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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Seattle Regional Office

701 Fifth Avenue, Suite 1600, MS/RX-200

Seattle, WA 98104

Western Division - Regional Operations Group

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

November 7, 2019

Patrick Allen, Director

Oregon Health Authority

500 Summer Street Northeast, E-15
Salem, Oregon 97301-1079

RE: Oregon State Plan Amendment (SPA) Transmittal Number 19-0002

Dear Mr. Allen:

The Centers for Medicare & Medicaid Services (CMS) has completed its review of Oregon State
Plan Amendment (SPA) Transmittal Number 19-0002. This SPA seeks to make changes to the

1915(k) Community First Choice state plan option.

This SPA is approved effective November 1, 2019, as requested by the state.

If you have any additional questions or require any further assistance, please contact me, or have
your staff contact Bill Vehrs at (503) 399-5682 or bill.vehrs@cms.hhs.gov.

Deputy Director



DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
HEALTH CARE FINANCING ADMINISTRATION OMB NO. 0938-0193
TRANSMITTAL AND NOTICE OF APPROVAL OF | . TRANSMITTAL NUMBER: 2.STATE
STATE PLAN MATERIAL 19-0002 Oregon

FOR: HEALTH CARE FINANCING ADMINISTRATION

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID) Medical Assistance

TO: REGIONAL ADMINISTRATOR
HEALTH CARE FINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE
11/1119

5. TYPE OF PLAN MATERIAL (Check One}:

[ I NEW STATE PLAN -

[ ] AMENDMENT TO BE CONSIDERED AS NEW PLAN

AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:
1915(k) of the Act, 42 CFR 441 Subpart k

7. FEDERAL BUDGET IMPACT:
a. FFY 2020 $2,273,645
b. FFY 2020 $5,667,115

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Attachment 3.1-K, pages +-46% 13, 25, and 32
Attachment 4.19-B, pages 20-26-b 22

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicable):

Attachment 3.1-K, pages 1-444; 13, 25, and 32
Attachment 4.19-B, pages 20-26 22

10. SUBJECT OF AMENDMENT: This transmittal is being submitted to revise the Community First Choice (K-Plan)
option which increases the local case management benefit limit on assistive technology from $500 to $1200;
implements an enhanced Foster Care model which would allow for some children with intellectual and developmental
disabilities to be diverted from children’s residential placement to less costly and restrictive placements; and adds
Support Technology where advanced supervision is necessary.

11. GOVERNOR’S REVIEW (Check One):
[ GOVERNOR’S OFFICE REPORTED NO COMMENT
[ ] COMMENTS OF GOVERNOR’S OFFICE ENCLOSED
[ 1 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

[<X] OTHER, AS SPECIFIED: The Governor
does not wish to review any plan materials.

12, 81G

13, TYPED NAME Lori Coyner,

14, TITLE: Siate Medicaid Director, OHA

15, DATE SUBMITTED:

5 /2]

16. RETURN TO:
Oregon Health Authority
Medical Assistance Programs
500 Summer Street NE E-65
Salem, OR 97301

ATTN: Jesse Anderson, State Plan Manager

SE.O]

FORM HCFA-179 (07-92)




Transmittal # 19-0002
Attachment 3.1 - K
Page 13
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: OREGON

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL
CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

Community First Choice State Plan Option

All individuals receiving services will be contacted at least quarterly throughout the year
(minimum of 1 contact every three months). Individuals with three or more high risk factors must
be contacted at least monthly. One of the contacts must be face-to-face while others may occur
either by phone or other interactive methods, examples include but are not limited to, email or
other secure methods, depending on the individual’s preference and abilities.

The Department requires criminal background checks as a provider qualification and utilizes these
background checks as a risk management tool. The Department assumes the cost of the
background checks.

B. The State elects to include the following CFC permissible service(s):

1. X Expenditures relating to a need identified in an individual’s person-centered plan of
services that substitute for human assistance, to the extent that expenditures would otherwise
be made for human assistance. These include:

Environmental Modifications. Environmental modifications are provided in accordance with
441.520(b).

Assistive Devices. Assistive Devices means any category of durable medical equipment,
mechanical apparatus, electrical appliance, or instrument of technology used to assist and
enhance an individual's independence in performing any activity of daily living or
instrumental activity of daily living. Coverage will be limited to devices and technology
not covered by other programs and will be limited to $5000 per device or assistance based on
an assessed need of the service recipient. Person-centered plan coordinators may request
approval for additional expenditures through the DHS policy office prior to expenditure.
Expenditures will only be made for the most cost-effective device or assistance and must be
approved by the Department for any expenditure over $1200.

Community Transportation. Community Transportation is provided to eligible individual to
gain access to community-based state plan and waiver services, activities and resources.
Trips are related to recipient service plan needs, are not covered in the 1115 medical benefit,
are not for the benefit of others in the household and are provided in the most cost-effective
manner that will meet needs specified on the plan. Community Transportation services are
not used to: 1) replace natural supports, volunteer transportation, and other transportation
services available to the individual; 2) compensate the service provider for travel to or from
the service provider’s home.

TN_19-0002 Approval Date 11/7/19 Effective Date: 11/1/19
Supersedes TN 18-0004



Transmittal # 19-0002
Attachment 3.1 - K

Page 25
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: OREGON

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL
CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

Community First Choice State Plan Option
Person-centered plan coordinators inquire and identify risks such as environmental hazards that
may jeopardize safety or health. For participants living at home or in some foster homes, person-
centered plan coordinators gather information about emergency plans in the event of a natural
disaster. Administrative Rules require Community-Based facility providers to prepare emergency
plans for response to natural disasters.

