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[bookmark: _Toc7613063]Chapter 29: Roads to Community Living 
Washington State’s Money Follows the Person Demonstration Project
[bookmark: _Toc7613064]Purpose:
The Purpose of this chapter is to educate staff about Roads to Community Living (RCL), what benefits the program offers to participants, to identify the end date for enrollment, and to provide instruction on how to utilize the services through the close of the project.  

Ask an Expert:
· The Project Director for Roads to Community Living is Liz Prince.  Any questions regarding RCL can be directed to: Liz Prince at (360) 725-2561 or prince@dshs.wa.gov and Julie Cope  at (360) 725-2529 or copejf@dshs.wa.gov
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[bookmark: _Toc7613066]What is Roads to Community Living (RCL)?
RCL is a statewide, demonstration project funded by a “Money Follows the Person” grant. The grant was received by Washington State from the federal Centers for Medicare and Medicaid Services (CMS). The purpose of the RCL demonstration project is to investigate what services and supports successfully help people with complex, long-term care needs transition from an institution to a community setting. 

The RCL grant received approval to extend new RCL enrollments through the end of calendar year 2019, with the last date for individuals to receive RCL services extended to December 31, 2020.  Due to funding limitations, all new RCL participants will be enrolled and managed by ALTSA HQ staff.  The grant will be closed out with all expenditures finalized, reconciled, and submitted to CMS by September, 2021; therefore all RCL participants must be dis-enrolled by December 31, 2020.  

As part of sustainability planning, demonstration services that have proven successful will be added to the Medicaid State Plan or Waiver Programs. Those demonstration services with low or no utilization will be allowed to sunset with the RCL program.  This process has already started and will continue. The goal is to ensure a seamless transition in services once RCL is no longer available.  
 
[bookmark: _What_services_are_][bookmark: _Toc7613067]What services are offered under RCL?  
Participants enrolled in this project have access to:

· All services currently available under the Medicaid State Plan and HCS and DDA Medicaid waivers; and
· RCL demonstration project services.

RCL project services are only available to the participant while in the institutional setting and during the project demonstration year (typically for 365 days after leaving the facility).

All RCL project services must be authorized by HCS, AAA, or DDA case managers.  

Note for DDA participants: When the person is exiting a Residential Habilitation Center (RHC), contact the RCL liaison in the DDA region where the person would like to live to determine what services are available.

What demonstration services are available through RCL for HCS Clients?
In addition to qualified services that are also available through Medicaid State Plan or Waiver Programs [e.g. personal care (IP, agency provider, AFH, AL), nurse delegation, adult day health, durable medical equipment, PERS, assistive technology, etc.], the following demonstration services are available for RCL participants when indicated in the plan of care and authorized by the case manager: 
[bookmark: _Toc7613068]Professional Support Services
Payment for specialty services which provide assistance and support to ensure the eligible client’s successful transition to the community and/or maintenance of community. Services may include, but are not limited to, the following categories:
· S5115/U6 Technical Assistance  (Evaluation and planning to stabilize community living);
· H2019 Behavior Support Individual (formerly Challenging Behavior Consultation and Transitional Mental Health)
· SA890 Dietitian/ Nutritionist
Community Choice Guide (CCG) SA263
Payment for specialty services which provide assistance and support to ensure the participant’s successful transition to the community and/or maintenance of independent living as authorized by HCS and/or AAA staff.  CCG services may include, but are not limited to the following:
· Locating and arranging appropriate, accessible housing; this service includes working with local housing authorities and other community resource providers when applicable.
· When relevant, liaising with and among the client, nursing or institutional facility staff, case managers, housing providers (including residential setting providers), medical personnel, legal representatives, formal caregivers, family members, informal supports and any other involved party.
· Necessary assistance to support the client’s community living, including assistance in settling disputes with landlord.
· Educating client on tenant rights, expectations and responsibilities.
· Assisting client with filling out forms and obtaining needed documentation to aid in maintaining successful community living (forms may include initial and renewal voucher forms, lease agreements, etc.).
· Providing emergency assistance to avoid utility shut-off and/or eviction.
· Assisting client in developing a basic household budget.
· Assisting client with locating and arranging transportation resources to effectively connect with community resources. 
· Assisting client to locate and engage community integration activities.
· Training or education to client about accessing community settings or health services. 
· Personal skill development for client and/or caregivers related to the individual’s care plan (including adult family home providers).
Shopping/Paying when Client not Present (SA266)
Based on a client’s eligibility: 
· Shopping for necessary household goods/items, and paying rental deposit, which may include first month’s rent, utility hookup fees, or emergency rental assistance service when the client is not present. 
· This service assists clients transitioning out of institutions or when needed to stabilize community settings. 
· This service code is to compensate the provider for the time spent shopping/paying when the client is not present. 
· The provider is also reimbursed for the authorized purchases after it is verified the client received the goods or service. Authorization for the item/service is under a separate service code. 
Please note that when the client is present during shopping, Community Choice Guide SA263, should be authorized.

