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256B.039 REPORTING_OE SUPIPLEMEI‘\TTAL NURSING .SERVICES'AGENCY USE..

Beginning March 1, 2002, the commissioner shall report to the legislature annually
on the use of supplemental nursing services, including the riumber of hours worked by
supplemental nursing services agency personne! and payments to supplemental nursing
services agencies.

History: 1Sp2001 ¢ 9 ait 75 7

256B.04 DUTIES OF STATE AGENCY
[For text of subds-1 and la, see MS 2000].

Subd. 1b. Contract for administrative services for’ Ameri'cah ‘Indian children.
Notwithstarding subdivision' 1, the commissioner may contract with federally recog-
nized Indian tribes with a reservation in Minnesota for’ the prov151or1 of early and
periodic screening, diagnosis, and treatment administrative services for ' Américan
Indian children, according to Code of Federal Regulations; title -42, section 441,
subpart B, and Minnesota Rules, part 9505.1693 et seq., when the tribe chooses- to
provide such services. For purposes of this subdivision;, “American Indian” has the
meaning given .to persons to whom services will be provided for in Code of Federal
Regulations, title 42, section 36.12. Notwithstanding Minnesota Rules, part 9505.1748,
subpart 1, the commissioner, the local agency, and the tribe may contract with any
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entity for the provision of early and periodic screening, diagnosis, and treatment
administrative services.

[For text of subds 2 to 19, see M.S.2000]
History: 1Sp2001 c 9 art 2 5 14

256B.055 ELIGIBILITY CATEGORIES.
[For text of subds I to 3, see M.S.2000]

Subd. 3a. Families with children. Beginning July 1, 2002, medical assistance may
be paid for a person who is a child under the age of 18, or age 18 if a full-time, student
in a secondary school, or in the equivalent level of vocational or technical training, and
reasonably cxpected to complete the program before reaching age 19; the parent of a
dependent child, including a pregnant woman,; or a caretaker rclative of a dependent
child.

[For text of subds 4 to 12, see M.S.2000]
History: 1Sp2001 ¢ 9art 2515

NOTE: The amendment to subdivision 3a by Laws 2001, First Special Session chapter 9, article 2, section 15, is effective
July 1, 2002. Laws 2001, First Special Session chapter 9, article 2, section 13, the effective date.

256B.056 ELIGIBILITY; RESIDENCY; RESOURCES; INCOME. .
[For text of subd 1, see M.S.2000]

Subd la. Income and assets generally. Unless spccmcally requlrcd by state law or
rule or federal law or regulation, the methodologies used in counting income and assets
to determine eligibility for medical assistance [or persons whose eligibility category is
based on blindness, disability, or age of 65 or morc years, the methodologies for the
supplemental security income program shall be used. Increases in benefits under title II
of the Social Security ‘Act shall not be counted as income [or purposes of this
subdivision until July 1 of each year. Effective upon federal approval, for children
eligible under section 256B.055, subdivision 12, or for home and community-based
walver services whose eligibility for medical assistance is determined without regard to
parental income, child support payments, including any payments made by an obligor in
satisfaction of or in addition to a temporary or permanent order for child support, and
social security payments are not counted as income. For families and children, which
includes all other eligibility categorics, the methodologies under the state’s AFDC plan
in effect as of July 16, 1996, as required by the Personal Responsibility and Work
Opportunity Reconciliation Act of 1996 (PRWORA), Public Law Number 104-193,
shall be used, except that effective July 1, 2002, the $90 and $30 and one-third earned
income disregards shall not apply and the disregard specified in subdivision 1c shall
apply. For thesc purposes, a “methodology” does not include an asset or income
standard, or accounting method, or method of determining effective dates.

Subd. 1b. Aged, blind, and disabled income methodology. The $20 general income
disregard allowed under the supplemental security income program is included in the
standard and shall not be allowed as a deduction from income for a person eligible
under section 256B.055, subdivisions 7, 7a, and 12.

Subd. 1c. Families with children income methodology. (a) For children ages.one to
five whose clioibility is determined under section 256B.057, subdivision 2, 21 percent of
countable earned income shall be disregarded for up to four months.

(b) For families with children whose cligibility is determined using the sldndard
specified in section 256B.056; subdivision 4, paragraph (c), 17 percent of countable
earned income shall be disr_egarded for up to four months. _ .

(c) If the disregard has been applied to the wage earner’s income for four months,
the disregard shall not be -applied again until the wage earner’s income has not been
considered in determining medical assistance eligibility for 12 consecutive months.
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[For text of subd 2, see M.S5.2000]

Subd 3. Assct limitations for elderly and disabled individuals. To be eligible for
medical assistance, a person must not individually own more than $3.000 in assets, or if
a member of a household with two family members, husband and wife, or parcent and
child, the household must not' own more than $6,000 in asscts, plus $200 for each
additional legal dependent. In addition to these maximum amounts, an eligible
individual or family may accrue interest on these amounts, but they must be reduced to
the maximum at the time of.an eligibility redetermination. The accumulation of the
clothing and personal needs: allowance according to section 256B.35 must ‘also bc
reduced 1o the maximum at the time of the cligibility redetermination. The value of
assets that are not considered in determining cligibility for medical assistance is the
valuc of those assets excluded under the supplemental security income program for
aged, blind, and disabled persons, with the following cxceptions:

(a) Household goods and personal effects arc not considered.

(b) Capital and operating assets of a trade or business that the local agency
delermines are necessary to the person’s ability to earn an income are not considered.

(c) Motor vehicles are excluded to the same cxtent excluded by the supplemental
security income program.

(d) Assets designated as burial expenses are excluded to the same cxtent excluded
by the supplemental security income program.

(e) Effective upon federal approval, for a pcrson who no longer qualifies as an
employed person with a disability due to loss of earnings, assels allowed while eligible
for medical assistance under section 256B.057, subdivision 9, are not considered for 12
months, beginning with the first month of ineligibility as an cmploycd person with a
d1sab111ty, to the extent that the person’s total assets remain w1thm the allowed limits of
section 256B.057, subdivision 9, palaoraph ).

[For text of subd 3b, see M.S.2000]

Subd. 3c. Asset limitations fm families and children. A household of two or more
persons must not own more than $30,000 in total net assets, and a household of one
person must not own more than $15,000- in total net assets. In addition to these
maximum amounts, an eligible individual or fdmlly may accrue interest on these
amounts, but they must be reduced to the maximum at the time of an eligibility
redetermination. The value of assets that are not considered in determining eligibility
for medical assistance for familics and children is the value of those assets excluded
under the AFDC state plan as of July 16, 1996, as required by the Personal
Responsibility and Work Opportunity Reconciliation Act of 1996 (PRWORA), Public
Law Number 104-193, with the following exceptions:

¢)) household goods and, por%onal effects arc not con51deLed

(2) capital and operating assets of a trade or business up to -$200,000 are not
considered;

(3) one motor vehicle is excludéd for cach person of legal driving age who is
employed or seeking employment;

(4) one burial plot and all other burial expenses equal to the supplcmcntal sucurlty
income program asset limit arc not considered for cach individual;

(5) court-ordered settlements up to $10,000 are-not considered; -
(6) individual retirement accounts and funds are not conmdered and
(7) assets owned by children are not considered.

Subd. 4. Income. (a) To be cligible for medical assistance, a person eligible under
section 256B.055, subdivisions 7, 7a and 12, may have income up to 100 pereent of the
federal poverty guidelines. Effective J'muaxy 1, 2000, and each successive January,
recipients of supplemental security income may have an income up to the supplemental
security income standard in effect on that date.
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(b) To be eligible for medical assistance, families and children may have an income
up to 133-1/3 percent of the AFDC income standard in effect under the July 16, 1996,
AFDC state plan. Effective July 1, 2000, the base AFDC standard in effect on July 16,
1996, shall be increased by three percent

(c) Effective July 1, 2002, to be eligible for medical assistance, families and
children may have an income up to 1 00 percent of the [edcral poverty guidelines for
the family size. :

(d) In computing income to determine eligibility of persons: under pardoraphs (a)
to (c) who are not residents of long-term care facilities, thc commissioner shall
disregard increases in income as required by Public Law Numbers 94-5606, section 503;
99-272; and 99-509. Veterans aid and attendance benefits and Veterans Administration
unusual medical expense payments are considered income to the recipient.

[For text of subd 4a, see M.S.2000]

Subd. 4b. Income verification. The local agency shall not require a monthly income
verification form for a recipient who is a resident of a long-term care facility and who
has monthly earned income of $80 or less. The commissioner. or county agency shall
use electronic verification as the primary method of income verification. If there is a
discrepancy between reported income and electronically verified income, an individual
may be required to submit additional verification.

Subd. 5. Excess income. A person who has excess income is eligible for medical
assistance if the person has expenses for medical care that are more than the amount of
the person’s excess income, computed by deducting incurred medical expenses from the
excess income to reduce the excess to the income standard specified in subdivision 5c.
The person shall elect to have the medical expenses deducted at the beginning of a
one-month budget period or at the beginning of a six-month budget period. The
commissioner shall allow persons eligible for assistance on a one-month spenddown
basis under this subdivision to elect to pay the monthly spenddown amount in advance
of the month of eligibility to the statc agency in order to maintain eligibility on a
continuous basis. If the recipient does not pay the spenddown amount on or before the
20th of the month, the recipient is ineligible for this option for the following month.
The local agency shall code the Medicaid Management Information System (MMIS) to
indicate that the recipient has elected this option. The state agency shall convey
recipient eligibility information relative to the collection of the spenddown to providers
through the Electronic Verification System (EVS). A recipient electing advance
payment must pay the state agency the monthly spenddown amount on or before the
20th of the month in order to be eligible for this option in the following month.

Subd. 5a. Individuals on fixed or.excluded income. Recipients of medical assis-
tance who receive only fixed unearned or excluded income, when that income is
excluded from consideration as income or unvzrrymty in amount and trmmg of receipt
throughout the year, shall report and verify their income anrually. : .

.[For text of subd 5b, see M.S.2000]

Subd. 5c. Excess income standard. (a) The excess income standard for families
with children is the standard specified in subdivision 4. :

(b) The excess income standard for a person whose eligibility *is based on
blindness, disability, or age of 65 or more ‘years is 70 percent of the federal poverty
guidelines for the family size. Effective July 1, 2002, the excess income standard for this .
paragraph shall equal 75 percent of the federal poverty guidelines.

[For text of subds 6 to 8, 'see M.S.2000]
History: 200/ ¢ 203 s 5,6; 1Sp2001 ¢ 9 art 2.5 16-24. ‘ -

NOTE: Subdivisions Ic and 3c, as added by Laws 2001, First Special Session chapter 9, article 2, sections 18 and 20, arc
effective July 1, 2002. Laws 2001, First Special Session chapter 9, article 2, sections 18 and 20, the effective dates.
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256B.057 ELIGIBILITY; INCOME AND ASSET LIMITAT TONS FOR SPECIAL CAT-
EGORIES.

[F or text of subds 1 to Ic, see M.S. 700()]

Subd. 2. Children. Except as spec1f1ed in subdivision 1b, eflective July 1, 2002, a
child one through 18 years of age in a family whose countable income is no greater
than 170 percent of the federal poverty guidelines for the same family size, is eligible
for medical assistance: :

Subd.- 3. Qualified Medicare benehcmrles A person who is- cntltled to’ Part A
Medicare benefits, whose income is equal to or less than 100 percent of the federal
poverty guidelines, and whose assets are no more than $10,000 for a single individual.
and $18,000 for a married couple or family of two or more, is cligible for medical
assistance reimbursement of Part A and Part B premiums, Part A and Part B
coinsurance and deductibles, and cost-effective premiums for enrollment with a health
maintenance organization or a competitive medical plan under section 1876 .of the
Social Security Act Reimbursement of the Medicare coinsurance and deductibles,
when added to the amount paid by Medicare, must not exceed the total rate the
provider would have received for the same service or services if the person were a
medical assistance recipient with Medicare coverage. Increases in benefits under Title
II of the Social Security Act shall not be counted as income for purposes of this
subdivision untll July 1 of cach year.

[For text of subds 3a to 6, see M.S.2000]

Subd. 7. Waiver of maintenance of effort requirement. Unless a federal waiver of
the maintenance of effort regquirement of section 2105(d) of title’ XXI of the Balanced
Budget Act of 1997, Public Law Number 105-33, Statutes at Large, volume 111, page
251, is granted by the federal Department of Health and Human Services by September
30, 1998, eligibility for children under age 21.must.be determined without regard to
asset standards established in section 256B.056, subdivision 3c. The commissioncr of
human services shall publish a notice in the State Register upon receipt of a. fcderal
waiver. .

[For text of subd 8, see M.S.2000]

Subd. 9. Employed persons with disabilities. (a) Medical asmstancc, rnay be pdld
for a person who is employed and who:

(1) meets the def1n1t10n of disabled under the supplemental sccurity. income
program;

(2) is at least 16 but less than 65 years of age;

(3) meets the asset limits in paragraph (b); and .

(4) pays a premium, if required, under paragraph. (c).

Any spousal income or assets shall be dlsregarded for purposes of ehgrblhty and
premlum determinations. '

After the month of enrollmcnt 4 person enrolled in medical dsslstance under this
subdivision who is temporarily unable to work and without receipt of earned income
due to a medical condition, as vc,rlfted by a physician, may retain e11g1b111ty for up to
four calendar months.

(b) For purposes of determmmt7 chgrbﬂlty under this subdivision, a person s assets
must not exceed $20,000, excluding: :

(1) all assets excluded under section 256B.056;

(2) retirement accounts, 1ncludmg individual accounts, 401(k) plans 403(b) plans
Keogh plans, and pens1on plans and

~ (3) medical expense au.ounls set up through the person’s employer. .

(c) A person whose earned and unearned income is equal to or ﬂreater than ]00
percent of federal poverty guidelines for the applicable family. size must pay a premium

Copyright © 2001 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 2001 SUPPLEMENT

256B8.057 MEDICAIL ASSISTANCE FOR NEEDY PERSONS 134

to be eligible for medical assistance under this subdivision. The premium shall be based
on the person’s gross earned and unecarned income and the applicable family size using
a sliding fee scale established by the commissioner, which begins at one percent of
income at 100 percent of the federal poverty guidelines and increases to 7.5 percent of
income for thosc with incomes at or above 300 percent of the federal poverty
guidelines. Annual adjustments in the premium schedule based upon changes in the
federal poverty guidelines shall be cffective for premiums due in July of each year.

(d) A person’s cligibility and premium shall be determined by the local county
agency. Premiums must be paid to Lh(. commissioner. All premiums are dedicated to
the commissioner.

(e) Any required premium sh'xll be determined at '1ppllccmon and redetermined
annually at:recertification or when a change in income or family size occurs.

"(f) Premium payment is due upon notification from the comimissioner of the
premium amount required. Plemlums may be paid in installments at the discretion of
the commissioner.

(g) Nonpayment of the premium shall result in denial or termination of medical
assistarice unless the person demonstrates good cause for nonpayment. Good cause
exists 'if the requirements specified in Minnesota Rules, part 9506.0040, subpart 7,
items B to D, are met. Nonpaymcnt shall include payment with a returned, refused, or
dishonored instrument. The commissioner may require a guarantced form of payment
as the only means to replace a returned, refused, or chshonorc,d instrument.

Subd. 10. Certain persons needing treatment for breast or cervical cancer. (a)
Medical assistance may be paid [or a person who:

(1) has been screened for breast or cervical cancer by the Minnesota breast and
cervical cancer control ploordm and program funds have been used to pay for the
person’s screening;

(2) according to the person’s treating health profc,ssmndl needs treatment, includ-
ing diagnostic services necessary to du,tc,rmme the extent and proper coursc of
treatment, for breast or cervical cancer, including precancerous conditions and car[y
stage cancer;

(3) meets the income eligibility guidelines_ for the ancsota breast and cemcal
cancer control program;
- (4) is under age 65;

(5) is not otherwise eligible for medical assistance under United States Code, llllL
42, section 1396(&)(10)(A)(1) and

(6) is not otherwise covered under creditable coverage, as defined under United
States Code, title 42, section 300gg(c).

