable Federal matching rates for the demonstration as a whole as out...
	a. Net expenditures and prior period adjustments of the Medicaid program that are paid in accordance with the approved Medicaid state plan; and
	b. Net medical assistance expenditures made under section 1115 demonstration authority with dates of service during the demonstration period.

	110. Extent of Federal Financial Participation for the Extended Family Planning Program. CMS shall provide Federal Financial Participation (FFP) for CMS-approved services (including prescriptions) provided to women under the extended family planning p...
	a. For procedures or services clearly provided or performed for the primary purpose of family planning (contraceptives and sterilizations) and which are provided in a family planning setting, FFP will be available at the 90 percent Federal matching ra...
	b. Family planning-related services reimbursable at the Federal Medical Assistance Percentage (FMAP) rate are defined as those services generally performed as part of, or as follow-up to, a family planning service for contraception.  Such services are...
	c. FFP will not be available for the costs of any services, items, or procedures that do not meet the requirements specified above, even if family planning clinics or providers provide them.  For example, in the instance of testing for sexually transm...
	d. CMS will provide FFP at the appropriate 50 percent administrative match rate for general administration costs, such as, but not limited to, claims processing, eligibility assistance and determinations, outreach, program development, and program mon...
	111. Sources of Non-Federal Share.  Rhode Island certifies that the matching non-federal share of funds for the demonstration is state/local monies.  Rhode Island further certifies that such funds shall not be used as the match for any other federal g...
	112. Monitoring the Demonstration.  The state will provide CMS with information to effectively monitor the demonstration, upon request, in a reasonable time frame

	XV. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XXI
	113. Quarterly Expenditure Reports.  In order to track title XXI expenditures under this demonstration, the state must report quarterly demonstration expenditures through the MBES/CBES, following routine CMS-64.21 reporting instructions as outlined in...
	114. Claiming Period.  All claims for expenditures related to the demonstration (including any cost settlements) must be made within 2 years after the calendar quarter in which the state made the expenditures.  Furthermore, all claims for services dur...
	115. Standard CHIP Funding Process.  The standard CHIP funding process will be used during the demonstration.  Rhode Island must estimate matchable expenditures for CHIP Children and Pregnant Women between 185 percent and 250 percent of the FPL on the...
	116. Limit on Title XXI Funding.  Rhode Island will be subject to a limit on the amount of Federal title XXI funding that the state may receive on demonstration expenditures during the demonstration period.  Federal title XXI funding available for dem...
	117. Limit on Administrative Costs.  Total expenditures for outreach and other reasonable costs to administer the title XXI state plan and for the demonstration that are applied against the State’s title XXI allotment may not exceed 10 percent of tota...

	XVI. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION
	118. Limit on Title XIX Funding.  The state shall be subject to a limit on the amount of federal title XIX funding that the state may receive on selected Medicaid expenditures during the period of approval of the demonstration. For the first five year...
	119. Risk. Effective January 1, 2014, the state will be at risk for the per capita cost for demonstration populations as defined in STC 20, but not at risk for the number of participants in the demonstration population.  By providing FFP without regar...
	120. Calculation of the Budget Neutrality Limit. For the purpose of calculating the overall budget neutrality limit for the demonstration beginning January 1, 2014, separate annual budget limits will be calculated for each DY on a total computable bas...
	121. Per Capita Budget Neutrality Limit and Aggregate Adjustment.  For each DY, separate annual budget limits of demonstration service expenditures will be calculated.  Each annual budget limit will have per capita and aggregate components.
	a. Per capita limits. The per capita component is determined as the sum of the products of the trended monthly per person cost times the actual number of eligible/member months, as reported to CMS by the state under the guidelines set forth in STC 107...
	b. Aggregate adjustments. The difference between actual demonstration expenditures for DY 1 – 5 and the demonstration’s aggregate cap for DY 1-5 ($12.075 billion) will be added to the per capita limits to determine the cumulative budget neutrality lim...

	122. Supplemental Budget Neutrality Test 1: Hypothetical Groups.  Effective January 1, 2014, the budget neutrality test for this demonstration includes an allowance for hypothetical populations, which are optional populations that could have been adde...
	a. The MEGs listed in the table below are for the Supplemental Budget Neutrality Test 1.
	b. The Supplemental Cap 1 is calculated by taking the PMPM cost projection for each group in the above table in each DY, times the number of eligible member months for that group and DY, and adding the products together across groups and DYs.  The Fed...
	c. Supplemental Budget Neutrality Test 1 is a comparison between the Federal share of Supplemental Cap 1 and total FFP reported by the State for hypothetical groups under the MEG “217-like group” described in STC 102.
	d. If total FFP for hypothetical groups should exceed the Federal share of Supplemental Cap 1, the difference must be reported as a cost against the budget neutrality limit described in paragraph 102.

