State of Alaska « Department of Health and Social Services ¢ Senior and Disabilities Services

Care Coordination Services and
Long Term Services and Supports Targeted Case
ManagementConditions of Participation

Care coordinators assist individuals to gain access to home and community-based waiver services
under 7 AAC130; Community First Choice services under 7 AAC 127, and other state plan services, as
well as medical, social,educational, and other services with funding sources other than Medicaid.
Care coordinators do this through a person-centered process led by the recipient and the planning
team of the recipient’s choosing.

Care coordinators also perform targeted case management services, which include helping recipients
to completean application and then submitting the application for home and community-based waiver
services, Community First Choice services, or both. Once an applicant is determined eligible, care
coordinators assist applicants withidentifying goals, planning services and selecting service
providers. Care coordinators then assist the recipient-directed to develop an initial support plan.
Finally, care coordinators assist recipients to direct the te iewing goals and renewing the
support plan annually.

On-going care coordination is a home and commu waiver’service that includes monthly
oordinators remain in contact with the
recipient throughout the support planyear, in frequency appropriate to the needs

of the recipient.

For a recipient receiving only Communj, ] oice Services, a care coordinator provides case

To offer care coordination services, a st be certified as a provider of care coordination
services under7 AAC 130.220 . e requirements of 7 AAC 130. 238 and 7 AAC 130.240;

] 3 ommunity-based Waiver Services Provider Conditions
ices and supports targeted case management, the provider
b), and comply with the following standards:

of Participation. To offer lo
must be certified under 7 AAC

I. Program Administration

A. Personnel.
1. Care coordination services/targeted case management program administrator.
a. The provider must designate a care coordination services program administrator who is
responsiblefor the management of the program including the following:
1. orientation, training, and supervision of care coordinators;
ii. implementation of policies and procedures;
iii. intake processing and evaluation of new admissions to the services;
iv. participation in the development of support plans in collaboration with other providers of
services;
v. ongoing review of the delivery of services, including
(A) monitoring the amount, duration, and scope of services to assure delivery as
outlined inthe support plan;
(B) assessing whether the services assist the recipients to attain the goals outlined in
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the supportplan and recommending changes as appropriate,
(C) evaluating the quality of care rendered,
vi. development and implementation of corrective action plans for identified problems or
deficiencies in delivery of care coordination services; and
vii. submission of required reports to Senior and Disabilities Services, including critical incident
reports.
b. The provider may use a title other than program administrator for this position, (e.g.,
program director,program manager, or program supervisor).
c. The provider must ensure that the individual in the program administrator position is
certified as a carecoordinator, and renews that certification as required under 7 AAC
130.238.

d. The program administrator must
i. beatleast 21 years of age;
ii. meet the following experiential requirements: one year of full-time or equivalent
part-time experience providing services to individuals ip,a human services setting in
a position with responsibility for planning, develépment, and management or
operation of programs involving service deli iscal management, needs
assessment, program evaluation, or similar tas
iii. meet the following education requirements:
(A) Bachelor of Arts or Bachelor of Scre
university in social work, psychology, reh:
human services field; or
(B) Associate of Arts degree from a ited ‘college or university in psychology,
rehabilitation,nursing or a closely
time or equivalent partsinme e ¢ working with human services recipients, in
addition to the requiréd
(C) four years of full-ti

ee from an accredited college or
ilitation, nursing or a closely related

ork, psychology, rehabilitation, nursing, or a closely
or setting, in addition to the required one year of

full-time orequivaleént part-time experience working with human services
recipients, in addition to the required one year of experience as a supervisor.
e. In addition to meeting education and experience requirements, the administrator
must possess the knowledge base and skills necessary to carry out the care
coordination services program.
i. The administrator knowledge base must include:
(A) the medical, behavioral, habilitative, and rehabilitative conditions and
requirements ofthe population to be served; and
(B) the applicable laws and policies related to Senior and Disabilities Services programs.
ii. The administrator skill set must include:
(A) the ability to evaluate and develop a support plan to meet the needs of the
population to beserved; and
(B) the ability to supervise professional and support services staff.