(b) Medical assistance provided-for an eligible person under this subdivision shall
be limited to scrvices provided during the period-that the person receives treatment f{or
breast or cervical cancer.

(c) A person meeting the criteria in paragraph (a) is LllOLbIL for medical assistance
without meeting the ellglblllty criteria relating to income and assets in section
256B.056, subdivisions 1a to 5b. -

History: 15p2001 ¢ 9 art 2 s 25-29

'N()Tlf: Tilc amendment to subdivision 2 by Laws 2001, First Special Session chapter 9, article 2, section 25, is effective
July 1. 2002. Taws 2001, First Special Session chapter 9, article 2, section 23, the effective date.

NOTE: Subdivision 10, as added by Laws 2001, First Special Session chapter 9, article 2, section 29, is cffective July I,
2002. Laws 2001, First Special Session chapter 9, article 2, section 29, the cffective date.

256B.0595 PROHIBITIONS ON TRANSFER; EXCEPTIONS.

Subdivision 1. Prohibited transfers. (a) For transfers of assets made on or bcfore
August 10, 1993, if a person or the person’s spouse has given away, sold. or disposed of,
for less than fair market value, any asset or interest therein, except assets other than
the homestead that are excluded under the supplemental security program, within 30
months before or any time after the date of institutionalization if the person has been’

Copyright © 2001 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 2001 SUPPLEMENT

135 MEDICAL ASSISTANCE FOR NEEDY PERSONS  256B.0595

determined eligible for medical assistance, or within 30 months before or any time after
the date of the first approved application for medical assistance if the person has not
yet been determined cligible for medical assistance, the person is ineligible for long-
term care services for the period of time determined under subdivision 2.

'(b) Effective for transfers made afier August 10, 1993, a person, a person’s spouse,
or any person, court, or administrative body with legal authority to act in place of, on’
behalf of, at the direction of, or upon the request of the person or person’s spouse, may
not give away, sell, or dispose of, for less than fair market value, any asset or interest
therein, cxcept asscts other than the homestead that are excluded under the supple-
mental security income program, {or the purpose of establishing or maintaining medical
assistance cligibility. For purposes of determining eligibility for long-term care services,
any transfer of such assets within 36 months before or any time after an institutional-
ized person applies for medical assistance, or 36 months before or any time after a
medical assistance recipient becomes institutionalized, for less than fair market value
may be considered. Any such transfer is presumed to have been made for the purpose
of establishing or maintaining medical assistance eligibility and the person is ineligible
for long-term care scrvices for the period of time determined under subdivision 2,
unless the person furnishes convincing evidence to establish that the transaction was
exclusively for another purpose, or unless the transfer is permitted under subdivision 3
or 4. Notwithstanding the provisions of this paragraph, in the case of payments from a
trust or portions of a trust that are considered transfers of assets under federal law, any
transters made within 60 months before or any time after an institutionalized person
applies for medical assistance and within 60 months before or any time after a medical
assistance recipient becomes institutionalized, may be considered. .

(c) This section applies to transfers, for less than fair market value, of income or
assets, including assets that are considered income in the month reccived, such as
inhcritances, court settlements, and retroactive benefit payments or income- to which
the person or the person’s spouse is entitled but does not receive due to action by the
person, the person’s spouse, or any person, court, or administrative body with legal
authority to act in-place of, on behalf of, at the direction of, or-upon the request of the
person or the person’s spouse.

"(d) This scction applics to payments for care or personal services provided by a
relative, unless the compensation was stipulated in a notarized, written agrecement
which was in existence when the service was performed, the care or services dircctly
benefited the person, and the payments madc represented reasonable compensation for
the care or services provided. A notarized written agreement is not required if payment
for the services was made within 60 days after the service was provided. '

(e) This section applies to the portion of any asset or interest that a person, a
person’s spouse, or any person, court, or administrative body with legdl authority to act
in place of, on behalf of, at the direction of, or upon the request of the person or the

- person’s spouse, transfers to any annuity that exceeds the value of the benefit likely to
be returned to the person or spouse while alive, based on estimated life expectancy
using the life expectancy tables employed by the supplemental security income program
to determine the valuc of an agreement for services for life. The commissioner may
adopt rules reducing life expectancies based on the necd for long-term care. '

(f) For purposcs of this scction, long-term care services include services in a
nursing facility, services that are eligible for payment according to section 256B.0625,
subdivision 2, because they are provided in a swing bed, intermediate care facility for
persons with mental retardation, and home and community-based services provided
pursuant to sections 256B.0915, 256B.092, and 256B.49. For purposes of this subdivi-
sion and subdivisions 2,-3, and 4, “institutionalized person” includes a person who is an
inpatient in a nursing facility or in a swing bed, or intermediate care facility for persons
with mental rctardation or who is receiving home and community-based services under
sections 256B.0915, 256B.092, and 256B.49.

Subd. Ta. [Repealed, 2001 ¢ 203 s 19]
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Subd. 2. Period of: ineligibility. (2) For any uncompensated transfer occurring on
or before August 10, 1993, the number of months of ineligibility for long-term care
services shall be the lesser of 30 months, or the uncompensated transfer amount
divided by the average medical assistance rate for nursing facility services in the state in
effect on the date of application. The amount used to calculate the average medical
assistance payment rate shall be adjusted each July 1 to reflect payment rates for the
previous calendar year. The period of ineligibility begins with the month in which the
asscts were transferred. If the transfer was not reported to the local agency at the time
of -application, and the applicant received long-term care services during what would
have been the period of ineligibility if the transfer had been reported, a cause of action
exists against the transferee for the cost of long-term care services provided during the
period of ineligibility, or for the uncompensated amount of the transfer, whichever is
less. The action may be brought by the state or the local agency responsible for
providing medical assistance under chapter 256G. The uncompensated transfer amount
is the fair market value of the asset.at the time it was given away, sold, or disposed of,
less the amount of compensation received.

- (b) For uncompensated transfers made after August 10, 1993, the number of
months of ineligibility for long-term care services shall be the total uncompensated
value of the resources transferred divided by the average medical assistance ratc for
nursing facility services in the state in effect on the date of application. The amount
used to calculate the average medical assistance payment rate shall be adjusted each
July 1 to reflect payment rates for the previous calendar year. The period of ineligibility
begins with the month in which the assets were transferred except that if one or more
uncompensated transfers are made during a period of ineligibility, the total asscts
transferred -during the ineligibility period shall be combined and a penalty period
calculated to begin in the month the first uncompensated transfer was made. If the
transfer was not reported to the local agency at the time of application, and the
applicant received medical assistance services during what would have been the period
of ineligibility if the transfer had been reported, a cause of action exists against the
transferee for the cost of medical assistance services provided during the period of
ineligibility, or for the uncompensated amount of the transfer, whichever is less.. The
action may be brought by the state or the local agency responsible for providing
medical assistance undcr chapter 256G. The uncompensated transfer amount is the fair
market value of the asset at the time it was given away, sold, or disposed of, less the
amount of compensation I‘CCC]VCd Effective for transfers made on or after March 1,
1996, involving persons who apply for medical assistance on or after April 13, 1996, no
cause of action exists for a transfer unless:

(1) the transferee knew or should have known that the transfer was being made by
a person who was a resident of a long-term care facility or was 1‘eceiving that level of
care in the community at the time of the transfer;

- (2)-the transferec knew or should have known that the transfer was being made to
assist the person to qualify for or retain medical assistance eligibility; or

(3) the transferee actively solicited the transfer with intent to assist the person to
qualify for or retain eligibility for medical assistance.

(c) If a calculation of a penalty period results in a partial month, payments for
long—term care services shall be reduced in an amount equal to the fraction, except that
in calculating the value of uncompensated transfers, if the total value of all uncompen-
sated transfers made in a month not included in an existing penalty perlod does not
exceed $500, then such transfers shall be disregarded for each month prlor to the
month of application for or during receipt of medical assistance.

Subd. 2a. [Repealed 2001 c203s19] .
[For text of subd 3, see M.S.2000]
Subd. 3a. [Repealed, 2001 ¢ 203 s 19]
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[For text of subd 4, see M.S.2000]
Subd. 4a. [Repedled, 2001 ¢ 203 s 19]
[For text of subds 5 to 7, see M.S.2000]
History: 2001 ¢ 203 s 7,8,19 '

256B.0621 COVERED SERVICES: TARGETED CASE MANAGEMENT SERVICES.

Subdivision 1. Targeted case management services, Medical assistance covers case
management services for vulnerable adults and persons with developmental disabilities
not receiving home and community-based waiver services.

Subd. 2. Targeted case management; definitions. For purposes of subd1v1510ns 3to
10, the followmg terms have the meanings given them:

(1) “home care service recipients” means those individuals receiving the following
- services under section 256B.0627: skilled nursing visits, home health aide visits, private
duty nursing, personal care assistants, or th(.raples prov1ded through a’ home health
agency;

(2) “home care targeted case management” means the provision of targeted case
management services for the purpose of assisting home care service recipients to gain
access to needed services and supports so that they may remain in the community;

(3) “institutions” means hospitals, consistent with Code of Federal Regulations,
title 42, section 440.10; regional treatment center inpatient services, consistent with
scction 245.474; nursing [lacilities; and intermediate care facilities for persons with
mental retardation;

(4) “relocation targeted case management” means the provision of'targeted case
management services for the purpose of assisting recipients to gain access to needed
services and supports if they choose to move from an institution to the community.
Relocation targeted case management may be provided during the last 180 consecutive
days of an eligible recipient’s institutional stay; and o

(5) “targeted case management” means case management services provided to
help recipients gain access to needed medical. social, educational, and other services
and supports.

Subd. 3. Eligibility. The following persons are eligible for relocation targeted case
management or home care-targeted case management:

(1) medical assistance eligible persons residing in institutions who choose to move
into the community are eligible for relocation targeted case management services; and

(2) medical assistance eligible persons receiving home care services, who are not
eligible for any other medical assistance reimbursable case management service, are
eligible for home care-targeted case management services beginning January 1, 2003.

Subd. 4. Relocation targeted case management provider qualifications. The follow-
ing qualifications and certification -standards must be met by providers of relocation
targeted case management:

(a) The commissioner must certify each provider of relocation targeted case
management before enrollment. The certification process. shall examine the provider’s
ability to meet the rcquirements in this subdivision and other federal and state
requircments of this service. A certified relocation targeted case management provider
may subcontract with another provider to deliver relocation targeted case management,
services. Subcontracted providers must demonstrate the ability to provide the services
outlined in subdivision 6.

(b) A relocation targeted case management provider is an cnrolled medical
assistance prov1der who is determmed by the commissioner to have all of the following
characteristics: S

(1) the legal authority to provide public welfare under sections 393.01, subd1v151on
7; and 393.07: or a tederally recognized Indian tribe;
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(2) the demonstrated capacity and experience to provide the components of case
management to coordinate and link community resources needed by the eligible
population;

(3) the administrative capacity and expcrience to serve the target population for
whom it will provide services and ensure quality of services undLr state and federal
requirements;

(4) the legal authority to provide complete investigative and protective services
under section 626.556, subdivision 10; and child welfare and foster care services under
section 393.07, subdivisions 1 and 2; or a federally recognized Indian tribe;

(5) a financial management system that provides accurate documentation of
services and costs under state and federal requirements; and

(6) the capacity to document and mamtam individual case records under state and
federal requircments.

A provider of targeted case management under subdivision 20 may be deemed a
certified provider of relocation targeted case management.

Subd. 5. Home care targeted case management provider qualifications. The
following qualifications and certification standards must be met by providers of home
care targeted case management. :

(a) The commissioncr must certify each provider of home care targeted case
management before enrollment. The certification process shall examine the provider’s
ability to meet the requirements in this subdivision and other state and federal
requirements of this service.

(b) A home care targeted case management provider is an enrolled medical
assistance provider who has a minimum of a bachelor’s degree or a license in a health
or human services field, and is determined by the commissioner to have all of the
following characteristics: :

-(1) the demonstrated capacity and expericnce to provide the components of case
management to coordinate and link community resources needed by the eligible
population;

(2) the administrative capacity and experience to serve the target population for
whom it will provide services and ensure quality of services under state and federal
requirements;

(3) a financia] management system that provides accurate documentation of
services and costs undcr state and federal requirements; ‘

(4) the capacity to document and maintain individual case records under state and
federal requirements; and

(5) the capacity to coordinate with county administrative functions.

Subd. 6. Eligible services. Services eligible for medical assistance reimbursement as
targeted case management include:

(1) assessment of the recipient’s need for targeted case management services;

(2) development, completion, and regular review of a written individual service

plan, which is based upon the assessment of the recipient’s needs and choices, and
which will ensure access to medical, social, educational, and other related services and
supports; .
(3) routine contact or communication with the recipient, remplcm 8 f"trmly, primary
caregiver, legal representative, substitute care provider, service providers, or other
relevant persons identified as necessary to the development or 1mplcmcntat10n of the
goals of the individual service plan;

(4) coordinating referrals for, and the provision of, case management services for
the recipient with appropriate service providers, consistent with section 1902(a)(23) of
the Social Security Act;

(5) coordinating and monitoring the overall service delivery to cosure quality of
services, appropriateness, and continued need;
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(6) completing and maintaining necessary documentation that supports and verifies
the activities in this subdivision;

(7) traveling to conduct a visit with the recipient or other relevant pefson
necessary to develop or implement the goals of the individual service plan; and

(8) coordmdtmg with the institution discharge planner in the 180-day peuod
before the recipient’s discharge.

Subd. 7. Time lines. The following time lines must be met for..assigning a case
manager: )

(1) for relocation tdrgetcd case management, an eligible recipient must be assigned.
a case manager who visits the person w1th1n 20 workmg days of requesting a case
manager from their county of financial responsibility as determined under chapter
256G. If a county agency does not provide case management services as required, the
recipient may, after written notice to the county agency, obtain targeted relocation case
management services from a home care targeted case management provider, as defined
in subdivision 5; and

(2) for home care targeted case management, an eligible rccipient must be
assigned a case manager within 20 working days of requesting a case manager from a
home care targeted case management provider, as defined in subdivision 5.

Subd. 8. Evaluation. The commissioner shall evaluate the delivéry of targeted case
management, including, but not limited to, access to casec management services,
consumer satisfaction with casc management services, and quality of case management
services. ,

Subd. 9. Contact documentation, The case manager must document each face-to-
face and telephone contact with-the recipicnt and others mvolved in the recipient’s
individual service plan.

Subd. 10. Payment rates. The commissioner shall set payment rates for targeted
case management under this subdlvmon Casc managers may bill according to the
following criteria:

(1) for relocation targeted case management, case managers may bill for direct
case management activities, including face-to-face and teluphone contacts, in the 180
days precedmﬂ an cligible recipient’s dlscharﬂc from an institution;

(2) for home care targeted case management, case managers may bill for d1rect

case management activities, including face-to-face and telephone contacts; and

(3) billings for Lametcd case management services under this subdivision shall not
duplicatc payments made under other program authorities for tht, same purpose.

History: ISp2001 ¢ 9 art 2 s 39; art 3 5 20-28

NOTE: Subdivision 5. as added by Laws 2001. First Special Session chapter 9, drm,k 3. section 23, is etfective January 1.
2003, Laws 2001, First Special Session chapter 9, article 3, section 77. .

256B.0623 COVERED SERVICE: ADULT REHABILITATIVE MENTAL HEALTH
SERVICES. '

Subdivision 1. Scope. Medical assistance covers adult rehabilitative mental health
services as defined in subdivision 2, subject to federal approval, if provided to recipients
as defined in subdivision 3 and provided by a qualificd provider entity meeting the
standards in this section and by a qualified individual provider working within the.
provider’s scope of practice and identified in the recipient’s individual treatment plan
as defined in section 245.462, subdmsxon 14, and if determined to be ‘medically
necessary according to section 62Q.53."

"Subd. 2. Definitions.” For purposes of this section, the followmg terms have the
mecanings given them.

(a) “Adult rehabilitative mental hedlth services” means mental health services
which are rehabilitative and cnable the recipient to develop and enhance psychiatric
stability, social competencies, personal and emotional adjustment, and independent
living and community skills, when these abilities are impaircd by the symptoms of
mental illness. Adult rehabilitative mental health services are also appropriate when
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provided to enable.a recipient to retain stability and functioning, if the recipient would
be at risk of significant functional decompensation or more restrictive service settings
without these services.