Community Transition Items (SA296)
Transition items may include, but are not limited to: 
· Essential household furnishings, including furniture, window coverings, basic kitchen supplies, bed/bath linens and other basic items essential for living in the community
·  Items needed to help stabilize community living for a client 

Community Transition or Stabilization Services (SA297)
Services include: 
· Packing assistance
· Moving assistance
· Storage unit rental
· Utility set up fees or deposits
· Non-recurring health and safety assurances such as pest eradication, allergen control, and extreme cleaning prior to occupancy
· Rental deposits noting all required pre-tenancy expenses may be bundled as one deposit, staying within the service code limit

Environmental Modifications: Residential (S5165/UB)
Environmental modifications include minor physical adaptations to an RCL participant’s residential setting that are designed to increase their health, welfare, safety, and to provide the participant with greater independence. These modifications must be authorized in a participant’s plan of care, and must be of direct medical or remedial benefit to the participant.  Examples include, but not limited to:
· Installation of ramps and grab bars
· Widening of doorways
· Modification of bathroom facilities
· Installation of specialized electric or plumbing systems.
Please note that excluded are adaptations or improvements which are of general utility and do not directly benefit the individual (e.g. carpeting, roof repair, central air conditioning, etc.). Adaptations that add to the total square footage of the residence are also excluded.

RCL Demonstration Transition Goods (SA295)
The purchase of necessary transition goods or services where the authorized Medicaid scope of service does not meet the client’s needs. Excluded from this category are rental subsidies.

Are all of the demonstration services available anywhere in the State of Washington?
Some services may be limited according to regional contractor availability.  One of the goals of the demonstration is to help locate as many local resources as possible that fit the demonstration criteria.

[bookmark: _How_do_I][bookmark: _Who_is_eligible][bookmark: enrolling]What if a participant in the project needs mental health services?
If the RCL participant needs mental health services that are not available through RCL, these will be made available following standard regional protocols.  

[bookmark: _Where_can_individuals]Where can individuals receive services under RCL?
Places where individuals may receive services during the RCL demonstration period are called Qualified Community Settings. Qualified Community Settings under RCL include:
· The individual’s owned or leased home or apartment (including an assisted living facility that meets the criteria below); 
· A home or apartment owned or leased by the participant’s family; or
· A community-based residential setting in which no more than 4 unrelated individuals reside.

Is Assisted Living (AL) a Qualified Community Setting?
Residential settings licensed and contracted in WA State as Assisted Living facilities are generally considered to be a qualified placement for RCL participants.  To meet the definition of a Qualified Community Setting for purposes of RCL, an Enhanced Adult Residential Care facility (EARC) must meet the intent of the MFP grant to “honor personal choice and control of the MFP participant’s home, and afford opportunities for independence and community integration.”

To verify whether the EARC is a Qualified Community Setting, staff must do the following:
1. Obtain a copy of the resident agreement the EARC uses with participants;
2. Review the agreement to see if it meets the intent of the MFP grant.  Some questions to ask include:
a. Does the unit have lockable access and egress?
b. Does the unit include living, sleeping, bathing and cooking areas over which the individual has control?
c. Is the resident able to choose their roommate, if they have one?
d. May the resident have visitors any time?

When the answers are unclear, it may be necessary for staff to ask further questions of the EARC administrator or director to determine the client’s autonomy in the residence.  In July 2009, CMS added the following guidelines to determine whether an AL is a Qualified Community Setting.


Aging in place must be a common practice of the AL* 
An AL may participate as a qualified residence only if it allows aging in place. This means that a resident contract may not be terminated due to declining health or increased care needs. The state may contract for MFP reimbursed services with ALs that include aging in place opportunities as provided for in State licensing regulations.  

Residents whose service needs cannot be met under the resident agreement or contract may bring in an outside service provider to meet the additional needs if allowed by state regulation; or if able, the AL may provide the additional services. Additional Medicaid payments to an outside provider would only be made for services that are not included in the rate paid to the AL. Personal care is included in the AL rate.  
Leases may not reserve the right to assign apartments or change apartment assignments.
Agreements/contracts may not reserve the right to assign apartments or change apartment assignments beyond the normal provisions of landlord tenant law. However, changes based on the plan of care developed with the resident may be made.  In such cases, the written agreement should be modified to reflect the new agreement with the tenant.