The State assures that conflict of interest standards for the functional needs assessment and
development of the person-centered service plan applies to all individuals and entities, both public
and private. The State will ensure that the individuals conducting the functional needs assessment
and person-centered service plan do not have a conflict of interest.

vii. Home and Community-based Settings

CFC Services will be provided in a home or community setting, which does not include a nursing
facility, hospital providing long-term care services, institution for mental diseases, or an
intermediate care facility for the intellectually disabled. Settings will include the individual’s
home or in the community. Licensed, Certified or Endorsed Community-based settings include-

Assisted Living Facility (ALF)

Adult Foster Care (AFC)

Adult Day Center

Day Habilitation Provider

Residential Care Facilities (RCF)

Residential Treatment Facility/Home for Mentally or Emotionally Disturbed
Persons

Supported Living Providers

Adult Group Home (GCH)

Group Care Homes for Children (GCH)
Developmental Disabilities Adult Foster Care
Children's Developmental Disability Foster Care
Children’s Developmental Disability Host Home

Licensed or certified community-based settings maintain the following characteristics:

a. The setting is integrated in, and facilitates the individual’s full access to the greater
community, including opportunities to seek employment and work in competitive
integrated settings, engage in community life, control personal resources, and receive
services in the community, in the same manner as individuals without disabilities;

TN_19-0002 Approval Date 11/7/19 Effective Date: 11/1/19
Supersedes TN12-14
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: OREGON

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL
CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

Community First Choice State Plan Option

viii. Qualifications of Providers of CFCO Services

Adult Day Providers- Licensing and certification requirements are OAR 411-066-0000 through
411-066-0015. Adult Day Service (ADS) programs that contract with the Department to provide
services must be certified.

Adult Foster Care- Licensing requirements at OAR 411-050-0600 — 0690 OAR 309-040-0030
through 309-040-0330; and 411-360-0010 through 411-360-0310. Local CDDPs, Branch
offices, DHS Central Office, and OHA/HSD are responsible for verification of provider
qualifications upon initial license and annual renewal.

Adult Group Home- Contracted and State Operated Licensing requirements at OAR 411-325-
0010 through 411-325-0480 and agency certification requirements at OAR 411-323-0010
through 411-323-0070. DHS Central Office is responsible for verification of provider
qualifications biennially.

Assisted Living Facility- Licensing requirements at OAR 411-054-0000 - 0300. The DHS
Client Care Monitoring Unit is responsible for verification of provider qualifications at initial
license and renewal (every 2 years).

Behavior Support Service Providers- Behavior consultants are certified by the state or
approved by a Department Designee. The Department is responsible for verification of provider
qualifications initially and at least every 5 years.

Children's Developmental Disability Foster Care- Certification requirements at OAR 411-
346-0100 through 411-346-0230 or 413-200-0300 through 413-200-0396. DHS, Office of
Developmental Disabilities Services (ODDS) or Child.

Children’s Developmental Disability Host Home—

Children’s Developmental Disability Host Homes Programs are certified and endorsed by the
state. DHS Central Office is responsible for verification of provider qualifications initially and
biennially thereafter.

TN_19-0002 Approval Date 11/7/19 Effective Date: 11/1/19
Supersedes TN 18-0004



Transmittal # 19-0002
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: OREGON

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES

Community First Choice State Plan Option

(A) The individual is full assist in mobility or eating or elimination;

(B) The individual demonstrates behaviors that pose a risk to the individual or to others and the
provider must consistently intervene to supervise or redirect; or

(C) The individual's medical treatments, as selected and documented on the SPD CA/PS, require
daily observation and monitoring with oversight by a licensed healthcare professional, no less than
quarterly, and the facility has trained staff to provide such service and does provide the service.

DD Children's Foster Care- A functional needs assessment is used to measure the support needs
of an individual and determine rates for Adult FC and CDDFC based on those assessed needs.

Based on the answer selection, the functional needs assessment will then calculate a rate for the
individual commensurate with the level of identified need. The rates from the various support
needs area categories are then totaled to get an overall FC service rate. The rate structure is
designed to fall within rate ranges based on groupings of level of need. There is a process for
specific rate increases by exception if there is an identified need that is outside the standard
assessment parameters, such as 2:1 support for a specific support task.

DD Children’s Host Home- Each individual's support needs are assessed using a functional needs
assessment. Changes in an individual's support needs may be identified during regularly
scheduled monitoring visits, annual LOC redeterminations, annual ISP meetings, and when
changes are brought to the person-centered plan coordinator's attention, an individual's provider of
service, family member, friend or member of the community. The rate setting methodology
incorporates other payroll expenditures (OPE), allowable administration percentages, and other
costs associated with operating this service.

DD Adult Foster Care- The functional needs assessment is used to measure the support needs of
an individual and determine rates for Adult FC and CDDFC based on those assessed needs.

Based on the answer selection, the functional needs assessment will then calculate a rate for the
individual commensurate with the level of identified need. The rates from the various support
needs area categories are then totaled to get an overall FC service rate. The rate structure is
designed to fall within rate ranges based on groupings of level of need. There is a process for
specific rate increases by exception if there is an identified need that is outside the standard
assessment parameters, such as 2:1 support for a specific support task.

TN_19-0002 Approval Date 11/7/19 Effective Date: 11/1/19
Supersedes TN 16-0008