(1) Adult rehabilitative mental health services instruct, assist, and support the
recipient in areas such as: interpersonal communication skills, community resource
utilization and intcgration skills, crisis assistance, relapse prevcntion skills, health carc
directives, budgeting and shopping skills, healthy lifestyle skills and practices, cooking
and nutrition skills, transportation skills, medication education and monitoring, mental
illness symptom management skills, household management skills, employment-related
skills, and transition to community living services.

-(2) Thesc services shall be provided to the recipient on a one-to-one basis in the
recipient’s home or another community setting or in' groups.

. (b) “Medication education services” means services provided individually or in
groups which focus on educating the recipient about mental illness and symptoms; the
role and effects of medications in treating symptoms of mental illness; and the side
effects of medications. Medication education is coordinated with medlcauon manage-
ment services and does not duplicate it. Medication education services are provided by
physicians, pharmacists, or registered nurses.

(c) “Transition to community living services” means services which maintain
continuity of contact between the rehabilitation services provider and the recipient and
which facilitate discharge from a hospital, residential treatment program under Minne-
sota Rules, chapter 9305 board and lodging facility, or nursing home. Transition to
community living scrvices are not intended to prov1de other areas of adult 1ehab111tat1ve
mental health services.

Subd. 3. Eligibility. An eligible recipient is an individual who:
(1) is age 18 or older;

" (2) is diagnosed with a medical condition, such as mental illness or traumatic brain
injury, for which adult rchabilitative mental health services are needed;

(3) has substantial disability and functional impairment in three or more of the
areas listed in section 245.462, subdivision 1la, so that self-sufficiency is markedly
reduced; and :

(4) has had a recent diagnostic assessment by a qualified professional that
documents adult rehabilitative mental health services are medically necessary to
address identified disability and functional impairments and individual recipient goals.

Subd. 4. Provider entity standards. (a) The providér entity must be:

(1) a county operated entity certified by the state; or

(2) a noncounty entity certified by the entity’s host county.

(b) The certification process is a determination -as to whether the entity meets the

standards_in this subdivision. The certification must specify which adult rehabilitative
mental health services the entity is qualified to provide.

(c) If an entity seeks to provide services outside its host county, it must obtain
additional certification from -each county in which it will provide services. The
additional certification must be based on the adequacy of the entity’s knowledge of that
county’s local health and human service system, and the ability of the entity to
coordinate its services with the other services available in that county..

(d) Recertification must occur at least evely two years.

(e) The commissioner may intervene at any time and decertlfy prov1dus with
cause. The decertification is subject to appeal to the state. A county board may
recommend that the state decertify a provider for cause.

(f) The adult rehabilitative mental health semces provider entity must meet the
following standards:

(1) have capacity to recmlt hire, manage, and train mental, health professmnals
mental héalth practitioners, and mental health rehabilitation workers;

(2) have adequate administrative ability to ensure ava1labll1ty of services;
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(3) ensure adequate preservice and inservice training for staff;

{(4) ensure that mental health professionals, mental health practitioners, and
mental health rehabilitation workers are skilled in the delivery of the specific adult
rehabilitative mental health services provided to the individual eligible recipient;

(5) ensure that staff is capable of implementing culturally specific services that are
culturally competent and appropriate as determined by the recipient’s culture, beliefs,
values, and language as idéntified in the individual treatment plan;

(6) ensure enough flexibility in service delivery to respond to the changing and
intermittent care needs of a recipient as identified by the recipient and the individual
treatment plan;

(7) ensure that the mental health professxonal or mental health practltloner who is
under the clinical supervision of a mental health professional, involved in a recipient’s
services participates in the development of the md1v1dua1 treatment plan;

(8) assist the recipient in arranging needed crisis asscssment, 1ntervent10n, and
stabilization services; _

(9) ensure that services are coordinated with other recipient mental health services
providers and the county mental health authority and the federally recognized Ameri-
can Indian authority and necessary others after obtaining the consent of the recipient.
Services must also be coordinated with the recipient’s case manager or care coordinator
if the recipient is receiving case management or care coordination services;

(10) develop and maintain recipient files, individual treatment plans, and contact
charting; '

(11) develop and maintain staff training and personnel files;

(12) submit information as required by the state;

(13) establish and maintain a quality assurance plan to evaluate the outcome of
services provided;

(14) keep all necessary records required by law;

(15) deliver services as required by section 245.461:

(16) comply with all applicable laws;

(17) be an enrolled Medicaid provider;

(18) maintain a quality assurance plan to detcrmine specific service outcomes and
the recipient’s satisfaction with services; and

( 19) develop and maintain written polxcles and procedures regdrdmg service
provision and administration of the provider entity.

" (g) The commissioner shall develop statewide procedures for provider certification,
including timelines for counties to certify qualified providers.

~ Subd. 5. Qualifications of provider staff. Adult rehabilitative -mental health
services must be provided by qualified individual provider staff of a certified provider
entity. Individual provider staff must be qualified under one of the following criteria:

(1) a mental health professional as defined in section 245.462, subdivision 18,
clauses (1) to (5);

(2) a mental health practitioner as defined in section 245.462, subdivision 17. The
mental health practitioner must work under the clinical supervision of a mental health
profesglonal or

(3) a mental health rehablhtatlon worker. A mental health rehabilitation worker
means a staff person working under the direction of a mental health practitioner or
mental health professional and under the clinical supervision of a mental health
professional in the implementation of rehabilitative mental health services as identified
in the recipient’s individual treatment plan who:

(i) is at least 21 years of age;

(ii) has a high school diploma or equivalent; :

(iii) has successfully completed 30 hours of training during the past two years in all
of the following areas: recipient rights, recipient-centered individual treatment plan-
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ning, behavioral terminology, mental illness, co-occurring mental illncss and substance
abuse, psychotropic medications and side effects, functional assessment, local communi-
ty resources, adult vulnerability, recipient confidentiality; and

(iv) meets the qualifications in subitem (A) or (B):

(A) has an associate of arts degree in one of the behavioral sciences or human
services, or is a registered nurse without a bachelor’s degrce, or who within the
previous ten years has

(1) three years of personal life experience with serious and persistent mental
illness; '

(2) three ycars of life expericnce as a primary caregiver to an adult with a serious
mental illness or traumatic brain injury; or

(3) 4,000 hours of supervised paid work experience in the delivery of mental health
services Lo adults with a serious mental illness or traumatic brain injury; or

(B)(1) is fluent in the non-English language or competent in the culture .of the
cthnic group to which at least 50 percent of the mental health rehabilitation worker’s
clients belong; : _

(2) receives during the first 2,000 hours of work, monthly documented individual
clinical supervision by a mental health professional;

(3) has 18 hours of documented field supervision by a mental health protcssmnal
or practitioner during the first 160 hours of contact work with recipients, and at least
six hours of field supervision quarterly during the following year;

(4) has review and cosignature of charting of recipient contacts durmﬂ field
supervision by a mental health professional or practitioner; and

(5) has 40 hours of additional continuing cducation on mental health topics during
the first year of cmployment. :

Subd. 6. Required training and supervision. (a) Mental hcalth rehabilitation
workers must receive ongoing continuing education training of at least 30 hours every
two years in arcas of mental illness and mental health services and other areas specific
to the population being served. Mental health rehabilitation workers must also be
subject to the ongoing direction and clinical supervision standards in paragraphs (c)
and (d).

(b) Mental health practitioners must receive ongoing continuing cducation training
as required by their professional license; or if the practitioner is not licensed, the
practitioner must receive ongoing continuing education training of at least 30 hours
every two years in areas. of mental illness and mental health services. Mental health
practitioners must meet the ongoing clinical supervision standards in paragraph (c).

{c) A mental health professional providing clinical supervision of staff delivering
adult rehabilitative mental health services must provide the following guidance:

(1) review the information in the recipient’s file;

(2) review and approve initial and updates of individual tleatment plans;

(3) meet with mental health rehabilitation workers and practitioners, individually
or in small groups, at least monthly to discuss treatment topics of interest to the
workers and practitioners;

(4) meet with mental health rehabilitation workers and practitioners, individually
or in small groups, at least monthly to discuss treatment plans of recipicnts, and
approve by signature and document in the recipient’s file any resulting plan updates;

(5) meet at least twice a month with the directing mental health practitioner, if
there is one, to review néeds of the adult rehabilitative mental health services program,
review staff on-site observations and evaluate mental health rehabilitation workers,
plan staff training, rcview program evaluation and development, and consult with the
directing practitioner;

(6) be available for urgent consultation as the individual ru,lplent needs or Lhe
situation necessitates; and :
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(7) provide clinical supervision by full- -or part-time mental health professionals
employed by or under contract with the provider ermty e

(d) An adult rchabilitative mental health services provider entity must have a
treatment director who is a mental health practitioner or mental health profussmml
The treatment director must ensure the following:

(1) while delivering direct services to rccipients, a newly hired mental health
rehabilitation worker must be directly observed delivering services to recipients by the
mental health practitioner or mental health professional for at least six hours per 40
hours worked durmo the first 160 hours that the mental health rehabllltatlon worker
works;

(2) the mental health rehabilitation worker must receive ongoing on-site direct
service observation by a mental health professional of mental health practitioner for at
least six hours for every six months of employment;’

(3) progress notcs are reviewed from on-site service obsewatlon prc,pared by the
mental health rehabilitation worker and mental health practitioner for accuracy and
consistency with actual recipient contact and the individual treatment plan and goals;

(4) immediate availability by phone or in person for consultation by a mental
health professional or a mental health practitioner to Lhe mental health rehabilitation
services worker during service provision;

(5) oversee the identification of changes in individual rcecipient treatment strate-
gies, revise the plan, and communicate treatment instructions and methodologies as
appropriate to ensure that treatment is implemented correctly;

(6) model scrvice practices which: respect the recipient, 1nclude the recipient in
planning and implementation of the individual trcatment plan, recognize the recipicnt’s
strengths, collaborate and coordinate with other involved parties and providers;

(7) ensure that mental health practitioners and mental health rehabilitation
workers are able to (,ff(,ctlvcly (.()mmurucatg w1th thc rcmpmnts significant others, and
prov1durs and

(8) oversee the record of the results of on-sitc observation and charting evaluation
and corrective actions taken to modily the work of th(. mental heallh practmoners and
mental health rehabilitation workers.

(¢) A mental health practitioner who is providing treatment direction for a
provider entity must receive supervision at least monthly from a. menta] health
professional to:

(1) identify and plan for general needs of the recipicnt population scrved;

(2) identify and plan to address provider cntity program needs and effectiveness;

(3) identify and plan provider entity staff training and personnel needs and issues;
and ' : : - B
(4) plan, implement, and cvaluate provider entity quality improvement programs.
Subd. 7. Personnel file. The adult rehabilitative mental health services provider
enlity must maintain a pcrsonnel file on each staff. Each file must contain:

(1) an annual pcrf()rmance review;

(2) a summary of on-site service observal1ons and charting rev1<,w

(3) a criminal background check of all direct service staff; '

(4) evidence of academic degree and’ quallflcauons '

(5) a copy of professmndl hcense

(6) any job performance recognition and. d1501p11nary actions;

(7) any individual staff written input into. own-personnel file; -

(8) all clinical supervision provided; and *

(9) documentation of compliance with continuing education requirements.

Subd. 8. Diagnostic-assessment. Providers of adult rehabilitative mental health
services must complete a diagnostic assessment as defined in section 245.462, subdivi-
sion 9, within five days after the recipient’s second visit or within 30 days after intake,
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whichever occurs first. In cascs where a diagnostic assessment is available that reflects
the recipient’s current status, and has been .completed within 180 days preceding
admission, an update .must be completed An update shall include a written summary
by a mental health professmnal of the recipient’s current mental health status and
service needs. If the recipient’s mental health status has changed 51gn1flcantly since the
adult’s most recent diagnostic assessment, a new diagnostic assessment is required.

Subd. 9. Functional assessment. PI‘()VldCI'S of adult rehdbllltdtlve mental health
services must complete a written functional assessment as defined in section 2435.462,
subdivision- 11a, for each recipient. The functional assessment must be completed.
within 30 days'of intake, and reviewed and updated at least every six months after it is
developed, unless there is a significant change in the functioning of the recipient. If
there is a significant change in functioning, the assessment must be updated. A single
functional assessment can meet case management and adult rehabilitative mental
health scrvices requirements if agreed to by the recipient. Unless the recipient refuses,
the recipient must have s1omflcdnt participation in the development of the functional
assessment.

Subd. 10. Individual treatment plan. All providers of adult rehabilitative mental
health services must develop and implement an individual treatment plan for each
recipient. The provisions in clauses (1) and (2) apply: :

(1) Individual treatment plan means a plan of intervention, treatment, and services
for an individual recipient written by a mental health pr ofessmnal or by a mental health
practitioner under the clinical supervision of a mental health professional. The individ-
ual treatment plan must be based on diagrostic and functional assessments. To the
extent possible; the development. and implementation of a treatment. plan must be a
collaborative process involving the.recipient, and with-the permission of the recipient,
the recipicnt’s family and-others in the recipient’s support system. Providers of adult
rehabilitative mental health services must develop the individual. treatment plan within
30 calendar days of .intake. The treatment pldn must be updated at least every six
months thereafter, or more often when there is significant change in the recipient’s
situation or fun(,tlonmg, or in services or service methods o be used or at the request’
of the recipient or the recipient’s legal guardian.

(2) The individual treatment plan must include:

(i) a list of problems identified in the assessment;

(i1) the recipient’s strenﬂths and resources;

(iii) concrete, measurable goals to be achleved mcludmg time fmmes for.achieve-
ment;

(iv) specific ochctlves directed toward the achlevemeut of each one of the goals;

(v) documentation of - participants in the treatment planning. The recipient, if
possible, must be a participant. The recipient or the recipient’s legal guardian must sign
the treatment plan, or documentation must be provided why this was not possible. A
copy of the ‘plan must be given fo the recipient or legal guardian. Referral to formal
services must be arranged, including spe01f1e providers where applicable;

(vi) cultural considerations, resources, and needs of the recipient must be included,;

(vii) planned frequency and type of services must be mltlated and

(viii) clear progress notes on outcome of goals

(3) The individual community support plan defined in section 243 462 subdivision
12, may serve as the individual treatment plan if there is involvement of a mental
health case manager, and with the approval of the recipient. The individual commumty
support plan must include the criteria in clause (2). .

Subd. 11. Recipient file, Providers of adult rehabilitative mental health services
must maintain a file for each recipient-that contains the following information:

(1) diagnostic assessment or verification of its location that is current and that was
reviewed by a mental health professmnal who is employed. by or under contract with
the provider entity; ..

(2) functional assessments;
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(3) individual treatment plans signed by the recipicnt and’ the mental health
professional, or if the recipient refused to sign the plan, the date and reason stated by
the recipient as to why the 1e(.1p1ent would not sign the plan;

(4) remplent hlstory,

(5) signed release forms;

(6) recipient health information- dnd current med1cat10ns
- (7) emergency contacts for the recipient; - '

(8) case records which document the date of service, the place of service delivery,
signature of the person providing the service, nature, extent and units of service, and
place of service delivery; .

(9) contacts, direct or by telephone with recipient’s famlly or others other
providers, or other resources for service coordination;

(10) summary of recipient case reviews by staff; and

(11) written mformatlon by the ICCIplent that the recipient requests be mcluded in
the file: :

Subd. 12. Addltlonal requirements. (a) Providers of adult rehabilitative mental
health services must comply with the requirements relatmg to referrals for case
management in section 245.467, subdivision 4.

(b) Adult rehabilitative mental health services are provided for most recipients in
the recipient’s home -and .community. Servicés may also be provided -at the home of a
relative or significant other, job site, .psychosocial clubhouse, drop-in center, social
setting, classroom, or other .places :in- the community. - Except for “transition to
community services,” the place of service does not include a regional treatment center,
nursing home, residential treatment facility licensed under Minnesota Rules, parts
9520.0500 to 9520.0670 (Rule 36), or an. acute care hospital. :

(c) Adult rehabilitative mental health services may be provided in group settings if
appropriate to each participating recipient’s needs and treatment plan. A group is
defined as two to ten clients, at least one of whom is a recipient, who is concurrently
receiving a service which is identified in this section. The service and group must be
specificd in the recipient’s treatment-plan.; No more than two qualified staff may bill
Medicaid for services provided to the same group of recipients. If two adult rehabilita-
tive mental health workers bill for re01p1ents in the same croup session, they must each
bill for different recipients.