Note: Under existing Washington state licensing regulations, ALs may include termination language in the Resident Agreement such as “transfer or discharge is necessary for the Resident’s welfare and the Resident’s needs cannot be met by the facility.”  When the agreement contains such language, have a discussion with the facility manager to ascertain that all reasonable measures will be taken to allow the participant to age in place at the facility.
[bookmark: _Who_is_eligible_3][bookmark: _Who_is_eligible_2]
[bookmark: _Toc7613075]Who is eligible for the RCL project?
As previously described, the RCL demonstration project will transition the last individual onto its services on December 31, 2019.  The last date for individuals to receive RCL services is December 31, 2020; therefore, all RCL participants must be dis-enrolled by that date.  For those RCL participants who may be re-institutionalized during their demonstration period, they will be allowed to finish their demonstration period on or before the December 31, 2020 project end date.  The grant will be closed out with all expenditures finalized, reconciled, and submitted to CMS by September, 2021.  
Individuals eligible for RCL are:
· People of any age with a continuous, qualified stay of 3 months or longer in a qualified institutional setting (hospital, nursing home, Intermediate Care Facilities for Individuals with Intellectual Disabilities: ICF/IID)* OR
· Individuals in a psychiatric hospital with a continuous stay of 3 months or longer who are under the age of 22, or 65 and older
AND each of the following:
Receiving Medicaid-paid inpatient services immediately prior to discharge including most of the ACES N group, also known as MAGI (see exceptions below);
Interested in moving to a qualified community setting (home, apartment, licensed residential setting with 4 or less unrelated individuals); 
On the day of discharge to begin the demonstration year, RCL participants must be functionally and financially eligible for waiver or state plan services (or Fast Tracked), but participants are not required to receive services.
Individuals that are not eligible for RCL are:
Individuals who are solely receiving Aged, Blind or Disabled (ABD) cash assistance.
Individuals in the N21 and N25 alien emergency medical group (AEM).
Individuals enrolled in the Residential Support Waiver (RSW). Individuals must choose which program is most appropriate to meet their needs.


[bookmark: _Toc7613076]Authorizing RCL services for HCS clients 
Once the HCS individual is enrolled in RCL on the RCL Enroll/Disenroll screen, the case worker may authorize pre-transition services while the participant is a resident in the nursing home:
1. Have the individual or their representative complete the Consent for Services (DSHS 14-012) form, assisting as necessary.
2. Document in the CARE Assessment, a SER or the Sustainability Goals screen in CARE how the service(s) being authorized, and/or the items to be purchased, are required by the person’s service plan (services must be authorized per the usual process).
1. Add the RCL RAC in CARE. 
2. Following all procedures in the Social Services Authorization Manual, authorize necessary services. List all RCL demonstration services on the appropriate screen(s) in CARE.  For example, if an individual is authorized RCL Behavior Support services, mental health therapy/program should be included as a Program on the Treatment screen, choosing the appropriate provider type and frequency on the Provider List.

For RCL demonstration services that do not have a distinct treatment, program or therapy (such as Community Choice Guide) choose Community Integration on the Treatment Screen in CARE and select the appropriate provider type and frequency from the Provider List. 

When the participant is approaching their transition date from the nursing home:
1. Complete the CARE assessment and move it to current.
2. Ensure all services and identified equipment are in place at the time of transition.
3. Send care planning documentation to the participant and any individuals involved in care planning, as necessary, per instructions in Chapter 3.
4. Follow instructions as outlined in the LTC Manual to obtain approval on the plan of care, send all required documents/forms to the individual/representatives and providers, and complete required documentation of these activities.
5. Using the 14-443, notify the financial worker of the discharge date from the nursing home and note that RCL is the program at transition.  

Tip:  As a best practice, it is helpful for the individual to visit their new setting prior to transition to determine if additional supports or services will be needed. Additional equipment may be identified or it could be as simple as rearranging items for easier access to prevent falls. For example, persons returning to their own home after a hip replacement may need items in the kitchen moved to a new place so they can reach them without falling when they are home alone. Pots and pans that are kept in a low cabinet may need to be relocated. This could include a home evaluation by OT/PT or a home visit with a CCG.

6. Add the RCL RAC in CARE (if that hasn’t occurred previously), create the authorization(s) and send a Planned Action Notice*.
7. As a best practice, it is highly recommended to schedule a joint case staffing between the case worker and AAA/Residential Care Case Manager to facilitate a smooth transition. 
8. Transfer the case to the AAA or Residential Care Case Manager per local policy.  Refer to existing Case Transfer Guidelines in the LTC Manual, Chapter 5 for guidelines. Make sure to note on the Case Transfer form that the individual is RCL and include the projected end date of their 365 day demonstration year.