Care Coordination COP
Effective 12/xx/2021 (ADA 12/1/2021)
Page 2 of 11



2. Care coordinators.
a. Care coordinators shall be at least 18 years of age, and qualified through experience
and educationin a human services field or setting.
b. Required education and additional experience or alternatives to formal education:

i. Bachelor of Arts, Bachelor of Science, or Associate of Arts degree from an accredited
college oruniversity in social work, psychology, rehabilitation, nursing or a closely
related human services field, and one year of full-time, or equivalent part-time
experience working with human servicesrecipients; or

. two years of course credits from an accredited college or university in social work,
psychology,rehabilitation, nursing or a closely related human services field, and one
year of full-time, or equivalent part-time experience working with human services
recipients; or

iii. three years of full-time or equivalent part-time experience working with human services
recipients insocial work, psychology, rehabilitation, nursing, or a closely related human
services field or setting; or

iv. certification as a rural community health aide or practi
equivalentpart-time experience working with hum

c. In addition to meeting education and experience re
develop before providing program services, the
the care coordination process.

i. The care coordination knowledge base must in

(A)an understanding of person-centete
only to thedevelopment of the sup plan but/also to the on-going
monitoring of services;

(B)the medical behavioral JMabilitative,and rehabilitative conditions and

r and one year of full-time or
ices recipients.
care coordinators mustpossess, or

or and Disabilities Services programs;
used in human services fields or settings;

(A) the ability to supporta recipient in directing the development of a support plan,
based onhis/her strengths and abilities, that leads to a meaningful life at home,
at work, and in thecommunity;

(B) the ability to effectively assist the recipient in communicating the recipient’s
choices and decisions and collaborating with supporters such as family
members, guardians, or otherdecision-making assistants;

(C) the ability to organize, evaluate, and present information orally and in writing; and

(D) the ability to work with professional and support staff.

c. Senior and Disabilities Services may certify as care coordinator under 7 AAC 130.238 an
applicant whose education was completed in a country other than the United States if the
applicant can show that his/her foreign education is comparable to that received in an
accredited educational institution inthe United States.

i.  Applicants licensed under AS 08 may submit a copy of a State of Alaska license
to show theapplicant’s foreign education is comparable to education in the United

States.
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ii. Applicants not licensed under AS 08 are responsible for providing to

Senior andDisabilities Services the following with an initial

application for certification:

(A) a foreign educational credentials evaluation report from an evaluation service
approved by theNational Association of Credential Evaluation Services that
includes, at a minimum, a description of each course and semester or quarter hour
credits earned for that course, and a statement of degree equivalency to education
in the United States; and

(B) certified English translations of any document submitted as part of the application, if
the originaldocuments are not in English.

B. Training.
1. An individual who seeks certification to provide care coordination services or targeted case
managementservices

a. must enroll in the Senior and Disabilities Services Begmmng Care Coordination course;
b. demonstrate comprehension of course content through examination; and
c. provide proof of successful completion of that course ngtfmore than 365 days prior
to the date ofsubmission of an application for certificafio
2. A certified care coordinator who wishes to renew his tion
a. must successfully complete
1. at least one Senior and Disabilities Servic s eare,Loordination training course during the

ii. 16 hours annually of continuing edu
responsibilities;and

b. when submitting an application fi

of the Seniorand Disabilities

rovide proof of successful completion
ourse and 16 hours annually of continuing

education.

3. The provider agency must do endance and successful completion by a care
coordinator of 16 hours ofConti tion annually in the care coordinator’s personnel
file; the provider agen training may qualify as continuing education if the
training increases the know lities, orskills of the care coordinator and the content of

the in-service training, date, a e in attendance is documented.

II. Program operations

A. Quality management.
The provider agency must develop a system to monitor support plan development and
implementationto ensure that support plans for recipients
are developed and implemented as directed by the recipient;
are complete and submitted within required timeframes;
address all needs identified in the recipient’s assessment;
include the personal goals of the recipient; and
address recipient health, safety, and welfare.
2. The provider agency must implement
a. aprotocol for analysis, annually at a minimum, of the data collected through its tracking
system;
b. a procedure for correcting problems uncovered by the analysis; and
c. aprocess for summarizing the annual analysis and corrective actions for inclusion in a

[

oo o
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report to be submitted to Senior and Disabilities Services with the provider’s application
for recertification or to bemade available upon request.
3 At a minimum, the provider agency must determine whether

a. services meet the needs of the recipients;

b. services are effectively coordinated among the various providers;

c. recipients and their informal supports are encouraged to participate in the care coordination
process;

d. recipients make choices regarding their care; and

e. services are integrated with informal care and supports.