.Subd. 13.-Excluded services. The: followmg services are excluded from reimburse-
ment as adult rehabilitative mental health services:

(1) recipient transportation services;

(2) a service provided and billed by & provider who is not enrolled to p10v1de adult
rehabilitative mental health service;

(3) adult rehabilitative mental health services performed by volunteers;

(4) provider performance of household tasks, chores, or related activities, such as
laundering clothes, moving the recipient’s household, housekecping, and _grocery
shopping for the recipient;

(5) direct billing of time spent “on call” when not dehvermg services o recipients;

(6) activities which are primarily social or.recreational in nature, rather,than
rehabilitative, for the individual recipient, as determined by the individual’s needs and
treatment pldn

(7) job-specific skllls semces such as on- the- -job lemmg,

(8) provider service time included in case management rumbursement
(9) outreach services to potential recipicnts;

(10) a mental health service that is not medically necessary; and

- (11) any services provided by-a hospital, board and lodging, or rLSldenual facmty
to an individual who'is a patient in or resident of that facility.
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Subd. 14. Billing when services are provided by qualified state staff. When
rehabilitative services are provided by qualified state staff-who are assigned to pilot
projects under section 245.4661, the county or other local entity to which the qualified
state staff are assigned may consider these stafl part of the local provider entity for
which certification is sought under this section and may bill the medical assistance
program for qualifying services provided by the qualified state statf. Notwithstanding
section 256.025, subdivision 2, payments for services provided by state staff who are
assigned to adult mental health initiatives shall only be madc from federal funds.

- History: 18p2001 ¢ 9 art 9 s 39

256B.0624 COVERED SERVICE: ADULT MENTAL HEALTH CRISIS RESPONSE
SERVICES. ’

Subdivision 1. ScOpe Medical assistance covers adult mental health crisis response
services as defined in subdivision 2, paragraphs (c) to (), subject to federal approval, if
provided to a recipient as defined in subdivision 3 and provided by a qualificd provider
entity as defined in this section and by a qualified individual provider working within
the provider's scope of practice and as defined in this subdivision and identified in the
recipient’s individual crisis treatment plan as defined in subdivision 11 and if deter-
mined to be medically necessary.

Subd. 2. Definitions. For purposes of this section, the following terms have the
meanings given them.

(a) “Mental health crisis” is an adult behavioral, cmotional, or psychiatric situation
which, but for the provision of crisis response services, would likely result in significant-
ly reduced levels of functioning in primary activities of daily living, or.in an emergency
situation, or in the placement of the recipicnt in a more restrictive setting, including,
but not limited to, inpatient hospitalization.

(b) “Mental health emergency” is an adult behavioral, emotional, or psychiatric
situation which causes an immediate need for mental health services and is consistent
with section 62Q.55. -

A mental health crisis or emergency is dcteimined for mc,dical assistance- service
reimbursement by a physician, a mental health professional, or crisis mental hLditi
practitioner with input from the recipient whenever possible.

(c) “Mental health crisis assessment” 'means an immediate face-to-face assessment
by a physician, a mental health professional, or mental health practitioner under the
clinical supervision of a mental health professional, following a screening that suggests
that the adult may be experiencing a mental health crisis or mental health emergency

" situation.

(d) “Mental health mobile crisis intervention services” means face-to-face, short-
term intensive mental health services initiated during a mental health crisis or mental
health emergency to help the recipient cope with immediate stressors, identily and
utilize available resources and strengths, and begin to return to the recipient’s baseline
level of functioning.

(1) This service is provided on-site by a mobile crisis intervention tcam outside of
an inpatient hospital setting. Mental health mobile crisis intervention services must be
available 24 hours a day, seven days a week.

(2) The initial screening must consider other available services to determine which
service intervention would best address the recipient’s needs and circumstances.

(3) The mobile crisis intervention team must be available to meet promptly face-
to-face with a person in mental health crisis or emergency in a community setting.

(4) The intervention must consist of a mental health crisis assessment and a crisis
trecatment plan. :

(5) The treatment plan must include iecommc,ndations for any needed crisis
stabilization services for the recipient.

() “Mental health crisis stabilization services” means individualized mental health
services provided to a recipient following crisis intervention services which are designed
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to restore the recipient to the recipient’s prior [unctional level. Mental health crisis
stabilization scrvices may be prov1d(,d in the recipient’s home, the home of a family
member or friend of the recipient, another community setling, or.a short-term
supervised, licensed residential program. Mental health crisis stabilization does not
include partial hospitalization or day treatment.

_ Subd. 3. Eligibility. An eligiblc recipient is an individual who:

(1) is age 18 or older;

(2) Is screened as possibly experiencing a mental health crisis or emergency where
a mental health crisis assessment is needed; and

(3) is assessed as -experiencing a-mental health crisis or emergency and mental
health crisis intervention’ or crisis intervention and stabilization serv1cc,s are determined
to be medically necessary. - :

Subd. 4. Provider entity standards. (a) A provider entity is an (,ntlty thdt meets the
standards listed in pdragraph (b) and:

(1) is a county board operated entity; or

(2) is a provider entity that is under contract with the county board in the county
where the potential crisis or cmergency is occurring. To provide services under this
section, the provider entity must directly provide the services; or if services are
subcontracted, the provider entity must maintain responsibility for services and billing.

(b) The adult mental health crisis response services provider entity must mect the
following standards:

(1) has the capacity to recr uit, hlr(, and manage and train mental health
professionals, practitioners, and rehabllltdtmn workers;

(2) has adequate administrative ability to cnsure availability of services;

(3) is able to ensure adequatce preservice and in-scrvice training;

(4) is able to ensure that staff providing these services are skilled in the delivery of
mental health crisis response services to recipients; )

(5) is able to ensure that staff are capable of implementing culturally specific
treatment identificd in the individual treatment plan that is meaningtful and appropriate
as determincd by the recipient’s culture, beliefs, values, and language;

(6) is able to.cnsure enough tlexibility io respond to the changing intervention and
care needs of a recipient as identified by the rec1p1ent during Lhe service pdrtnershlp
between the recipient and providers;

(7) is able to ensure that mental health professionals and mental health practition-
ers have the communication tools and procedures to communicate and consult
promptly about crisis assessment and interventions as services occur;

(8) is able to coordinate these services w1th county emergency services and antdl
health crisis services;

(9) is able to cnsure that mental health crisis assessment and mobile CrlSlS
intervention services are available 24 hours a day, seven days a weck;

(10) is able to ensure that services are. coordinated with other mental health
service providers, county mental health authorities, or federally recognized American
Indian authoritics and others as necessary, with the consent of the adult. Services must
also be coordinated with the recipient’s case manager if the adult is recciving case

management services:

(11) is able to ensure that crisis 1nt(,rvcnt10n services are provided in a manner
consistent with sections 245.461 to 245.486;

'(12) is able to submit information as required by the state;

'(13) maintains staff training and personnel files;

(14) is able to establish and maintain a quality assurance and evaluation plan to
evaluate the outcomes of scrvices and recipient satisfaction;

(15) is able to keep records as required by applicable laws;

(16) is able to comply with all applicable laws and statutes;
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-(17) is an enrolled medical assistance provider; and

(18) develops and maintains written policies and procedures regarding service
provision and administration of the provider entity, including safety of staff and
recipients in high-risk situations.

Subd. 5. Mobile crisis intervention staff qualifications. For provision of adult
mental health mobile crisis intervention services, a mobile crisis intervention team is
comprised of at least two mental health professionals as defined in section 245.462,
subdivision 18, clauses (1) to (5), or a combination of at least one mental health
professional and one mental health practitioner as defined in section 245.462, subdivi-
sion 17, with the required mental health crisis training and under the clinical supervi-
sion of a. mental health professional on the team. The team must have at least two
people with at least one member providing on-site crisis intervention services when
needed. Team members must be experienced in mental health assessment, crisis
intervention techniques, and clinical decision-making under emergency conditions and
.have knowledge of local services and resources. The team must recommend and
coordinate the team’s services with appropriate local resources such as the county
social services agency, mental health services, and local law enforcement when neces-
sary. ' ' -

Subd. 6. Initial screening, crisis assessment, and mobile intervention treatment
planning. (a) Prior to initiating mobile crisis intervention services, a screening of the
potential crisis situation must be conducted. The screening may use the resources of
crisis assistance and emergency services as defined in sections 245. 462, subdivision 6,
and 245.469, subdivisions 1 and 2. The screening must gather information, determine
whether a crisis 51tuatlon exists, identify parties involved, and determine an appropriate
response.

(b) If a crisis exists, a crisis asscssment must be completcd -A crisis assessment
evaluates any immediate needs for which emergency services are needed and, as time
permits, the recipient’s current life situation, sources of stress, mental health problems
and symptoms, strengths, cultural considerations, support network, vulnerabilities, and
current functioning.

(c) If the crisis asscssment determines mobile crisis intervention services are
needed, the intervention services must be provided promptly.. As opportunity presents
during the intervention, at least two members of the mobile crisis intervention team
must confer directly or by telephone about the assessment, treatment plan, and actions
taken and needed. At least one of the team members must be on site providing crisis
intervention services. If providing on-site crisis intervention services, a mental health
practitioner must seek clinical supervision as required in subdivision 9.

(d) The mobile crisis intervention team must develop an initial, brief crisis
treatment plan as soon as appropriate but no later than 24 hours after the initial face-
to-face intervention. The plan must address the needs and problems noted in the crisis
assessment and’ include measurable short-term goals, cultural considerations, and
frequency and type of services to be provided to achieve the goals and reduce or
eliminate the crisis. The treatment plan must be updated as needed to reflect current
goals and services.

(e) The team must document which short-term goals have been met and when no
further crisis intervention services are required.

(f) If the recipient’s crisis is stabilized, but the recipient necds a referral to other
services, the team must provide referrals to these services. If the recipient has a case
manager, planning for other services must be coordinated with the case manager.

Subd. 7. Crisis stabilization services. (a) Crisis stabilization services must be
:provided by qualified staff of a crisis stabilization services provider cntity and must
meet the following standards:

(1) a crisis stabilization trecatment plan must be developed which meets the criteria
in subdivision 11;

(2) staff must be qualified as defined in subdivision 8; and
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(3) services must be delivered according to the treatment plan and include face-to-
face contact with the recipient by qualified staff for further assessment, help with
referrals, updating of the crisis stabilization treatment plan, supportive ‘counseling, skills

- training, and collaboratiod with other service providers in the community.

(b) If crisis stabilization services are provided in a supervised, licensed residential-
setting, -the recipient must be contacted face-to-face daily by a qualified mental health
practitioner. -or mental' health professional. The program must have 24-hour-a-day
residential staffing which may include staff who do not meet the qualifications in
subdivision 8. The residential staff must have 24-hour-a-day immediate dircct or
telephone access to a qualificd mental health professional or practitioner.

(c) If crisis stabilization services are provided in a supervised, licensed residential
setting that serves no more than four adult residents, and no- more than two are
recipients of crisis stabilization services, the residential staff must.include, for at least
eight hours per day, at least one individual who meets the qualifications in subdivision

(d) If crisis stabilization services are provided in a supervised, liccnsed residential
sctting. that serves more, than four adult residents, and. one or more are recipients of
crisis stabilization services, the residential staff must include, for 24 hours a day, at least
one individual who meets the qualifications in subdivision 8. During the first 48 hours
that a recipient is in the residential program, the residential program must have at least
two staff working 24 hours a day. Staffing levels may be adjusted thereafter according
to the nceds of the recipient as specified in the crisis stabilization treatment plan.

Subd. 8. Adult crisis stabilization staff qualifications. (a) Adult mental health
crisis stabilization services must be provided by qualified individual staff of a qualified
provider entity. Individual provider staff must have the following qualifications: '

(1) be a mental health professional as defined in section 245.462, subdivision 18,
clauses (1) to (5);
(2) be a mental health practitioner as dufmed in sectlon 245. 462 subd1v151on 17.

The mental health practitioner must work under the chmcdl supcrvmon of a mental
health professional; or

(3) be a mental health rehabilitation worker who rneets the crlterla in sectlon
256B.0623, subdivision 5, clause (3); works under the direction of a mental health
practitioner as defined in section 245.462, subdivision 17, or under dircction of a
mental health professmnal and works under the chmcal supervision of a mental health
professional.

(b) Mental health praclltloners and mental health rehabilitation workers must have
c.omplc,ted at least 30 hours of training in crisis intervention and stabilization during the
past two years.

Subd. 9. Supervmon Mental health pracutloners may prov1dt, crisis assessmcnt
and mobile crisis intervention services if the followmg chmcal supervision requlrcments
are met:

(1) the mental health pr ovider Lnllty must accept full responsibility for the services
provided;

(2) the mental health professmnal of the provider entity, who is an employee or
under contract with the prov1der entity, must be immediatcly available by phone or in
person for clinical supervision;

(3) the mental health professional is consulted, in person or by phone during the
first three hours when a mental health practitioner provides on-site service:

(4) the mental health professional must:

(i) review and approve.of the tentative crisis assessmcnt ‘and crisis treatment plan;
(i) document the consultation; and

(iii) sign the crisis asscssment and treatment plan within the next business ddy,
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(5) if the mobile crisis intervention services continue into a second calendar day, a
mental health professional must contact the recipient face-to-face on the second day to
provide services and update the crisis treatment plan; and

(6) the on-site observation must be documented in the recipicnt’s record and-
-signed by the mental health professional.

Subd. 10. Recipient file. Providers of mobile crisis intervention or crisis stabiliza-
tion services must maintain a file for each, recipient containing the followmg informa-
tion:

(1) individual crisis treatment plans signed by the recipient, mental health profes-
sional, and mental health practitioner who developed the crisis treatment plan, or if the
recipient refused to sign the plan, the date and reason stated by the recipient as to why
the recipient would not sign the plan; .

(2) signed release forms;

(3) recipicnt health information and current medications;

(4) emcrgency contacts for the recipient;

" (5) case records which document the date of ‘'service, place of service delivery,
signature of the person providing the service, and the nature, extent, and units of
service. Direct or telephone contact with the recipient’s family or others should be
documented;

(6) 1equ1rul clinical supervision by mental hcalth professionals;
(7) summary of the recipient’s case reviews by staff; and
(8) any written information by the recipient that the recipient wants in the file.
Documentation in'the file must comply with all requirements of the commissioner.
Subd. 11. Treatment plan. The individual crisis stabilization treatment plan must
include, at a minimum:
(1) a list of problems identified in the asscssment;
(2) a list of the recipient’s strengths and resources;

(3) concrete, measurable short- term goals and tasks to be achieved, mcludmr7 time

frames for achxevement_
' (4) specific objectives directed toward the achievement of each one of the goals;

(5) documentation of the participants involved in the service planning. The
recipient, if possible, must be a participant. The recipient or the recipient’s legal
guardian must sign the service plan or documentation must be provided why this was
not possible. A copy of the plan must be given to the recipient and the recipient’s legal
guardian. The plan should include services arranged, including specific providers wherc
appllcable

(6) planned frequency and type of services initiated,;

(7) a crisis response action plan if a crisis should occur;

(8) clear progress notes on outcome of goals;

(9) a written plan must be completcd within 24 hours of beginning services with
the recipient; and

(10) a treatment plan must be developed by a mental health professional or mental
health practitioner under the clinical supcmslon of a mental health professional. The
mental health professional must approve and sign all treatment plans.

Subd. 12. Excluded services. The following services are e\cluded from re1mbu1 se-
ment under this section:

(1) room and board services;
(2) services delivered to a recipient while admitted to an 1npat1Lnt hOSpltdl

(3) recipient transportation costs may be covered under other medical assistance
provisions, but transportation services are not an adult mental health crisis response
service;
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(4) services provided and billed by a provider who is not cnrolled under medical
assistance 1o provide adult mental health crisis response serviccs;

(5) services performed by volunteers;
(6) direct billing of time spent “on call” when not dellvermo services to a recipient;

(7) provider scrvice time included in case management reimbursement. When a
provider is eligible to provide more than one type of medical assistance service, the
recipient must have a choice of provider for each service, unless otherwise provided for
by law;

(8) outreach services to potential recipients; and

(9) a mental health scrvice that is not medically necessary.