	* Note:  Planned Action Notices must be completed and provided to the participant and his/her representative when ALTSA makes a decision regarding eligibility, service, or denial/termination of a provider.  The PAN includes information regarding the planned action and appeal rights (if any).


When the participant transitions from the institution, HQ staff will:
Update the following fields on the RCL Enroll/ Disenroll screen in CARE:
Actual Discharge Date (this must also be updated on the NFCM screen). 
Please note: The individual’s demonstration year clock does not resume until this field is complete. 
Discharged To (setting type).
Indicate whether or not the participant is receiving personal care services upon discharge.
Indicate if the participant is in the ACES N05 group (check in ACES if you are unsure).
Checking this box Yes will trigger Ticklers in CARE specific to the MAGI group of RCL participants as the end of the demonstration year approaches. 
Create a new entry on the Residence screen with updated address information.
On the Care Plan screen, choose “Roads to Community Living” as the program in the “Client is eligible for” field.
Update the End Date for the RCL RAC (this end date is on the RCL Enroll/Disenroll screen in CARE).


Important note: The case worker should closely monitor all financial letters during the demonstration period. If the participant receives a termination letter, contact the financial worker immediately.  Eligibility should not be terminated due to changes in functional or financial status. Participants who were eligible for RCL at discharge are eligible for RCL until the end of their demonstration year regardless of change in functional or financial status.

[bookmark: _Toc7613077]Authorizing RCL services for Individuals enrolled in DDA 
While the person is still in the DDA facility, the CRM shall:
1. Determine eligibility for RCL (see the eligibility requirements).
1. If the individual is eligible for RCL, offer RCL as an option for receiving services.
1. Enroll the individual in RCL* on the Enroll/Disenroll screen in CARE.
1. Have the individual/representative complete the Participant Information and Consent Form, assisting as necessary.
1. DDA staff at the RHC and in the regional offices will work together with the individual/guardian to produce a budget and plan.
*Please note: Due to the end of the grant project, all RCL participants must be enrolled by December 31, 2019, and dis-enrolled by December 31, 2020.
[bookmark: _How_much_can]When the participant is approaching discharge from the facility, the DDA CRM shall:
1. Complete the DDA assessment.
1. Following all CARE notification protocols, distribute necessary assessment related documents (PAN, Service Summary, etc.).
1. Notify the financial worker that the individual is an RCL participant on the RCL version of the DSHS 15-345 in Barcode and include the following:
The date of discharge from the institutional setting onto RCL services.
The setting that RCL services will take place (in-home, AFH, etc.).
The new address.
A request to complete the Authorized Representative (AREP) screen in ACES per normal procedures so the CRM can receive the financial letters.
A request that the financial worker open a waiver program in ACES.
As soon as the participant discharges from the institution:
Update the following fields on the RCL Enroll/ Disenroll screen in CARE:
1. Actual Discharge Date (this must also be updated on the NFCM screen if discharging from a nursing facility). 
Please note: The individual is not considered to be on their demonstration period until this field is complete. 
1. Discharged To (setting type).
1. Indicate whether or not the participant is receiving personal care services upon discharge.
1. Indicate if the participant is in the ACES N05 group (check in ACES if you are unsure).
1. Update the Residence screen with the current address information. 
1. Update the End Date for the RCL RAC (it should be 365 days from the Actual Discharge Date; it is not based on the Start Date that was entered for pre-transition services).


Note: The DDA CRM should closely monitor all financial letters during the demonstration period.  If the participant receives a termination letter, contact the financial worker immediately.  Eligibility should not be terminated due to changes in functional or financial status. Participants are eligible for RCL until the end of their demonstration year regardless of a change in status.  And due to the end of the grant project, all RCL participants must be dis-enrolled by December 31, 2020.

[bookmark: _What_if_the][bookmark: _What_if_the_1][bookmark: _Instructions_for_HCS][bookmark: _Instructions_for_HCS_1][bookmark: _How_much_can_1][bookmark: _How_much_can_2]How long may RCL pay for demonstration services?
RCL demonstration and supplemental services can only be authorized for a MAXIMUM of 365 days following a transition from an institutional setting.  Services may be used during the demonstration year and are intended to be intensive, if needed, at the beginning of transition, and to lessen over time.  Case managers must also plan for services which are necessary for maintenance of community living after the end of the 365-day period.  

Since one of the goals of the project is to promote flexibility and develop individualized and person-centered transition plans, spending guidelines are dependent on the participant’s circumstances and needs.  (The DDA Assessment and rates calculator will be used to determine the funding available for individuals enrolled in RCL through DDA.)