B. Billing for services.
1. The provider agency may not submit a claim for reimbursement for

a. development of an initial or renewal support plan for a recipient until the plan has been

approved bySenior and Disabilities Services; or

b. care coordination services or targeted case management until the services have been rendered.
2. The provider agency may not submit claims for monthly care ceordination services or

targeted case management, other than for program applicatiefi, support plan development or

support plan renewal, forrecipients until the first day of t h following the month in

which services wererendered.

C. Conflicts of interest.
1. The care coordinator must
a. afford to the recipient the right to choose
b. inform the recipient in writing of any emplo
relationship with otherprovider personnel \v
recipient to provide services; and
c. facilitate the transfer process @

onship or any other
ho could be selected by the

b. after deciding to leave ajprovider agency for employment at another agency, attempt to
influence anyrecipient to réfdin him or her as care coordinator or to initiate the process of
transferring any recipientto the hiring agency for care coordination services or targeted case
management; or

c. offer, promote, or sell products or non-program services to, or engage in any
commercialtransaction with, recipients, their families, or their representatives.

3. The provider agency must develop a process for resolution of conflicts regarding needs,
goals, or appropriate services that might arise between the care coordinator and the
recipient, family, or informal supports.

D. Backup care coordination/targeted case management.
1. The provider agency must
a. develop a plan for back-up care coordination services or targeted case management in
collaboration withthe recipient, and give a copy of the plan to the recipient; and
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b. ensure that a care coordinator identified as the backup care coordinator is currently and
continues to be
i. certified by Senior and Disabilities Services; and
ii. associated with a certified provider agency in accordance with 7 AAC 10.900 (b).

2. The back-up plan must include

a. the extent to which the primary care coordinator or the recipient is responsible for
obtaining care coordination services or targeted case management if the primary care
coordinator will be unavailablefor a period that exceeds 72 hours;

b. a contingency plan that defines the primary care coordinator’s responsibilities to educate
the recipientregarding a plan of action to ensure the health, safety, and welfare of the
recipient if the primary care coordinator will be unavailable for a period that exceeds 30
days; and

c. information about the potentials risks involved if back-up care coordination services are not
secured.

3. The backup care coordinator may provide services to no more than the number of
recipients, includingthat of the primary care coordinator’s us se load, for which
service coordination and response to any recipient needs ¢ managed effectively.

coordinator who will serve as backup until the recipie oses another care coordinator
to provide services.

E. Care coordinator appointment and transfe
1. The care coordinator must notify Senior and pilities,Services, on a form
provided by Seniorand Disabilities Servi ‘

b. the transfer of care coordina Vices or targeted case management to another care
coordinator.
2. The provider agency mus
association with a care
coordinator ending emplo
a. the recipient’s right to cho@sesfo receive care coordination services or targeted case
managementfrom any certified care coordination provider; and

b. the provider agency will facilitate the transfer process if the recipient chooses to
receive carecoordination services or targeted case management from another
provider agency.

3. The care coordinator must send to the new care coordinator, within five working days
of notice ofappointment of that care coordinator, the following materials:
a. current support plan and amendments to the plan;

b. most recent assessment;
c. case notes for the past 12 months; and
d. additional documents or information necessary for a safe transition.

4. The former and the new care coordinator must cooperate to ensure that all services
outlined in therecipient’s support plan continue during a transfer of care coordination
services or targeted case management.

5. The newly appointed care coordinator must send a copy of the appointment form to all
providers listed in the support plan to notify them of the change in care coordination services.
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III. The care coordination/targeted case management process.

A. Care coordination goals.

The provider must operate its care coordination services and targeted case management

program for thefollowing purposes:

L. to assist the recipient in accessing and directing the support needed to live the

life that therecipient chooses at home, at work, and in the community;

to foster the greatest amount of independence for the recipient;

to encourage the development of meaningful relationships and natural (unpaid) supports;

to assist the recipient with access to community-based services as directed by the recipient;

to enable the recipient to remain in the most appropriate environment in the home or community;
to build and strengthen family and community supports;

to treat recipients with dignity and respect in the provision of services;

to secure for recipients appropriate, comprehensive, and coordinated services that
will promoterehabilitation and maintenance of current abiliti€s;
0. to serve as a link to increase access to community-based ices; and
10.  to improve the availability and quality of services.