History: 15p2001 ¢ 9 art 95 40 o

256B.0625 COVERED SERVICES.
[For text of subds 1 10 3a, see M.S.2000]

Subd. 3b. Telemedicine consultations. Medical assistance covers telemedicine
consultations. Telemedicine consultations must be made via two-way, interactive video
or store-and-forward technology. Storc-and-forward technology includes telemedicine
consultations that do not oceur in real lime via synchronous transmissions, and that do
not require a face-to-face encounter with the patient for all or-any part of any such
telemedicine consultation. The patient record must include a written opinion from the
consulting physician providing the telemedicine consultation.” A communication be-
tween two physicians that consists solely of a telephone conversation is not a telemedi-
cine consultation. Coverage is limited to three telemedicine consultations per recipient
per calendar week. Tulcmedlcme consultations shall be.paid at the [ull allowable rate.

[For text of subds 410 5, see MS 2000}

Subd. 5a. Intensive early intervention behavior therapy services for children with
autism spectrum disorders. (a) Coverage. Medical assistance covers home-based
intensive early intervention behavior therapy for children with autism spectrum disor-
ders. Children with autism spectrum disorder, and their custodial parcents or foster
parents, may access other covered services to treat autism spectrum disorder, and are
not required Lo receive intensive early intervention behavior therapy services under this
subdivision. Intensive early intervention behavior therapy does not include coverage for
services to treat developmental -disorders of language, carly onset psychosis, Rett’s
disorder, sclective mutism, social anxicty -disorder, stercotypic movement disorder,
dementia, obsessive compulsive disorder, schizoid personality disorder, avoidant per-
sonality disorder, or reactive attachment disorder. If a child with autism spectrum
disorder is diagnosed to have one or more of these- conditions, intensive early
intervention bchavun therapy mcludes coverage only for ser v1ces necessary to treat the
autism spectrum disorder. :

(b) Purpose of intensive early intervention behavior therapy services (IEIBTS).
The purpose of TEIBTS is to improve the child’s behavioral functioning, to prevent
development of challenging behaviors, to climinate autistic behaviors, to reduce the risk
of out-of-home placement, and to establish independcnt typical functioning in language
and social behavior. The procedures used to accompllsh these goals are ba%d upon
research in applied behavior analysis.

(c) Eligible children. A child is eligible to initiate 1EIBTS if, the child meets the
additional eligibility criteria in ‘paragraph (d)-and in a diagnostic assessment by a
mental health professional who is not under the employ of lhu scrvice provider, thc,
child:

(1) is found to have an autism spectrum disorder;

(2) has a current 1Q of cither untestable, or at least 30;

(3) if nonverbal, initiated behavior therapy by 42 months of age;

(4) if verbal, initiated behavior therapy by 48 months of age; or
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(5) if having an IQ of at least 50, initiated behavior therapy by 84 months of age.

To continue after six-month individualized treatment plan (ITP) reviews, at least one of
the child’s custodial parents or foster parents must participate in an average of at least
five hours of documented behavior therapy per week for six months, and consistently
implement behavior therapy recommendations 24 hours a day. To continue after six-
month individualized treatment plan (ITP) reviews, the child must show documented
progress toward mastery of six-month benchmark behavior objectives. The maximum
number of months during which services may be billed is 54, or up to the month of
August in the first year in which the child completes first grade whichever comes last.
If significant progress towards treatment goals has not been achieved after 24 months
of treatment, treatment must be dlscontmued

(d) Additional eligibility criteria. A child is cligible to initiate IEIBTS if:

(1) in medical and diagnostic assessments by medical and mental health profes-
sionals, it is determined that the child does not have severe or profound mental
retardation;

(2) an accurate assessment of the child’s hearing has been performed, including
audiometry if the brain stem auditory evokes response;

(3) a blood lead test has been performed prior to initiation of treatment; and

(4) an EEG or neurologic evaluation is done, prior to initiation of treatment, if the
child has a history of staring spell_s or developmental regression.

(e) Covered services. The focus of IEIBTS must be to treat the principal diagnostic
features of the autism spectrum disorder. All IEIBTS must be delivered by a team of
practitioners under the consistent supervision of a single clinical supervisor. A mental
health professional must develop the ITP for IEIBTS. The ITP must include six-month
benchmark behavior objectives. All behavior therapy must be based upon research in
applied behavior analysis, with an émphasis upon positive reinforcement of carefully
task-analyzed skills for optimum rates of progress. All behavior therapy must be
consistently applied and generalized throughout the 24-hour day and seven-day week by
all of the child’s regular care providers. When. placing the child in school activities, a
majority of the peers must have no mental health diagnosis, and the child must have
sufficient social skills to succeed with 80 percent of the school.activities. Reactive
consequences, such as redirection, correction, positive practice, or time-out, must be
used only when necessary to improve- the - child’s success when proactive procedures
alone have not been effective. IEIBTS must be delivered by a team of behavior therapy
practitioners who are employed under the direction of the same agency. The team may
deliver up to 200 billable hours per year of direct clinical supervisor services, up to 700
billable hours per year of senior behavior therapist services, and up to 1,800 billable
hours per year of direct behavior therapist services. A one-hour clinical review meeting
for the child, parents, and staff must be scheduled 50 wecks a year, at which behavior
therapy is reviewed and planned. At least one-quarter of the annual clinical supervisor
billable hours shall consist of on-site clinical meeting time. At least one-half of the
annual senior behavior therapist billable hours shall consist of direct scrvices to the
child or parents. All of the behavioral therapist billable hours shall consist of direct on-
site services to the child or parents. None of the senior behavior therapist billable hours
or behavior therapist billable hours shall consist of clinical meeting time. If there is any
regression of the autistic spectrum disorder after 12 months of therapy, a neurologic
consultation must be performed. .

(f) Provider qualifications. The provider agency must be capable of delivering
consistent applied behavior analysis (ABA) based behavior therapy in the home. The
site director of the agency must be a mental health professional and a board certified
behavior analyst certified by the behavior analyst certification board. Each clinical
supervisor must be a certified associate behavior analyst certified by the behavior
analyst certification board or have equivalent experience in applied behavior analysis.

(g) Supervision requirements. (1) Each behavior therapist practitioner must be
continuously supervised while in the home until the practitioner has mastered compe-
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tencies for independent practice. Each behavior therapist must have mastered three
credits of academic content and practice in an applied behavior analysis sequence at an
accredited university before providing more than 12 months of therapy. A college
degree or minimum hours of experience are not required. Each behavior therapist must
continue training through weekly direct observation by the senior behavior theraplst
through demonstrated performance in clinical meetings with the clinical superv1sor and
annual training in applied behavior analysis.

(2) Each senior behavior therapist practitioner must have mastered the senior
behavior therapy competencies, completed one year of practice as a béhavior therapist,
and six months of co-therapy training with another senior behavior therapist or have an
equivalent amount of experience in applied behavior analysis. Each senior behavior
therapist must have mastered 12 credits of academic content and practice in an applied
behavior analysis sequence at an accredited university before providing more than 12
months of senior behavior therapy. Each senior behavior therapist must continue
tralmng through demonstrated performance in clinical meetings with the clinical
supervisor, and annual training in applied behavior analysis.

(3) Each clinical supervisor practitioner must have mastered the clinical supervisor
and family consultation competencies, completed two years of practice as a senior
behavior therapist and one year of co-therapy training with another clinical supervisor,
or equivalent experience in applied behavior analysis. Each clinical supervisor must
continue training through annual training in applied behavior analysis.

(h) Place of service. IEIBTS are provided primarily in the child’s home and
community. Services may be provided in the child’s natural school or preschool
classroom, home of a relative, natural recreational setting, or day care. '

(i) Prior authorization requirements. Prior authorization shall be required for
services provided after 200 hours of clinical supervisor, 700 hours of senior behavior
therapist, or 1,800 hours of behavior therapist services per year.

(j) Payment rates. The following payment rates apply:

(1) for an IEIBTS clinical supervisor practitioner under sup(,rv151or1 of a mental
health profcsswndl the lower of the submitted charge or $67 per hour unit;

(2) for an IEIBTS senior bechavior therapist practitioner under supervision of a
mental health professional, the lower of the submitted charge or $37 per hour unit; or

(3) for an IEIBTS behavior therapist practitioner under supervision of a mental
health professional, the lower of the submitted charge or $27 per hour unit:

An IEIBTS practitioner may receive payment for travel time which exceeds 50 minutes
one-way. The maximum payment allowed will be $0.51 per mmutc for up to a
maximum of 300 hours per year.

For any weck during which. the above charges are made to medical assistance,
payments for the following services are excluded: supervising mental health profession-
al hours and personal care attcndant, home-based mental health, family-community
support, or mental health behavioral aide hours.

(k) Report. The commissioner shall collect evidence of the effectiveness of
intensive early intervention behavior therdpy services and present a report to the
legislature by July 1,2006.

[For text of subd 6u, see M.S.2000_/

_Subd. 7. Private duty nursing. Medical assistance covers private duty nursing
services in a recipient’s home. Recipients who are authorized to receive private duty
nursing services in their home may use approved hours outside of the home during
hours when normal life activities take them-outside of their home. To use private duty
nursing services at school, the recipient or responsible party must provide written
authorization in the care plan identifying the chosen provider and the daily amount of
services to be used at school. Medical assistance does not cover private duty nursing
services for residents of a hospital, nursing facility, intermediate care facility, or a
health care facility licensed by the commissioner of health, except as authorized in
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section 256B.64 for ventilator-dependent recipients in hospitals or unless a resident
who is otherwise eligible is on leave from the facility and the facility cither pays for the
private duty ‘nursing services or forgoes the facility per diem for the leave days that
private duty nursing services arc uscd. Total hours of scrvice and payment allowed for
services outside -the home cannot exceed that which is otherwise allowed in an in-home
setting according to section 256B.0627. All private duty nursing services must be
provided according to the limits established under section 256B.0627. Private duty
nursing services may not be reimbursed if the nurse is the foster care provider of a
recipient who is under age 18.

[For text of subds 8 to 8c, see M.S.2000]

Subd. 9. Dental services. Mcdical assistance covers dental services. Dental services
include, with prior authorization, fixed bridges that are cost-effective for persons who
cannot use removable dentures because of their medical condition.

[For text of subds 10 to 12, see M.S5.2000]

Subd. 13. Drugs. (a) Medical assistance covers drugs, except for fertility drugs
when specifically used to enhance fertility, if prescribed by a licensed practitioner and
dispensed by a licensed pharmacist, by a physician enrolled in the medical assistance
program as a dispensing physician, or by a physician or a nurse practitioner employed
by or under contract with a community health board as defined in section 145A.02,
subdivision 5, for the purposes of communicable disease control. The commissioner,
after receiving recommendations from professional medical associations and profes-
sional pharmacist associations, shall dcsignate a formulary committee to advise the
commissioner on the names of drugs for which payment is made, recommend a system
for reimbursing providers on a sct fee or charge basis rather than the present system,
and develop methods encouraging use of generic drugs when they are less expensive
and equally cffective as trademark drugs. The formulary committee shall consist of ninc
members, four of whom shall be physicians who are not employed by the department of
human services, and a majority of whose practice is for persons paying privately or
through health insurance, three of whom shall be pharmacists who are not employed by
the department of human services, and a majority of whose practice is for persons
paying privately or through health insurance, a consumer representative, and a nursing
home representative. Committee members shall serve threc-ycar terms and shall serve
without compensation. Members may be reappointed once.

(b) The commissioner shall establish a drug formulary. Its establishment and
publication shall not be subject to the requirements of -the Administrative Procedure
Act, but the formulary committee shall review and comment on the formulary contents.
The formulary committee shall review and recommend drugs which require prior
authorization. The formulary committee may recommend drugs for prior authorization
directly to the commissioner, as long as opportunity for public input is provided. Prior
authorization may be requested by the commissioner based on medical and clinical
criteria before certain drugs are eligible for payment. Before a drug may be considered
for prior authorization at the request of the commissioner:

(1) the drug formulary committee must develop criteria to be used for identifying
drugs; the development of these criteria ‘is not subject to the requirements of chapter
14, but the formulary committee shall provide opportunity for public input in develop-
ing criteria;

(2) the drug formulary committee must hold a public forum and receive public
comment for an additional 15 days; and

(3) the commissioner must provide information to the formulary committee on the
impact that placing the drug on prior authorization will have on the quality of patient
care and information regarding whether the drug is subject to clinical abuse or misuse.
Prior authorization may be required by the commissioner before certain formulary
drugs arc eligible for payment. The formulary shall not include:

(i) drugs or products for which there is no federal funding;
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(ii) over-the-counter drugs, except for antacids, acetaminophen, family planning
products, aspirin, insulin, products for the treatment of lice, vitamins for adults with
documented vitamin deficiencies, vitamins for children under the age of seven and
pregnant or nursing women, and any other over-the-counter drug identified by the
commissioner, in consultation with the drug formulary committee, as necessary, appro-
priate, and cost-effective for the treatment of certain specified chronic diseases,
conditions or disorders, and this determination shall not be subject to the requirements
of chapter 14;

(111) anorectics, except that medically necessary anorectics shall be covered for a
recipient previously diagnosed as having pickwickian syndrome and currently dmonosed
as having diabetes and bung morbidly obese

(iv) drugs for which medical value has not been established; and

(v) drugs from manufacturers who have not signed a rebate agreement with the.
Department of Health and Human Services pursuant to section 1927 of title XIX of the
Social Sceurity Act.

The commissioner shall publish conditions for prohibiting pdymcnt for specific
drugs after considering the formulary committee’s recommendations. An honorarium
of $'100 per meeting and reimbursement for mileage shall be paid to each committee
member in attendance.

(c) The basis for determining the amount of payment shall be the lower of the
actual acquisition costs of the drugs plus a fixed dispensing fee; the maximum allowable
cost set by the federal government or by the commissioner plus the fixed dispensing
fec; or the usual and customary price charged to the public. The pharmacy dispensing
fee shall be $3.65, except that the dispensing fee for.intravenous solutions which must
be compounded by the pharmacist shall be $8 per bag, .$14 per bag for cancer
chemotherapy products, and S30 per bag for total parenteral nutritional products
dispensed in one liter quantities, or $44 per bag for total parenteral nutritional
products dispensed in quantities greater than one liter. Actual acquisition cost includcs
quantity and other special discounts except time and cash discounts. The actual
acquisition cost of a drug shall be estimated by the commissioner, at average wholesale
price minus nine percent, except that where a drug has had its wholesale price reduced
as a result of the actions of the National Association.of Medicaid Fraud Control Units,
the estimated actual acquisition cost shall be the reduccd average wholesale price,
without the nine percent deduction: The maximum allowable cost of a multisource drug
may be set by the commissioner and it shall be comparable to, but no higher than, the
maximum amount paid by other third-party payors in this state who have maximum
allowable cost programs. The commissioner shall set maximum allowable costs for
multisource drugs that arc not on the federal upper limit list as described in United
States Code, title 42, chapter 7, section 13961-8(e), the Social Security Act, and Code of
Federal Regulations, title 42, part 447, section 447.332. Establishment of the amount of
payment for drugs shall not be subject to the requirements of the Administrative
Procedure Act. An additional dispensing fee of §.30 may be added to the dispensing fee
paid to pharmacists for legend drug prescriptions dispensed to residents of long-term
care facilities when a unit dose blister card system, approved by the department, is
used. Under this type of dispensing system, the pharmacist must dispensc a 30-day
supply of drug. The National Drug Code (NDC) from the drug container used to fill
the blister card must be identified on the claim to the department. The unit dose blister
card containing the drug must meet the packaging standards set forth in Minnesota
Rules, part 6800.2700, that govern the rcturn of unused drugs to the pharmacy for
reuse. The pharmacy prov1del will be required to credit the department for the actual
acquisition cost of all unused drugs that are eligible for reuse. Over-the-counter
medications must be dispensed in the manufacturer’s unopened package. The commis-
sioner may permit the drug clozapine to be dispensed in a quantity that is less than a
30-day supply. Whenever a generically equivalent product is available, payment shall be
on the basis of the actual acquisition cost of the generic drug, unless the prescriber
specifically indicates “dispensc as written - brand necessary” on the prescription as
required by section 151.21, subdivision 2.
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(d) For purposes of this subdivision, “multisource drugs” means covered outpatient
drugs, excluding innovator multisource drugs for which there are two or more druo
products, which:

(1) are related as therapeutically equivalent under the Food and Drug Administra-
tion’s most recent publication of ° Approved Drug Products with Therapeutlc Equiva-
lence Evaluations™;

(2) are pharmaceutically equivalent and bioequivalent as determined by the Food
and Drug Administration; and

(3) are sold or marketed in Minnesota.