	123. Monitoring of New Adult Group Spending and Opportunity to Adjust Projections. For each DY, a separate annual budget limit for the new adult group will be calculated as the product of the trended monthly per person cost times the actual number of ...
	a. If the state’s experience of the take up rate for the new adult group and other factors that affect the costs of this population indicates that the new adult group PMPM limit described above may underestimate the actual costs of medical assistance ...
	b. The  budget limit for the new adult group is calculated by taking the PMPM cost projection for the above group in each DY, times the number of eligible member months for that group and DY, and adding the products together across DYs.  The federal s...
	c. The state will not be allowed to obtain budget neutrality “savings” from this population.
	d. If total FFP reported by the state for the new adult group should exceed the federal share of FFP for the budget limit for the new adult group by more than 3 percent following each demonstration year, the state must submit a corrective action plan ...

	124. Composite Federal Share Ratios.  The Composite Federal Share is the ratio calculated by dividing the sum total of Federal financial participation (FFP) received by the state on actual demonstration expenditures during the approval period, as repo...
	125. Future Adjustments to the Budget Neutrality Expenditure Limit.  CMS reserves the right to adjust the budget neutrality expenditure limit to be consistent with enforcement of impermissible provider payments, health care related taxes, new Federal ...
	126. Enforcement of Budget Neutrality.  CMS shall enforce budget neutrality over the life of the demonstration, rather than on an annual basis.  However, if the state’s expenditures exceed the calculated cumulative budget neutrality expenditure cap by...
	127. Exceeding Budget Neutrality.  If the cumulative budget neutrality expenditure limit has been exceeded at the end of the demonstration period, the excess Federal funds must be returned to CMS.  If the demonstration is terminated prior to the end o...

	XVII. EVALUATION OF THE DEMONSTRATION/ QUALITY ASSURANCE AND QUALITY IMPROVEMENT
	128. State Must Separately Evaluate Components of the Demonstration.  As outlined in subparagraphs (a) and (b), the outcomes from each evaluation component must be integrated into one programmatic summary that describes whether the state met the demon...
	a. Rhode Island Comprehensive Demonstration.  At a minimum, the draft design must include a discussion of the goals, objectives, and evaluation questions specific to the entire demonstration.  The draft design must discuss the outcome measures that wi...
	b. Focused Evaluations.  The separate components of the demonstration that must be evaluated include, but are not limited to, the following:
	i. LTC Reform, including the HCBS-like and PACE-like programs;
	ii. RIte Care;
	iii. Rite Share;
	iv. The section 1115 Expansion Programs (Limited Benefit Programs), including but not limited to:


	130. Interim Evaluation of the Marketplace Subsidy Program. The state must submit an interim evaluation of the Marketplace subsidy program to CMS by September 1, 2014 that meets the requirements of the CMS-approved evaluation design. The state must ev...
	131. Interim Evaluation of the Accountable Entities Program.   The state must submit an interim evaluation of the Accountable Entities program to CMS by December 1, 2018 that meets the requirements of the CMS-approved evaluation design. The state must...
	132. Interim Evaluation Reports.  In the event the state requests an extension of the demonstration beyond the current approval period under the authority of section 1115(a), (e), or (f) of the Act, the state must submit an interim evaluation report a...
	133. Final Evaluation Design and Implementation.
	a. CMS must provide comments on the draft evaluation design within 60 days of receipt, and the state shall submit a final design within 60 days after receipt of CMS comments.
	b. The state must implement the evaluation design and submit its progress in each quarterly operational and annual report.
	c. The state must submit to CMS a draft of the evaluation report within 120 days after expiration of the demonstration.  CMS must provide comments within 60 days after receipt of the report.  The state must submit the final evaluation report within 60...

	134. Cooperation with Federal Evaluators.  Should CMS undertake an evaluation of the demonstration, the state must fully cooperate with Federal evaluators and their contractors’ efforts to conduct an independent federally funded evaluation of the demo...

	XVIII. SCHEDULE OF DELIVERABLES FOR THE DEMONSTRATION PERIOD
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	Expenditures incurred for health workforce training and development activities must be allowable, reasonable and allocable and support the goals of the Rhode Island HSTP initiative.
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