i e

B. Person-centered planning process.
1. Recipient orientation. The care coordinator must
a. ensure the planning process is timely and at a tim
b. orient the recipient, the recipient’s famil d info
coordination or targeted case managemen ;
c. advise the recipient of and support the reci
possible and to define the role r indi
participation in the process;
d. provide information about hom
medical, social,educatie )
e. affirm the recipient
provider and offer assiSte
f. discuss conflict-of-intere idelines and develop strategies for resolving
disagreements among planping participants; and
g. if providing targeted case management for Community First Choice recipients, discuss
the right ofthe recipient to contact the care coordinator when the recipient feels contact
is necessary, and a method for such contact.
2. Comprehensive needs assessment. The care coordinator must complete a comprehensive needs
assessmentthat includes
a. the recipient’s history;
b. the recipient’s strengths, preferences, goals, and interest; and
c. identification and documentation of the recipient’s needs.
3. Planning team.
a. The care coordinator must
i. facilitate the recipient’s role as the leader of the planning process to the maximum extent
possible;

d in a place determined by the recipient;
pports to the care

t’s pight to lead the planning process where
uals that the recipient chooses for

unity-based service settings and options for
t, and other services;
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ii. with direction from the recipient, identify, meet with, and consult each member of
the planningteam for the purposes of developing an individualized, person-centered
support plan;

iii. provide an opportunity for the recipient and family

(A) to express outcomes they wish to achieve,
(B) to request services that meet identified needs, and
(C) to explain how they would prefer the services to be delivered.

b. The planning team must identify
i. the recipient’s strengths, and focus on understanding needs in the context of those strengths;
1. risk factors and measures to minimize those risks;
iii. cultural considerations to be included in the planning process;
iv. the overarching purpose of the support plan; and
v. strategies for solving disagreements during the planning process.

4. Integrated program of services. The planning team must
a. incorporate the findings of the most recent evaluation or assessment in the support plan;
b. recommend services that support and enhance, but do notfreplace, unless

¢ develop an integrated program, including
i. individually designed activities, experience
achieve goalsand objectives or identified,

workforce in anintegrated workplace
d. write a support plan that meets program re
carecoordinator, the recipient, and the reci

C. Support plan
implementation.The
care coordinator must

prt plan to the recipient and to each provider of services for

1. deliver a copy of the approved sup
i of receiving the support plan from Senior and Disabilities

the recipient within 10’business da
Services;

2. arrange for the services and suppOrts outlined in the support plan and coordinate the delivery of
the services as directed by the recipient;

3. support the recipient’s independence by encouraging the recipient, family, and informal
supports to beresponsible for care to the greatest extent possible;

4. teach the recipient and family how to direct the services, including evaluating the quality and
appropriatenessof services; and

5. if necessary, write and submit an amendment to the support plan.

D. Recipient and provider contacts.

1. Recipient contacts for the Adults Living Independently Waiver, Children with Complex Medical
Conditions Waiver, Adults with Physical and Developmental Disabilities Waiver and the People
with Intellectual and Developmental Disabilities Waiver:

The care coordinator must
a. contact each waiver recipient in person at least every six months and makes
phone or distance delivery contact with the recipient or the recipient’s
representative at least twice a month, and as frequently as necessary, to evaluate
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whether
i. services are furnished in accordance with the support plan and in a timely manner;
ii. services are delivered in a manner that protects the recipient’s health, safety, and welfare;
iii. services are adequate to meet the recipient’s identified need; and
iv. changes in the needs or status of the recipient require adjustments to the
support plan or to arrangements with providers;
b. meet in-person with the recipient at least once in the recipient’s home and at least once in one of
the services settings during the plan year; and
c. document the content of each contact with the recipient, including
i. the method used to make that contact meaningful in terms of monitoring the health,
safety,andwelfare of the recipient;
ii. asummary of the meeting and the names of those in attendance;
iii. whether services are adequate, delivered safely, respectfully, and acceptably to the
recipient; and
iv. whether the support plan should be amended.