To maximize participant well-being and cost effectiveness, you must:
1. Document in the CARE Assessment,  SER or the Sustainability Goals screen:
How the services or supports being authorized are of direct benefit to the participant’s successful transition and community living. 
How the authorizations are necessary for the participant’s health, welfare, safety, and well-being.  Ensure services authorized are consistent with needs identified in the CARE assessment.
The process followed that demonstrates that any equipment purchased is in addition to that supplied by Medicare/Medicaid, and does not replace it. 
Follow all purchasing protocols as instructed by headquarters. Note: 
Receipts for all purchases must be included in the participant’s electronic case record (ECR).
Documentation that the participant received the goods purchased must be in the participant’s ECR.
Services can be reauthorized at the end of the Maximum Length of Service included on the Service Code Data Sheet. 
For example, if additional services are needed after authorizing Individual Behavior Support services for a three month period of time, three additional months can be authorized.
Service maximums are cumulative for each service episode. 
For example, if the service limit for a given code is $2,500, all the goods purchased during that transition period per the Service Code Data Sheet cannot total more than $2,500 without an ETR.
Exception: for the following services the Rate Range is per item or service:
Environmental Modifications;
Specialized Medical Equipment and Supplies (including both durable medical equipment and non-medical supplies); and 
RCL Demonstration Transition Goods 
[bookmark: _Toc7613078]ETR Considerations
Personal Care:
HQ ETRs only will be used for additional necessary personal care hours or change in residential rate. 
Community Transition or Sustainability Services: 
If authorizations for a necessary service/item exceed the maximum amount allowable, you must complete a local ETR prior to exceeding the maximum limit. Each region will:
· Use their local ETR process for RCL services.
· Establish consistent local rates for demonstration services. These rates must be approved by the Regional RCL Subject Matter Expert.
Bathroom Equipment:
Follow all procedures to request bathroom equipment through the ETR process as outlined in the Social Services Authorization Manual. 

[bookmark: _Actions_for_HCS,][bookmark: _Toc7613079]Actions for HCS, AAA and DDA to prepare for the end of the demonstration period   
[bookmark: _How_do_I_1]Approximately 30-60 days prior to the end of the individual’s demonstration year, the CM/CRM/Nurse must complete an assessment (this could be used as the annual assessment).  Ensure that any necessary steps are taken in order for the participant to maintain successful community living, including an evaluation of functional and financial program eligibility for services after the participant’s demonstration period (365 days) has expired. 

NOTE: The assessment may be moved to Current prior to the end of the demonstration period. However, in order to maximize the enhanced match received for RCL services, end date the RCL RAC on the Projected End Date and open the new RAC for continuous services for the day after the Projected End Date.  The RCL RAC should be assigned for the maximum length of time based on the Projected End date which takes into account any disenrollments that pushed the Projected End Date out beyond the original 365 days.  (You may use a custom tickler as a reminder to change the RAC at the appropriate time.) 

At the conclusion of the participant’s one-year demonstration period, the CM/CRM/Nurse:
1. Adds the Disenrollment Date to the RCL Enroll/Dis-enroll screen in CARE.
2. Indicates “Has completed 365 day RCL participation period” as the Disenrollment Reason in CARE 
3. End dates the RCL RAC (3100) and open the applicable state plan/waiver HCBS RAC the individual is eligible to receive based on functional and financial eligibility, per standard procedures (see Note above).
4. CM/CRM/CNCs will follow instructions as outlined in LTC Manual to obtain approval of the plan of care, send all required documents/forms to the individual, representatives and providers (including PANs), and complete required documentation of these activities. 
5. Notify the financial worker on a DSHS 14-443 (for HCS/AAA) or a DSHS 15-345 (for DDA) in Barcode and include:  
1. The date of the disenrollment from RCL services.
1. The program the participant is functionally eligible for (state plan/Medicaid waiver).
1. The setting of the services (in-home, AFH, etc.).
1. Update the address, if necessary.

For individuals who are in the ACES N05 group (also known as the MAGI or ABP group), additional steps must occur as part of transition planning for the end of the RCL demonstration period.
1. 90 days prior to the end of the demonstration year: For enrollment in a waiver (i.e., COPES, New Freedom, Basic +, Core, Community Protection, or CIIBS), begin pursuing a disability determination, or prepare to transition the participant to ABP-CFC.
1. 60 days prior to the end of the demonstration year: For enrollment in a waiver (i.e., COPES, New Freedom, Basic +, Core, Community Protection, or CIIBS), assist the participant with application to financial.
1. 30 days prior to the end of the demonstration period: the case worker should review eligibility status with financial.
Financial workers must follow instructions as outlined in the  Apple Health Medicaid Manual.