“Innovator multisource drug” means a multisource drug that was originally marketed
under an original new drug application approved by the Food and Drug Administra-
tion.

(e) The basis for determining the amount of payment for drugs administered in an
outpatient setting shall be the lower of the usual and customary cost submitted by the
provider; the average wholesale price minus five percent; or the maximum allowable
cost set by the federal government under United States .Code, title 42, chapter 7,
section 1396r-8(e), and Code of Federal Regulations, title 42, section 447.332, or by the
commissioner under paragraph (c).

Subd. 13a. Drug utilization review board. A nine-mcmber drug utilization review
board is established. The. board is comprised of at least three but no more than four
licensed physicians actively engaged in the practice of medicine in Minnesota; at least
three licensed pharmacists actively engaged in the practice of pharmacy in Minnesota;
and-one consumer representative; the remainder to be made up of health care
professionals who are licensed in their field and have recognized knowledge in the
clinically appropriate prescribing, dispensing, and monitoring of covered outpatient
drugs. The board shall be staffed by an employee of the department who shall serve as
an ex officio nonvoting member of the board. The members of the board shall be
appointed by the commissioner and shall serve three-ycar terms. The members shall be
selected from lists submitted by professional associations. The commissioner shall
appoint the initial members of the board for terms expiring as follows: three members
for terms expiring June 30, 1996; three members for terms expiring June 30, 1997; and
three members for terms expiring June 30, 1998. Members may be reappomted once.
The board shall annually elect a chair from among the members.

The commissioner shall, with the advice of the board:

(1) implement a medical assistance retrospective and prospucti\}e drug utilization
review program as requircd by United States Code, title 42, section 1396r -8(2)(3);

(2) develop and implement the predetermined criteria and practice parameters for
approprlate prescribing to be used in retrospective and prospecllve drug utilization
review;

(3) develop, select, implement, and assess interventions for. physicians, pharma-
cists, and patients that are cducational and not punitive in nature;

(4) establish a grievance and appeals process for physicians and pharmacists under
this section; .

(5) publish and disseminate educational information to physicians and pharmacists
regarding the board and the review program; '

(6) adopt and implement pxoceduxes designed to ensure the confidentiality of a 'my
information collected, stored, retrieved, assesscd, or analyzed by the board, staff to the
board, or contractors to the review program that identifies individual physicians,
pharmacists, or recipients;

(7) establish and implement an ongoing process to (i) receive public comment
regarding drug utilization review criteria and standards, and (ii) consider the comments
along .with other scientific and clinical information in order to revise criteria and
standards on a timely basis; and

(8) adopt any rules necessary to carry out this section.
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The board may establish advisory committees. The commissioner may contract
with appropriate organizations to. assist the board in carrying out the board’s duties.
The commissioner may enter into contracts for services to develop and implement a
retrospective and prospective review program.

The board shall report to the commissioner annually on the date the Drug
Utilization Review Annual Report is due to the Health Care Financing Administration.
This report is to cover the preceding federal fiscal year. The commissioner shall make
the report available to the public upon request. The report must includc information on
the activities of the board and the program; the effectiveness of implemented interven-
tions; administrative costs; and any fiscal impact resulting from the program. An
honorarium of SlOO per meeting and reimbursement for mileage shall be pdld to cach
board member in attendance

[For text of subds 14 to 16, see M.S.2000]

Subd. 17. Transportation costs. (a) Medical assistance covers transportation costs
incurred solely for obtaining emergency medical care or transportation costs incurred
by nonambulatory persons in obtaining emergency or nonemergency medical care when
paid directly to an ambulance company, common carrier, or other recognized providers
of transportation services.. For the purpose of this subdivision, a person who is
incapable of transport by taxicab or bus shall be considered to be nonambulatory.

(b) Medical assistance covers special transportation, as defined in Minnesota
Rules, part 9505.0315, subpart 1, .item F, if the provider receives and maintains a
current physician’s order by the recipient’s attending physician certilying that the
recipient has a physical or mental impairment that would prohibit’ the recipient from
safely accessing and using a bus, taxi, other commercial transportation, or private
automobile. Special transportation includes driver-assisted service to eligible individu-
als. Driver-assisted service includes passenger pickup at and return to the individual’s
residence or place of business, assistance with admittance of the individual to the
medical facility, and assistance in passenger securement or in securing of wheclchairs or
stretchers in the vehicle. The commissioner shall establish maximum medical assistance
reimbursement rates for special transportation services for persons who need a
wheelchair-accessible van or stretcher-accessible vehicle and for those who do not need
a wheelchair-accessible van or stretcher-accessible vehicle. The average of these two
rates per trip must not exceed S15 for the base rate and $1.40 per mile. Special
transportation provided to nonambulatory persons who do not need a wheelchair-
accessible van or stretcher-accessible vehicle, may be reimbursed at a lower rate than
special transportation provided to persons who need a wheclchair-accessible van or
stretcher-accessible vehicle.

Subd. 17a. Payment for ambulance services. Effective for services rendered on or
after July 1, 2001, medical assistance payments for ambulance services shall be paid at
the Medlcare reimburscment rate or at the medlcal assistance payment rate in effect on
July 1, 2000, whichever is greater.

[For text of subd 18, see M.S.2000]

Subd. 18a. Access to medical services. (a) Medical assistance reimbursement for
mcals for persons traveling to receive medical care may not exceed $5.50 for breakiast
$6.50 for lunch, or $8 for dinner.

(b) Medical assistance reimbursement for lodging for persons traveling to receive
medical care may not exceed $50 per day unless prior authorized by the local agency.

(c) Medical assistance direct mileage reimbursement to the eligible person or the
eligible person’s driver may not cxceed 20 cents per mile.

(d) Medical assistance covers oral language interpreter services when provided by
an enrolled health care provider during the course of providing a dircct, person-to-
person covered health care service' to an enrolled recipient with limited English
proficiency.
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Subd. 19a. Personal care assistant services. Mcdical assistance covers personal
care assistant services in a recipient’s home. To. qualify for personal care assistant
services, recipients or responsible parties must be able to identify the recipient’s needs,
direct and evaluate task accomplishment, and provide for health and safety. Approved
hours may be used outside the home when normal life activitics take them outside the
home. To use personal care assistant services at school, the recipient or responsible

party must provide written authorization in the care plan identifying the chosen
provider and the daily amount of services to be used at school. Total hours for services,
whether actually performed inside or outside the recipicnt’'s home, cannot exceed that
which is otherwisc allowed for personal care assistant services in an in-home setting
according to section 256B.0627. Medical assistance does not cover personal care
assistant services for residents of a hospital, nursing facility, intermediate care facility,
health care facility licensed by the commissioner of health, or unless a resident who is
otherwise eligible is on leave from the facility and the facility cither pays for the
personal care assistant services or forgoes the facility per diem for the leave days that
personal care assistant services are used. All personal care assistant services must be
provided according to section 256B.0627. Personal care assistant scrvices may not be
reimbursed if the personal carc assistant is the spouse or legal guardian of the recipient
or the parent of a recipient under age 18, or the responsible party or the foster care
provider of a recipient who cannot direct the recipient’s own carc umnless, in the case of
a foster care provider, a county or statc casc manager visits the recipient as needed, but
not less than every six months, to monitor the health and safety of the recipient and to
ensure the goals of the care plan are met. Parents of adult recipients, adult children of
the recipicnt or adult siblings of the recipicnt may be reimbursed for personal care
assistant services, if they are granted a waiver under section 256B.0627. Notwithstand-
ing the provisions of section 2561.0627, subdivision 4, paragraph (b), clause (4), the
noncorporate legal guardian or conservator of an adult, who is not the responsible
party and not the personal carc provider organization, may be granted a. hardship
waiver under section 256B.0627, to be reimbursed to provide personal care assistant
services to the recipient, and shall not be considered to have a service provider interest
for purposes of participation on the screening team.under section 256B.092, subdivision
7.

[For text of subd 19b, see. M.S.2000]

Subd. 19c¢. Personal care. Medical assistance covers personal care assistant services
provided by an individual who is qualified to provide the services according to
subdivision 19a and section 256B.0627, where the services are prescribed by a physician
in accordance with a plan of treatment and arc supervised by the recipient or a
qualificd professional. “Qualified professional” means a mental health professional as
defined in section 245.462, subdivision 18, or 245.4871, subdivision 27; or a registcred
nursc as defined in sections 148.171 to 148.285. As part of the assessment, the county
public health nurse will assist the recipient or responsible party to identify the most
appropriate person to provide supervision of the personal care assistant. The qualified
professional shall perform the duties described in Minnesota Rules, part 9505.0335,
subpart 4. :

Subd. 20. Mental health case management. (a) To the extent authorized by rule of
the state agency, medical assistance covers case management services to persons with
serious. and persistent mental illness and children with severe emotional disturbance.
Services provided under this section must meet the relevant standards in sections
245.461 to 245.4888, the Comprchensive Adult and Children’s Mental Health Acts,
Minnesota' Rules, parts 9520.0900 to 9520.0926, and 9505.0322, excluding subpart 10.

(b) Entities meeting program standards set out in rules governing family communi-
ty support services as defined in section 245.4871, subdivision 17, are eligible for
medical assistance reimbursement for case management services for children with
severc emotional disturbance when these services meet the program standards in
Minnesota Rules, parts 9520.0900 to 9520.0926 and 9505.0322, excluding subparts 6 and
10.
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(c) Medical assistance and MinnesotaCare payment for mental health case man-
agement shall be made on a monthly basis. In order to receive payment for an eligible
child, the provider must document at lcast a face-to-face contact with the child, the
child’s parents, or the child’s legal representative. To receive payment for an eligible
adult, the provider must document:

(1) at least a face-to-face contact with the adult or the adult’s legal representative;
or

(2) at least a telephone contact with the adult or the adult’s legal representative
and document a face-to-face contact with the adult or the adult’s legal representative
within the preceding two months.

(d) Payment for mental health case management provided by county or state staff
shall be based on the monthly rate methodology under section 256B.094, subdivision 6,
paragraph (b), with separate rates calculated for child welfare and mental health, and
within mental health, separate rates for children and adults.

(e) Payment for mental health case management’ provided by Indian hcalth
services or by agencies operated by Indian tribes may be made according to this section
or other relevant federally approved rate setting methodology.

(f) Payment for mental health case management provided by vendors who contract
with a county or Indian tribe shall bc based on a monthly rate negotiated by the host
county or tribe. The negotiated ratc must not exceed the rate charged by the vendor for
the same service to other payers. If the scrvice is provided by a team of contracted
vendors, the county or tribe may negotiate a team rate with a vendor who is a member
of the team. The team shall determine how to distribute the rate among its members.
No reimbursement rcceived by contracted vendors shall be returned to the county or
tribe, except to reimburse the county or tribe for advance funding provided by the
county or tribe to the vendor. -

(g) If the service is provided by a team which includes contracted vendors, tribal
staff, and county or state staff, the costs for county or state staff participation in the
team shall be included in the rate for county-provided services. In this case, the
contracted vendor, the tribal agency, and the county may each receive scparate
payment for services provided by each entity in the same month. In order to prevent
duplication of services, each entity must document, in the recipient’s [ile, the need for
team case management and a description of the roles of the team members.

(h) The commissioner shall calculate the nonfederal- share of actual medical
assistance and general assistance medical care payments for each county, based on the
higher of calendar ycar 1995 or 1996, by service date, project that amount forward to
1999, and transfer one-half of the result from medical assistance and general assistance
medical carc to each county’s mental hcalth grants under sections 245.4886 and
256LE.12 for calendar year 1999. The annualized minimum amount added to cach
county’s mental health grant shall be $3,000 per year for children and $5,000 per year
for adults. The commissioner may reduce the statewide growth factor in order to fund
these minimums. The annualized total amount transferred shall become part of the
base for future mental health grants for each county. '

(i) Any net increase in revenue to the county or tribe as a result of the change in
this section must be used to provide expanded mental health services.as defined in
sections 245.461 to 245.4888, the Comprehensive Adult and Children’s Mental Health
Acts, cxcluding inpatient and residential treatment. For adults, increased revenue may
also be used for services and consumer supports which are part of adult mental health
projects approved under Laws 1997, chapter 203, article 7, section 25. For children,
increased revenue may also be uscd for respite care and nonresidential individualized
rehabilitation services as defined in scction 245.492, subdivisions 17 and 23. “Increased
revenue” has the meaning given in Minnesota Rules, part 9520.0903, subpart 3.

(j) Notwithstanding scction 256B.19, subdivision 1, the nonfcederal share of costs
for mental hcalth case management shall be provided by the recipient’s county of
responsibility, as defined in sections 256G.01 to 256G.12, from sources other than
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federal funds or funds used to match other federal funds. If the service is provided by a
tribal agency, the nonfederal share, if any, shall be provided by the recipient’s tribe.

(k) The commissioner may suspend, reduce, or terminate the reimbursement to a
provider that does not meet the reporting or other requirements of this section. The
county of responsibility, as defined in sections 256G.01 to 256G.12, or, if applicable, the
tribal agency, is responsible for any federal disallowances. The county or tribe may
share this responsibility with its contracted vendors.

(1) The commissioner shall set aside a portion of the federal funds earned under
this section to repay the special revenue maximization account under section 256.01,
subdivision 2, clause (15). The repayment is limited to:

(1) the costs of developing and implementing this section; and

(2) programming the information systems.

(m) Notwithstanding section 256.025, subdivision 2, payments to counties and
tribal agencies for case management expenditures under this section shall only be made
from federal earnings from services provided under this section. Payments to county-
contracted vendors shall include both the federal earnings and the county share.

(n) Notwithstanding scction 256B.041, county payments for the cost of mental
health case management services provided by county or state staff shall not be made to
the state treasurer. For the purposes of mental health .case management services
provided by county or state stalf under this section, the centralized disbursement of
payments to counties under section 256B.041 consists only of federal earnings from
services provided under this section.

(o) Case management services under this subdivision do not include therapy,
treatment, legal, or outrcach services.

(p) If the rccipient is a resident of a nursing facility, intermediate carc facility, or
hospital, and the recipient’s institutional care is paid by medical assistance, payment for
case management services under this subdivision is limited to the last 180 days of the
recipient’s residency in that facility and may not exceed more than six months in a
calendar year.

(qQ) Payment for case management services unde1 this subdivision shall not
duplicate payments made under other program authorities for the same purposc.

(r) By July 1, 2000, the commissioner shall evaluate the effectiveness of the
changes required by this- scction, including changes in number of persons receiving
mental health case management, changes in hours of service per person, and changes in
caseload size.

(s) For each calendar year beginning with the calendar year 2001, the annualized
amount of state funds for each county determined under paragraph (h) shall be
adjusted by the county’s percentage change in the average number of clicnts per month
who received case management under this section during the fiscal year that ended six
months prior to the calendar year in question, in comparison to the prior fiscal year.

(t) For counties recciving the minimum allocation of $3,000 or $5,000 described in
paragraph (h), the adjustment in paragraph (s) shall be determined so that the county
receives the higher of the following amounts:

(1) a continuation of the minimum allocation in paragraph (h); or

(2) an amount based on that county’s average number of clients per month who
received case management under this section during the fiscal year that ended six
months prior to the calendar year in question, times the average statewide grant per
person per month for counties not receiving the minimum allocation.

(u) The adjustments in paragraphs (s) and (t) shall be calculated separately for
children and adults.