2. Recipient contacts: Individualized
Support WaiverThe care coordinator
must
a. contact the waiver recipient in person at least onet every six momiths, and contact the
recipient bytelephone or distance delivery at | each month in which in-
person contact is not made, to evaluate Whether
i.  services are furnished in accordance plan and in a timely manner;
1. services are delivered in a manner tha recipient’s health, safety, and welfare;
iii. services are adequate to meet the recipig identified need; and
iv. changes in the needs or statfis @ he rec 1nt require adjustments to the
support plan or toarran@
b. ensure that at least one of the i on cO tacts made according to 2(a) above i is

provided, and one in
c. document the content O ontact with the recipient as required in this subsection, including:
i.  the method used to at contact meaningful in terms of monitoring the health,
safety, andwelfare of the recipient;
ii. asummary of the meeting and the names of those in attendance;
iii. whether services are adequate, delivered safely, respectfully, and acceptably to the
recipient; and
iv. whether the support plan should
be amended.3. Recipient contacts:
Community First Choice.
The care coordinator providing targeted case management must provide the following:
a. assistance with an individual’s Community First Choice application;
b. pre-enrollment counseling to discuss the range of services and supports available to the
individual;

c. with the recipient and planning team, development of an initial support plan and
annual renewal support plan;

d. monitoring the recipient and services received by the recipient on a schedule that is approved
in the support plan; monitoring may occur more frequently when requested by the recipient
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or when an issue isidentified by the care coordinator, a service provider, or the state.

4. Provider contacts: All Waivers and Community First Choice.
The care coordinator must

a. contact each provider of services for a recipient as needed to
1. ensure coordination in the delivery of multiple services by all providers;
ii. address problems in service provision or goal
achievement;iii. consult regarding need to alter
support plans;
iv. intervene to make providers more responsive to the recipient’s needs; and
v. verify service utilization in the amount, duration, and frequency specified in the support

plan.

b. Within one business day of learning of a recipient’s death, termination of a service, or
move to another residence, the care coordinator must notify every provider affected by
such change in recipient status.

V. Environmental modification projects for Home an
recipients

mmunity-based Waiver Services

A. Environmental modification evaluation
1. The care coordinator must review the need for
residence with therecipient and the homeowner and o
homeowner to proceed withthe environment
2. The care coordinator must verify that t

adaptations to the recipient’s
in preliminary permission from the

ental modification project can be
30.300(c).

B. Request for cost estimates
1. The care coordinator must noti ified and enrolled environmental modification

a. the care coordinator’s nameéand contact information;

b. the location of the proposed project, and a statement indicating providers may arrange
with the carecoordinator for on-site viewing of the area to be modified;

c. the Request for Cost Estimate form or forms appropriate to the type of physical adaptation
included inthe environmental modification project;

d. photographs of the area to be modified with sufficient detail for provider review; and

e. notice of a time limit of at least 14 days for submission of estimates, unless different
timeframe wasapproved by Senior and Disabilities Services.

3. The care coordinator may not disclose, except to Senior and Disabilities Services, financial
information regarding the project or competing estimates, or the identity or number of
providers expressing interest inthe project.

¢

C. Selection of the project provider
1. The care coordinator must
a. review all Request for Cost Estimate forms received by the date specified for
submission todetermine
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1. which environmental modification provider submitted the lowest cost estimate for the
project; and
ii. whether that provider can complete the project in time to meet the
recipient’s needs;andb send to Senior and Disabilities Services
i. a support plan that includes
(A) a description of proposed physical adaptations with a photograph of the area to be
modified, andany measurements, sketches, or other relevant representations
developed by the environmental modifications provider to show the project plan;
(B) justification for the project based on the recipient’s functional or clinical needs;
(C) the name of the environmental modification provider recommended for the project;

(D) if applicable, a Waiver of Requirement for Provider Selection form with an
explanation regarding the need to select an environmental modification
provider other than the one submitting the lowest cost estimate; and

(E) the Property Owner’s Consent to Environmental Modification form; and

ii. all Request for Cost Estimate forms received in regard tQ the project.
2. Upon written notice of approval by Senior and Disabilities#Services, of selection of the
environmentalmodification provider, the care coordinato
a. the provider selected of that provider’s approval fo : and

recipient conditionsor needs to ensure that th
are protected throughout the project.
2. The care coordinator must review, wiith ironmental modification provider, any proposed

coordinator may contactSenior and ervices regarding questions.

3. The care coordinator must wge e recipient, the homeowner, and the environmental
modificationprovider to eements regarding dissatisfaction with the project
or work performance.

*nior and Disabilities Services if unable to resolve
sSion with the parties.

4. The care coordinator may c@
any issues thatremain after dis¢
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