[bookmark: _Toc7613080]What are the case worker’s responsibilities With the RCL program?
HCS/AAA: Once a participant is enrolled in the RCL program, the case worker provides primary case management, including the authorization of additional RCL services.  

DDA: The designated CRM and regional RCL liaison will continue to work collaboratively throughout the duration of the grant process. The assigned CRM will assume primary responsibility for requesting waiver approval and authorizing waiver services for eligible individuals at the end of the first year of grant participation.

How often do I need to assess the participant?
Initially, with a significant change, and between 30- 60 days prior to the end of the demonstration year (this is used as the annual), to plan for the transition onto waiver or state plan services when RCL demonstration services will no longer be part of the service package. 

If a participant needs to be re-admitted into an institutional setting:
Follow all protocols in the Nursing Facility Case Management and Relocation chapter (making sure to update the NFCM screen in CARE with the admit date and facility name).  Please note the following:

· For an institutional stay less than 30 days, do not disenroll the participant (the demonstration period continues uninterrupted).

· For an institutional stay greater than 30 days, the participant must be disenrolled in CARE following all disenrollment procedures:
1. Record the Disenrollment Date and Reason
The Disenrollment Date is the date of re-admission to the institution once the stay has extended beyond 30 days (backdate).
Choose “Reinstitutionalized for greater than 30 days” in the Disenrollment Reason field of the RCL Enroll/ Disenroll screen in CARE.
Choose from the drop down the reason the participant was reinstitutionalized.
When the individual is ready to return to the community, he/she should be re-enrolled for the remainder of the demonstration period. A new Participant Information and Consent Form is not needed for the participant to complete their 365 day demonstration period.

What happens at the end of the demonstration year?
[bookmark: _What_is_the]Prior to day 365 of the demonstration period, all participants must be disenrolled and transitioned to the Medicaid State Plan or Waiver Program services they are eligible to receive.  AAA/ HCS and DDA staff must record disenrollment information on the RCL Enroll/ Disenroll screen in CARE.   

[bookmark: _What_is_the_1][bookmark: _Toc7613081]What is the procedure for RCL participants who have received services but who choose not to receive personal care services in the community?
For participants who remain on the RCL program for the full 365 days but who decline personal care services, the following steps must be completed in addition to procedures found in this chapter and the Assessment chapter of the LTC manual regarding Approval of the Plan of Care:
a) To preserve the potential to receive demonstration services should they be needed during their 365 days on RCL, keep the assessment to Current. Please Note:  If demonstration services are authorized during the 365 days of RCL eligibility, participation will apply to those services.
If an RCL participant decides during their demonstration year to discontinue receiving personal care, but would like to remain on RCL, follow the applicable steps in this section, including transferring the case to the HCS office.  The HCS office should make the required quarterly contacts for the remainder of the demonstration year. 

b) Follow the instructions in the Assessment Chapter of the LTC Manual for individuals s who request fewer hours than are indicated on the Care Plan screen: 
(i) Document the participant’s approval to reduce the number of hours indicated to 0; and
(ii) Note in an SER that the participant has declined personal care services but is remaining on RCL.
c) Following all procedures, send the participant a PAN. See sample PAN language below (insert projected end date of RCL demonstration period):
[image: ]
d) The HCS office holds the case. The case should be assigned to a social worker in CARE.  Regions have the discretion to decide who will be assigned these cases and how they are maintained in current status.
e) For an individual to remain on RCL, the participant must be contacted by HCS staff within 14 days of transition and quarterly thereafter. Please note:
i) Because there are no services in place, these contacts are not considered ‘monitoring’ or ‘case management’ contacts.
ii) Contacts are to be made by staff designated by regional offices.
iii) The intent of the contact is to verify if the individual is living successfully in the community and determine if other RCL services may be needed and accepted by the participant.
iv) Contacts must be documented in a SER.A Tickler in CARE will be sent to remind the primary case manager to make the contact each quarter. (Make sure the box on the RCL Enroll screen that asks “Receiving personal care services?” is marked “No” as this is what will trigger the Tickler.)  Although these are not monitoring contacts, for residents discharging with no services, staff should choose “Monitoring Plan” as the Purpose Code for the SER. 

f) Do not disenroll the participant in CARE unless other disenrollment criteria is met (the participant has died, moved to another state, re-admitted to a facility for longer than 30 days, etc. per the section on RCL disenrollment)
g) If the individual continues to decline personal care services at the end of the 365 days on the RCL demonstration:
i. Formally disenroll the participant from RCL on the RCL Enroll/Disenroll screen in CARE following all disenrollment procedures.  
ii. Move the case to History if the individual continues to receive no LTC services.
h) If the individual wishes to receive personal care services at the end of the 365 day demonstration, a CARE assessment and financial eligibility determination must be completed to establish the participant’s eligibility for the appropriate Medicaid State Plan or Waiver Program service.
Note: Because RCL participants are continuously eligible for Medicaid during their demonstration year, disenrolling from RCL may impact an individual’s Medicaid benefits. If an RCL participant disenrolls at any time during the demonstration period, medical eligibility will be terminated unless income and resources are below the standards for non-institutional programs.