[For text of subds 20a to 29, see .M.S.2000]

Subd. 30. Other clinic services. (a) Medical assistance covers rural health clinic
services, federally qualified health center services, nonprofit community health clinic
services, public health clinic services, and the services of a clinic meeting the criteria
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established in rule by the commissioner. Rural health clinic services and federally
qualified health center scrvices mean services defined in United States Code, title 42,
section 1396d(a)(2)(B) and (C). Payment for rural health clinic and federally qualified
health center services shall be made according to applicable federal law and regulation.

(b) A federally qualified health center that is beginning initial operation shall
submit an estimate of budgeted costs and visits for the initial reporting period in the
form and detail required by the commissioner. A federally qualified health center that
is already in operation shall submit an initial report using actual costs and visits for the
initial reporting period. Within 90 days of the end of its reporting period, a federally
qualified health center shall submit, in the form and detail required by the commission-
er, a report of its operations; including allowable costs actually incurred for the period
and the actual number of visits for services furnished during thc period, and other
information required by the commissioner. Federally qualified health centers that file
Medicare cost reports shall provide the  commissioner with a copy of the most recent
Medicare cost report filed with the Medicare program intermediary for the reporting
year which support the costs claimed on their cost report to the state.

(c) In order to continuc cost-based payment under the medical assistance program
according to paragraphs (a) and (b), a federally qualified health center or rural health
clinic must apply for designation as an essential community provider within six months
of final adoption of rules by the department of health according to section 62Q.19,
subdivision 7. For those federally qualified health centers and rural health clinics that
have applied for essential community provider status within the six-month time
prescribed, medical assistance payments will continue to be made according to para-
graphs (a) and (b) for the first threc years after application. For federally qualified
health centers and rural health clinics that either do not apply within the time specified
above or who have had essential community provider status for three years, medical
assistance payments for health services provided by these entities shall be according to
the samc rates and conditions applicable to the same service provided by health care
providers that are not federally qualified health centers or rural health clinics.

(d) Effective July 1, 1999, the provisions of paragraph (c) requiring a federally
qualified health center or 4 rural health clinic to make application for an essential
community provider designation in order to have cost-based payments made according
to paragraphs (a) and (b) no longer apply.

" (e) Effective January 1, 2000, payments made according to paragraphs (a) and (b)
shall be limited to the cost phase-out schedule of the Balanced Budget Act of 1997.

- (f) Effective January 1, 2001, each federally qualificd health center and rural
health clinic may elect to be paid either under the prospective payment system
established in United States Code, title 42, section 1396a(aa), or under an alternative
payment methodology consistent with the requirements of United States Code, title 42,
section 1396a(aa), and approved by the Health Care Financing Administration. The
alternative payment mcthodology shall be 100 percent of cost as determmed according
to Medicare cost principles.

[For text of mbds 31 and 32, see M.S5.2000]

Subd. 33. Child welfare targeted case management. Medical assistance, sub]ect to
federal approval, covers child welfare targeted case management services as defined in
section 256B.094 to children under age 21 who have becn assessed and ‘determined in
accordance with section 256F.095 to be:

(1) at risk of placement or in placement as defined in section 260C.212, subdivi-
sion 1;

(2) at risk of maltreatment or experiencing maltreatment as defined in section
626.556, subdivision 10e; or

(3) in necd of protection or services as defined in section 260C.007, subdivision 6.

Subd. 34. Indian health services facilities. Medical assistance payments and
MinnesotaCarc payments to facilities of the Indian health service and facilities operat-
ed by a tribe or tribal organization under funding authorized by United States Code,
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title 25, scctions 450f to 450n, or title III of the Indian Self-Determination and
Education Assistance Act, Public Law Number 93-638, for enrollees who are eligible
for federal financial participation, shall be at the option of the facility in accordance
with the rate published by the United States Assistant Secretary for Health under the
authority of United States Code, title 42, sections 248(a) and 249(b). General assistance
medical care payments to facilities of the Indian health services and facilities operated
by a tribe or tribal organization for thc provision of outpatient medical care services
billed after June 30, 1990, must be in accordance with the general assistance medical
carc rates paid for the same services when provided in a facility other than a facility of
the Indian health service or a facility operated by a tribe or tribal organization.
MinnesotaCare payments for enrollees who are not eligible for federal financial
participation at facilities of the Indian health service and facilities operated by a tribe
or tribal organization for the provision of outpaticnt medical services must be in
accordance with the medical assistance rates paid for the same services when provided
in a facility other than a facility of the Indian health scrvice or a facility operated by a
tribe or tribal organization.

{For text of subds 35-to 42, see M.S.2000/

Subd. 43. Mental health provider travel time. Medical assistance covers provider
travel time if a recipient’s individual treatment plan requires the provision of mental
health services outside of the provider’s normal place of business. This does not include
any travel time which is included in other billable services, and is only covered when
the menta) health service being provided to a recipient is covered under medical
assistance.

History: 2001 ¢ 178 art 1 s 44; 2001 ¢ 203 s 9; 1§p2001 ¢ 9 art 2 s 30-38; art 3 s
16-19; art 95 41,42 :

NOTE: Subdivision 3a. as added by Laws 2001, First Special Session chapter 9, article 2, section 31, is effective January 1,
2003. Laws 2001, First Special Session chapter 9, article 2, scction 31, the effective date.

256B.0627 COVERED SERVICE; HOME CARE SERVICES.

Subdivision 1. Definition. (a) “Activitics of daily living” includes ealing, toileting,
grooming, dressing, bathing, transferring, mobility, and positioning.

(b) “Assessment” means a review and evaluation of a recipient’s need for home
care scrvices conducted in person. Assessments for private duty nursing shall be
conducted by a registered private duly nurse. Assessments for home health agency
services shall be conducted by a home health agency nurse. Assessments for personal
care assistant services shall be conducted by the county public health nurse or a
certified public health nurse under contract with the county. A face-to-face assessment
must include: documentation of health status, determination of need, evaluation of
service eflfectiveness, identification of appropriate services, service plan development or
modification, coordination of services, referrals and follow-up to appropriate payers
and community resources, completion of required reports, recommendation of service
authorization, and consumer education. Once the need for personal care assistant
services is determined under this section, the county public health nurse or certified
public health nurse under contract with the county is responsible for communicating
this recommendation to the commissioner and the recipient. A face-to-face assessment
for personal care assistant services is conducted on those recipients who have never had
a county public health nurse assessment. A face-to-face assessment must occur at least
annually or when there is a significant change in the recipient’s condition or when there
is a change in the need for personal carc assistant services. A service update may
substitute for the annual face-to-face assessment when there is not a significant change
in recipient condition or a change in the need for personal care assistant service. A
service update or review for temporary increase includes a review of initial baseline
data, cvaluation of service effectiveness, redetermination of service need, modification
of scrvice plan and appropriate rcferrals, update of initial forms, obtaining service
authorization, and on going consumer education. Assessments for medical assistance
home care services for mental retardation or related conditions and alternative carc
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services for developmentally disabled home and community-based waivered recipients
may be conducted by the county public health nurse to ensure coordination and avoid
duplication. Assessments must be completed on forms provided by the commissioner
within 30 days of a request.for home care services by a recipient or responsible party.

(c) “Care plan” means a written description of personal care assistant services
- developed by the qualified professional or the recipient’s physician with the recipient or
responsible party to be used by the personal carc assistant with a copy provided to the
recipient or responsible party.

(d) “Complex and regular private duty nursing care” means:

(1) complex care is private duty nursing provided to recipients who are ventilator
dependent or for whom a physician has certified that were it not for private duty
nursing the. recipient would meet the criteria for lnpatu,nt hospital intensive carc unit
(ICU) level of care; and

(2) regular care is private duly nursing prov1ded to all other 1e(,1p1ents

(e) “Health-related functions” means functions that can be delegated or assigned
by a licensed health care protewonal under state law to be performed by a personal
care attendant. '

(f) “Home care scrvices” means a health _sel'vice, detérmined by the commissioner
as medically necessary, that is ordered by a physician and documented in a service plan
that is reviewed by the physician al least once cvery 60 days for the provision of home
health services, or private duty nursing, or at lcast once every 365 days for personal
care. Home care services are provided to the recipient at the recipient’s residence that
is a place other than a hospital or long-term carc facﬂlty or as specified in-section
256B.0625. :

(g) “Instrurnental a(.t1v1tn,s of daily living” 1neludes meal planning and preparation,
managing finances, shopping for food, clothlng, and other essential items, performing
essential houschold chores; communication by telephone and other media, and getting
around and participating in the community.

(h) “Medically necessary” has the meaning given in Minnesota Rules, parts
9505.0170 to 9505.0475. .

(i) “Personal care assistant” means a person who:

(1) is at least 18 years old, except for persons 16 to 18 years of age -who
participated in a related school-based job training program or have completed a
certified home health aide competency evaluation; .

(2) is able to effectively communlcate with the recipient and personal. care
provider organization;

(3) effective July 1, 1996, has completed one of the training requircments as
specified in Minnesota Rules, part 9505.0335, subpart 3, items A to D;

(4) has the ability to, and provides covered personal carc assistant services
according to the recipient’s care plan, responds appropriately to rccipient needs, and
reports changes in the recipicnt’s condition to the supervising qualified professional or
physician; :

(5) is not a consumer of personal care assistant services; and

(6) is subject to criminal background checks and procedures specified in section
245A.04.

(j) “Persomal care provider organization” means an organization enrolled to
provide personal care assistant services under the medical assistance program that
complies with the following: (1) owners who have a five percent interest or more, and
managerial officials are subject to a background study as provided in section 245A.04.
This applies to currently enrolled personal care provider organizations and those
agencies seeking enrollment as a personal care provider organization. An organization
will be barred from enrollment if an owner or managerial official 'of the organization
has been convicted of a crime specificd in section 245A.04, or- a comparable crime in’
another jurisdiction, unless the owner or managerial official meets the reconsideration
criteria specified in scction 245A.04; (2) the organization must maintain a surety bond
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and liability insurance throughout the duration of enrollment and provides proof
thereof. The insurer must notify the department of human services of the cancellation
or lapse of policy; and (3) the organization must maintain documentation of services as
specified in Minnesota Rules, part 9505.2175, subpart 7, as well as evidence of
compliance with personal care assistant training requirements.

(k) “Responsible party” means an individual residing with a recipient of personal
care assistant services who is capable of providing the supportive care necessary Lo
assist the recipient to live in the community, is at lcast 18 years old, and is not a
personal care assistant. Responsible parties who are parents of minors or guardians of
minors or incapacitated persons may delegate the responsibility to another adult during
a temporary absence of at least 24 hours but not more than six months. The person
delegated as a responsible party must be abie to meet the definition of responsible
party, except that the delegated responsible party is required to reside with the
recipient only while serving as the responsible party. Foster care license holders may be
designated the responsible party for residents of the foster care home if case manage-
ment is provided as required in section 256B.0625, subdivision 19a. For persons who, as
of April 1, 1992, are sharing personal care assistant services in order to obtain the
availability of 24-hour coverage, an employee of the personal care provider organiza-
tion may be designated as the responsible party if case management is provided as
required in section 256B.0625, subdivision 19a.

-(1) “Service plan” means a written description of the services needed based on the
assessment developed by the nurse who conducts the assessment together with the
recipient or responsible party. The service plan shall include a description of the
covered home care services, frequency and duration of services, and expected outcomes
and goals. The recipient and the provider chosen by the recipient or responsible party
must be given a copy of the completed service plan within 30 calendar days of the
request for home care services by the recipient or responsible party.

(m) “Skilled nurse visits” are provided in a recipient’s residencc under a plan of
care or service plan that specifies a level of care which the nurse is qualified to provide.
These services are:

(1) nursing services according to the written plan of care or service plan and
accepted standards of medical and nursing practice in accordance with chapter 148;

(2) services which due to the recipient’s medical condition may only be safely and
effectively provided by a registered nurse or a licensed practical nursc;

(3) assessments performed only by a registcred nurse; and

(4) teaching and training the recipient, the recipient’s family, or other caregivers
requiring the skills of a registered nurse or licensed practical nurse.

(n) “Telehomecare” means the use of telecommunications technology by a home
health- care professional to deliver home health care services, within the professional’s
scope of practice, to a patient located at a site other than the site where the
practitioner is located.

Subd. 2. Services covered. Home care services covered under this section include:
(1) nursing services under section 256B.0625, subdivision 6a;

(2) private duty nursing services under scction 256B.0625, subdivision 7;

(3) home health services under section 256B.0625, subdivision 63;

(4) personal care assistant services under section 256B.0625, subdivision 19a;

(5) supervision of personal care assistant services provided by a qualified profes-
sional under section 256B.0625, subdivision 19a;

(6) qualified professional of personal care assistant services under the fiscal
intermediary option as specified in subdivision 10;

(7) face-to-face assessments by county public health nurses for services under
section 256B.0625, subdivision 19a; and
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(8) service updates and review of temporary increases for personal care assistant
services by the county public health nurse for services under section 256B.0625,
subdivision 19a. ' _ .

Subd. 4. Personal care assistant services. (a) The personal care assistant services
that are eligible for payment are services and supports furnished to an individual, as

“needed, to assist in accomplishing activities of daily living; instrumental activities of
daily living; health-related functions through hands-on assistance, supervision, and
cumg, and redirection and intervention for behawor including observatlon and monitor-
ing.

(b) Payment for services will be madc within the limits approved using the prior
authorized process established in subdivision 5. -

(¢) The amount and type of services authorized shall be based on an assessment of
the recipient’s needs in these arcas:

(1) bowel and bladder care;

(2) skin care to maintain the health of the skin;

(3) repetitive maintenance range of motion, muscle strengthening exercises, and
other tasks specific to maintaining a recipient’s optimal level of function;

(4) respiratory assistance;

(5) transfers and ambulation;

(6) bathing, grooming, and hairwashing necessary for personal hygiene;

(7) turning and positioning;

(8) assistance with furnishing medication that is self-administered;

9 appllcatlon and maintenance of prosthetlcs and orthotics;

(10) cleaning medical equipment;

~ (11) dressing or undressing;

'(]2) assistance with eating and meal preparation and necc,ssary grocery shopping;

(13). accompanying a recipicnt to.obtain medical diagnosis or treatment;

(14) assisting, monitoring, or, prompting the recipient to complete the servxcus in
clauses (1) to (13);

(15) redirection, monitoring, and observation that are medically necessary and an
integral part of completing the personal care assistant services described in clauses (1)
to (14);

"(16) redirection and intervention for behavior, including observation and monitor-
ing; .
(17) interventions for seizure disorders, including monitoring and observation if
the recipient has had a seizure that requires intervention within the past three months;

(18) tracheostomy suctioning using a clean procedure if the procedure is properly
delegated by a registered nursc. Before this procedure can be delegated to a personal
care -assistant, a registered nurse must determine that the tracheostomy suctioning can
be accomplished utilizing a clean rather than a sterile procedure and must ensure that
the personal care assistant has been taught the proper procedure; and

(19) incidental household services that are an integral part of a personal carc
service described in clauses (1) to (18). .

For purposes of this subdivision, monitoring and observation means watching for
outward visible signs that are likely to occur and for which therc is a covered personal
carc service ‘or an appropriatc personal care intervention. For purposes of this
subdivision, a clean procedure refers to -a procedure that reduces the numbers of
microorganisms or prevents or reduces the transmission of microorganisms from onc
person or place to another. A clean procedure may be used begmnmo 14 days after
insertion.