Individuals who decline personal care services and the quarterly contacts required to remain on RCL per the above section, must be dis-enrolled from the RCL program. In addition to procedures found in the Assessment Chapter of the LTC manual regarding Approval of the Plan of Care, the CM must:
a) Inform the participant that he/she must disenroll from RCL. 
b) Document the individual’s informed decision in the SER.
c) Disenroll the participant from RCL following the procedures outlined in the section called: How do I disenroll an RCL participant?

[bookmark: _Can_RCL_participants_1]May RCL participants disenroll from the demonstration?
HCS/AAA: Yes. When a participant or his/her representative wants to withdraw from the RCL demonstration project, work with the participant to resolve issues, if possible.  If the participant still wishes to disenroll in RCL, but wants to continue to receive personal care services, a CARE assessment and financial eligibility determination must be completed to establish the participant’s eligibility for the appropriate Medicaid State Plan or Waiver Program services.  

DDA: Yes. If a participant wishes to withdraw from the project, he/she may return to an RHC that has a vacancy. The participant may request to return to the same living unit if it is available.

Demonstration services for all participants must end by day 366 (on or before December 31, 2020).  At that time, they must be transitioned to the Medicaid State Plan or Waiver Program services available to them based on their financial and functional eligibility.  

[bookmark: _How_do_I_5][bookmark: _Toc7613082]How do I disenroll an RCL participant?
An RCL participant is an individual who moved out of an institution on the RCL program and started their demonstration year. An RCL participant must be disenrolled when they:
· Reach the end of their demonstration year
· Return to an institution for longer than 30 days (they may re-enroll later to utilize the days remaining in their demonstration year)
· Move out of state (an RCL participant moving to a state with an MFP grant may be eligible to enroll in that state’s MFP program. Click here for a current list of MFP states/Project Directors.)
· No longer want the service 
· Die

Steps to dis-enroll the participant:
1. Enter the Disenrollment Date on the RCL Disenroll screen in CARE
a) For participants who returned to an institution for greater than 30 days, use the admission date (backdate)
b) For participants who died while on RCL, use the date of death
c) For participants who reach the end of their demonstration year, the date should not extend beyond the 365 days of RCL eligibility. (The day of discharge is Day 1; the disenrollment date must be on or before the “Projected End Date” on the RCL Enroll/Disenroll screen in CARE.)
2. End date the RCL RAC and select the applicable Medicaid waiver or state plan RAC based on the individual’s functional and financial eligibility (no payment correction is necessary if the individual discharged onto the RCL program and was receiving RCL services).
3. Send the participant a Planned Action Notice terminating demonstration services. 
4. Notify the financial worker using Form 14-443 (HCS/AAA) or a DSHS 15-345 (DDA) in Barcode and include: 
a) The date of the disenrollment from RCL services.
b) What program the participant is functionally eligible for (state plan/waiver). 

[bookmark: _What_is_the_2]What is the process to re-enroll a participant who has been disenrolled for a reason other than completing their 365 days in the community?
Note regarding reenrollments: 
A new 90 day length of stay is not required.
A new RCL Participant Information and Consent form is not signed by the individual.
1. If the participant was disenrolled due to returning to an institution for greater than 30 days:
a) Prior to authorizing any transition services, create a new enrollment on the RCL Enroll/Disenroll screen in CARE by clicking on the plus (+) button.
b) The Enrollment date can be as early as one day following the Disenrollment Date if transition planning begins immediately or it can be as late as the same day as the subsequent Actual Discharge Date if no transition services were utilized.
c) Re-enrollment restarts the RCL “clock”, recalculating the Projected End Date.
d) This process can be followed as needed throughout the participant’s RCL demonstration year until there is no time remaining on the RCL “clock”:
[image: ]
e) Make a note of the re-enrollment in the SER.
f) Upon discharge, follow all other instructions regarding discharging from the institution including entering all the required information on the Enrollment screen and NFCM screens in CARE.

[bookmark: _Can_clients_who][bookmark: _What_are_the][bookmark: _Can_HCS_or][bookmark: _When_and_how][bookmark: _What_about_Contracting?][bookmark: _Toc7613083]What about Contracting?
All LTC contracts are executed through the AAA unless other local agreements are in place that state otherwise.  RCL Demonstration services are contracted utilizing the same procedures as other client service contracts. A list of contracted providers is maintained for many areas of the state on the RCL SharePoint website.

For DDA contracts, refer to the DDA RCL Coordinator with questions. 


Note: In addition to specific contracted duties, each provider is responsible for reporting any instances of abuse, neglect, or exploitation of a vulnerable adult or child.
[bookmark: _Possible_Information_to][bookmark: OLE_LINK3][bookmark: OLE_LINK4][bookmark: rules] 
[bookmark: _Frequently_Asked_Questions][bookmark: faqs]Note: All IPs must have a current contract with DSHS before becoming a paid provider for a participant who is being served in the RCL demonstration project.  
[bookmark: _Can_RCL_Participants]
[bookmark: _How_is_the]How is the project evaluated?
The Centers for Medicare and Medicaid Services (CMS) requires quarterly and semi-annual reports from the Project Director to let them know whether Washington State is meeting its benchmarks.

In addition, Mathematica Policy Research, Inc. designed a Quality Assurance tool that was administered before the person discharged from the institution or nursing home, at one year after discharge and at two years after discharge; this is called the Quality of Life Survey (QOL).  The baseline survey that had been performed with residents in SNFs have been discontinued, but follow up QOL surveys will continue for participants who received a baseline in the past. 

[bookmark: _How_do_I_][bookmark: provider][bookmark: casemanagement][bookmark: _How_much_can_][bookmark: _Toc7613084]Resources
Information about the RCL Demonstration Project 
– Internal: (HCS/AAA/DDA) RCL SharePoint site

Public website: Roads to Community Living | DSHS

WAC 388-106-0250-0265
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Roads to Community Living 

Participant Information and Enrollment



Roads to Community Living (RCL) is a statewide, demonstration project funded by a “Money Follows the Person” grant. The grant was received by Washington State from the federal Centers for Medicare and Medicaid Services (CMS). The purpose of the RCL demonstration project is to investigate what services and supports will successfully help people with complex, long-term care needs transition from an institution to a community setting. 

You meet eligibility criteria and have been enrolled into this program effective the date you left the nursing facility.  

Please read this Roads to Community Living (RCL) Participant Information form carefully. We would like you to understand what RCL is, what will happen during the project time period, and what it means for you.  Your participation is voluntary and does not take away any of your legal rights.  



As part of RCL, you understand you may get extra services to assist you:

· Develop a transition plan that outlines the services and supports you will need to move and live in the community. 

· Some of these services and supports will come from existing state programs.

· Additional services and supports that are not currently available through existing programs may be authorized and funded by Roads to Community Living (RCL).

· Resolve concerns, questions or problems that could delay you from safely moving to, or remaining in, the community.  This includes finding solutions if unforeseen difficulties arise while on RCL.

· Choose which service and support options available through the project work best for you.  

· Identify and help plan for possible risks the move may present to you.  

As part of the Roads to Community Living project you will:

· Be able to provide feedback and evaluation of the project before, during, and after the project.  

· Become part of Roads to Community Living for one year, beginning on the date you leave the facility.

· Transition to the DSHS/ALTSA services for which you are functionally and financially eligible when the project period ends.





Financial and eligibility considerations:

· You will not receive any money for participating in the Roads to Community Living project.

· As with other Medicaid programs, the following rules apply to RCL:

· Financial participation 

· Medicaid eligibility 

· CARE Assessment 

· Fair hearing rights (with the exception of RCL services which end at the conclusion of the project period)

Confidentiality:

· Your identity in this project will be confidential and your records will be kept private as far as permitted by law.

· Although the results of the Roads to Community Living project may be published, your name, or any other identifiable references to you, will not be included without your explicit consent. 

· Any records obtained as a result of your participation in the Roads to Community Living project may be reviewed by Department of Social and Health Services (DSHS) or other governmental agency representatives, such as the Center for Medicare and Medicaid services or any of their contractors for the project.  



If you decide to opt out of the Roads to Community Living project prior to the end of the project year: 

· Services or supports funded by the Roads to Community Living project may end.  

· If you decide not to continue in the project, please contact the Systems Change Specialist or your assigned case manager as soon as possible to let them know of your decision.  

· If we do not hear from you, you will remain on the RCL program for the full project period.  



Project Contact Information:  



Systems Change Specialist:  Julie Cope    

phone number: 360-725-2529

email: copejf@dshs.wa.gov



Case Manager:  ______________________     Phone: ______________________________
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Client Name:

ACES ID:
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