(d) The personal care assistant services that are not eligible for payment are the
following:
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(1) services not ordercd by the physician;

(2) assessments by personal care assistant provider organizations or by indepen-
dently enrolled registered nurses;

(3) services that are not in the service plan;

(4) services provided by the recipient’s spouse, legal guardian for an adult or child
rccipient, or parent of a recipient under age 18;

(5) services provided by a foster care provider of a recipient who cannot direct the
recipient’s own care, unless monitored by a county or state casc manager under section
256B.0625, subdivision 19a;

(6) scrvices provided by the residential or program license holder in a residence
for more than four persons;

(7) services that are the responsibility of a residential or program license holder
under the terms of a service agreement and administrative rules;

(8) sterile procedures;

(9) injections of fluids into veins, muscles, or skin;

(10) services provided by parents of adult recipients, adult children, or siblings of
the recipient, unless these relatives meet one of the following hardship criteria and the
commissioner waives this requirement:

(i) the relative resigns from a part-time or full-time job to provide personal care
for the recipient;

(ii) the relative goes from a full-time to a part-time job with less compensation to
provide personal care for the recipient;

(iii) the rclative takes a leave of absence without pay to provide personal care for
the recipient;

(iv) the relative incurs substantial expenses by providing personal care for the
recipient; or

(v) because of labor conditions, special language needs, or intermittent hours of
care nceded, the relative is needed in order to provide an adequate number of
qualified personal care assistants to meet the medical needs of the recipient;

(11) homemaker services that are not an integral part of a personal care assistant
services;

(12) home maintenance, or chole services;
(13) services not specified under paragraph (a); and
(14) services not authorized by the commissioner or the commissioner’s designee.

(e) The recipient or responsible party may choose to supervise the personal care
assistant or to have a qualified prolessional, as defined in section 256B.0625, subdivi-
sion 19c, provide the supervision. As required under section 256B.0625, subdivision 19c,
the county public health nurse, as a part of the assessment, will assist the recipient or
responsible party to identify the most appropriate person to provide supervision of the
personal care assistant. Health-related delegated tasks performed by the personal care
assistant will be under the supervision of a qualified professional or the direction of the
recipient’s physician. If the rccipient has a qualified professional, Minnesota Rules, part
9505.0335, subpart 4, applics.

Subd. 5. Limitation on payments. Medical assistance payments for home care
services shall be limited according to this subdivision.

(a) Limits on services without prior authorization. A rccipient may receive the
following home care services during a calendar year:

(1) up to two face-to-facc assessments to determine a recipient’s need for personal
care assistant services;

(2) one servicc update done to determinc a recipient’s need for personal care
assistant services; and

(3) up to nine skilled nurse visits.
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(b) Prior authorization; exceptions. All home care services above the limits in
paragraph (a) must reccive the commissioner’s prior authorization, except when:

(1) the home care services were required to treat an emergency medical condition
that if not immediately (reated could cause a recipient serious physical or mental
disability, continuation of severe pain, or death. The provider must request retroactive
authorization no later than five working days after giving the initial service. The
provider must be able to substantiate the emergency by document'mon such as reports,
notes, and admission or discharge histories;

(2) the home care services were provided on or after the date on which the
recipient’s eligibility began, but before the date on which the recipient was notified that
the case was opened. Authorization will be considered if the request is submitted by the
provider within 20 working days of the date the re01plent was notified that the case was
opened;

(3) a third-party payor for home care scrvices has denied or adjusted a payment.
Authorization requests must be submitted by the provider within 20 working days of
the notice of denial or adjustment. A copy of the notice must be included with the
request; '

(4) the commissioner has detcrmined that a county or state human scrvices agency
has made an error; or

(5) the professional nurse determines an immediate nced for up to 40 skilled
nursing or home health aide visits per calendar year and submits a request for
authorization within 20 working days of the initial service date, and medical assistance
is determined to be the appropriate payer.

(c) Retroactive authorization. A request for retroactive authorization will be
evaluated according to the same criteria applied to prior authorization requests.

(d) Assessment and service plan. Assessments under section 256B.0627, subdivi-
sion 1, paragraph (a). shall be conducted initially, and at least annually thereafter, in
person with the recipient and result in a completed service plan using forms specified
by the commissioner. Within 30 days of recipient or responsible party request for home
care services, the assessment, the service plan, and other information necessary to
determine medical necessity such as diagnostic or testing information, social or medical
histories, and hospital or facility discharge summarics shall be submitted to the
commissioner. Notwithstanding the provisions of section 256B.0627, subdivision 12, the
commissioner shall maximize federal financial participation to pay for public health
nurse assessments for personal care services. For personal care assistant services:

(1) The amount and type of service authorized based upon the assessment and
service plan will follow the rccipient if the recipient chooses to change providers.

(2) If the recipient’s medical need changes, the recipient’s provider may assess the
need for a change in service authorization. and request the change from the county
public health nursc. Within 30 days of the request, the public health nurse will
determine whether to request the change in scrvices based upon the provider assess-
ment, or conduct a home visit to assess the need and determine whether the change is
appropriate.

(3) To continue to receive personal care assistant services after the first yc,ar the
recipicnt or the responsible party. in conjunction with the public health nurse, may
complete a service update on forms devcloped by the commissioner according to
criteria and procedures in subdivision 1.

(e) Prior authorization. The commissioner, or the commissioner’s designee, shall
review the assessment, service update, request for temporary services, service plan, and
any additional information that is submitted. The commissioner shall, within 30 days
after receiving a complete request, asscssment, and service plan, authorize homc care
services as follows

(1) Home health services. All home health services provided by a home health aide
must be prior authorized by the commissioner or the commissioner’s designee. Prior
authorization must be based on medical necessity and cost-effectiveness when com-
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pared with other care options. When home health services are used in combination
with personal care-and private duty nursing, the cost of all home care services shall be
considered for cost-effectivencss. The commissioner shall limit home health aide visits
to no more than one - visit each per day. The commissioncr, or the commissioner’s
designee, may authorize up to two skilled nurse visits per day.

(2) Personal care assistant services. (i) All personal care assistant services and
supervision by a qualified professional, if requested by the recipient, must be prior
authorized by the commissioner or the commissioner’s designee except for the assess-
ments established in paragraph (a). The amount of personal care assistant services
authorized must be based on the recipient’s home care rating. A child may not be
found to be dependent in an activity of daily living if because of the child’s age an adult
would either perform the activity for the child or assist the child with the activity and
the amount of assistance needed is similar to the assistance appropriate for a typical
child of the same age. Based on medical necessity, the commissioner may authorize:

(A) up to two times the average number of direct care hours provided in nursing
facilities for the recipient’s comparable case mix level; or

(B) up to three times the average number of direct care hours provided in nursing
facilities for recipicnts who have complex medical needs or are dependent in at least
seven activities of daily living and nced physical assistance with eating or have a
neurological diagnosis; or

(C) up to 60 percent of the average reimbursement rate, as of July 1, 1991, for
care provided in a regional treatment center for recipients who have Level I beliavior,
plus any inflation adjustment as provided by the legislature for personal care service; or

(D) up to the amount the commissioncr would pay, as of July 1, 1991, plus any
inflation adjustment provided for home care services, for care provided in a regional
treatment center for recipients referred to the commissioner by a regional treatment
center preadmission evaluation team. For purposes of this clause, home care services
means all services provided in the home or community that would be included in the
payment to a regional treatment center; or

(E) up to the amount medical assistance would reimburse for facility care for
recipients referred to the commissioner by a preadmission screening team established
under section 256B.0911 or 256B.092; and

(F) a reasonable amount of time for the provision of supervision by a qualified
professional of personal care assistant services, if a qualified profcsmonal is requested
by the recipient or responsible party. -

(ii) The number of dircct care hours shall be determined according to the annual
cost report submitted to the department by nursing facilitics. The average .number of
direct care hours, as established by May 1, 1992, shall be calculated and incorporated
into the home care limits on July 1, 1992 ’111ese limits shall be calculated to the nearcst
quarter hour.

(iif) The home care rating shall be determined by the commissioner or the
commissioner’s designee based on information submitted to the commissioner by the
county public health nurse on forms specified by thc commissioner. The home care
rating shall be a combination of current assessment tools developed under sections
256B.0911 and 256B.501 with an addition for seizurc activity that will assess the
frequency and severity of seizure activity and with adjustments, additions, and clarifica-
tions that are necessary to reflect the needs and conditions of recipients who need
home care including children and adults under 65 years of age. The commissioner shall
establish these forms and protocols under this section and shall use an advisory group,
including representatives of recipients, providers, and counties, for consultation in
establishing and revising the forms and protocols.

(iv)- A recipient shall quality as having complex medical needs if the care required
is difficult to perform and because of recipient’s medical condition requircs more time
than community-based standards allow or requires more skill than would ordinarily be
required and the recipient needs or has one or more of the following:

(A) daily tube feedings;
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(B) daily parenteral therapy;

(C) wound or decubiti care;

(D) postural drainage, percussion, nebulizer treatments, suctioning, tracheotomy
care, oxygen, mechanical ventilation;

(E) catheterization;

(F) ostomy care;

(G) quadriplegia; or

(H) other comparable medical conditions or treatments the commissioner deter-
mines would otherwise require institutional care.

(v)- A recipient shall qualify as having Level I behavior if there is reasonable
supporting evidence that the recipient exhibits, or that without supervision, observation,
or redirection would exhibit, one or more of the following behaviors that cause, or have
the potcntial to cause:

(A) injury to the recipient’s own body;

(B) physical injury to other people; or

(C) destruction of property.

(vi) Time authorized for personal care relating to Level I behavior in subclause
(v), items (A) to (C), shall be based on the predictability, frequency, and amount of
intervention required.

(vii) A recipient shall qualify as having Level II behavior if the recipient exhibits
on a daily basis one or more of the following behaviors that interfere with the
completion of personal care assistant services under subdivision 4, paragraph (a):

(A) unusual or repetitive habits; :

(B) withdrawn behavior; or

(C) offensive behavior.

(viii) A recipient with a home care rating of Level II behavior in subclause (vii),
items (A) to (C), shall be rated as comparable to a recipient with complex medical
needs under subclause (iv). If a recipient has both complex medical needs and Level 11
behavior, the home care rating shall be the next complex category up to the maximum
rating under subclause (i), item (B).

. (3) Private duty nursing services. All private duty nursing services shall be prior
authorized by the commissioner or the commissioner’s designee. Prior authorization for
private duty nursing services shall be based on medical necessity and cost-effectiveness
when compared with alternative care options. The commissioner may authorize medi-
cally necessary private duty nursing services in quarter-hour units when:

(i) the recipient requires more individual and continuous care than can be
provided during a nurse visit; or

(ii) the cares are outside of the scope of services that can be provided by a home
health aide or pcrsonal care assistant. .

The commissioner may authorize: :

(A) up to two times the average amount of direct care hours provided in nursing
facilities statewide for case mix classification “K” as established by the annual cost
report submitted to the department by nursing facilities in May 1992;

(B) private duty nursing in combination with other home’ care services up to the
total cost allowed under clause (2);

(C) up to 16 hours per day if the recipient requires more nursing than the
maximum number of direct care hours as established in item (A) and the recipient
meets the hospital admission criteria establishcd under Minnesota Rules, parts
9505.0501 to 9505.0540. '

The commissioner may authorize up to 16- hours per day of medically necessary
private duty nursing services or up to 24 hours per day of medically necessary private
duty nursing serviccs until such time as the commissioner is able to make a determina-
tion of eligibility for recipients who are cooperatively applying for home care services
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under the community alternative care program developed under section 256B.49, or
until it is determined by the appropriatc regulatory agency that a health benefit plan is
or is not required to pay for appropriate medically necessary health care services.
Recipients or their representatives must cooperatively assist the commissioner in
obtaining this determination. Recipients who are eligible for the community alternative
care program may not receive more hours of nursing under this section than would
otherwise be authorized under scction 256B.49.

(4) Ventilator-dependent recipients. If the recipient is ventilator-dependent, the
monthly medical assistance authorization for home care services shall not exceed what
the commissioner would pay for care at the highest cost hospital designated as a long-
term hospital under the Medicare program. For purposcs of this clause, home care
services means all services provided in the home that would be included in the payment
for care at the long-term hospital. “Ventilator-dependent” means an individual who
receives mechanical ventilation for life support at least six hours per day and is
expected to be or has been dependent for at least 30 consecutive days.

(f) Prior authorization; time limits. The commissioner or the commissioner’s
designee shall determine the time period for which a prior authorization shall be
effective. If the recipient continues to requirc home care services beyond the duration
of the prior authorization, the home care provider must request a new prior authoriza-
tion. Under no circumstances, other than the cxceptions in paragraph (b), shall a prior
authorization be valid prior to the date the commissioner receives the request or for
morc than 12 months. A recipient who appeals a reduction in previously authorized
home care services may continuc previously authorized services, other than temporary
services under paragraph (h), pending an appeal under section 256.045. The commis-
sioner must provide a detailed explanation of why the authorized services are reduced
in amount from those requested by the home care provider.

(g) Approval of home care services. The commissioner or the commissioner’s
designce shall determine the medical necessity of home care services, the level of
caregiver according to subdivision 2, and the institutional comparison according to this
subdivision, the cost-effectiveness of services, and the amount, scope, and duration of
home carc services reimbursable by medical assistance, based on the assessment,
primary payer coverage determination information as required, the service plan, the
recipient’s age, the cost of services, the recipient’s medical condition, and diagnosis or
disability. The commissioner may publish additional criteria for dctermining medical
necessity according to section 256B.04.

(h) Prior authorization requests; temporary services. The agency nurse, the
independently cnrolled private duty nurse, or county public health nurse may request a
temporary authorization for home care services by telephone. The commissioner may
approve a temporary level of home care services based on the assessment, and service
or care plan information, and primary payer coverage determination information as
required. Authorization for a temporary level of home care services including nurse
supervision is limited to the time specificd by the commissioner, but shall not exceed 45
days, unless extended because the county public health nurse has not completed the
required assessment and service plan, or the commissioner’s determination has not
been made. The level of services authorized under this provision shall have no bearing
on a future prior authorization.

(i) Prior authorization required in foster care setting. Home carc services
provided in an adult or child foster care setting must receive prior authorization by the
department according to the limits established in paragraph (a).

The commissioner may not authorize:

(1) home care services that are the responsibility of the foster care provider under
the terms of the foster care placement agrcement and administrative rulcs;

(2) personal care assistant services when the foster care license holder is also the
personal care provider or personal carc assistant unless the recipient can direct the
recipient’s own care, or case management is provided as required in section 256B.0625,
subdivision 19a;
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(3) personal care assistant scrvices when the responsible party is an employee of,
or under contract with, or has any direct or indirect financial relationship with the
personal care provider or personal care assistant, unless case management is provided
as required in section 256B.0625,subdivision 19a; or

(4) personal care assistant and private duty nursing services when the number of
foster care residents is greater than four unless the county responsible for the
recipicnt’s foster placement made the placement prior to April 1, 1992, requests that
personal care assistant and private duty nursing services be provided, and case
management is provided as required in section 256B.0625, subdivision 19a.

[For text of subd 6, see M.S.2000]

Subd. 7. Noncovered home care services. The following home carc services are not
eligible for payment under medical assistance:

(1) skilled nurse visits for the sole purpose of supervision of the home health aide;

(2) a'skilled nursing visit:

(i) only for the purposc of monitoring medication compliance with an established
medication program for a recipient; or

(ii) to administer or assist with medication administration, including injections,
prefilling syringes for injections, or oral medication set-up of an adult recipient, when
as determined and documented by the registered nurse, the need can be met by an
available pharmacy or the recipient is physically and mentally able to sclf-administer or
prefill a medication;

(3).-home care services to a recipient who is eligible for covered services under the
Medicare program or any other insurance held by the recipient;

(4) services to other members of the recipient’s household;

(5) a visit made by a skilled nurse solely to train other home health agency
workers; o '

(6) any home care service included in the daily rate of the community-based
residential facility where the recipient is residing;

(7) nursing and rehabilitation therapy services that are reasonably accessible to a
recipient outside the recipient’s. place of residence, excluding the asscssment, counsel-
ing and education, and personal assistant care;

(8) any home health agency scrvice, excluding personal care assistant services and
private duty nursing services, which are performed in a place other than the recipient’s
residence; and

(9) Mcdicare evaluation or administrative nursing visits on dual-eligible recipients
that do not qualify for Medicare visit billing.

Subd. 8. Shared personal care.assistant services. (a) Medical assistance payments
for shared personal care assistance services shall be limited according to this subdivi-
sion.

(b) Recipients of personal care assistant services may share staff and the commis-
sioner shall provide a rate system for-shared personal care assistant services. For two
persons sharing services, the rate paid to a provider shall not exceed 1-1/2 times the
rate paid for serving a single individual, and for three persons sharing scrvices, the rate
paid to a provider shall not exceed. twice the rate paid for serving a single individual.
These ratcs apply only to situations in which all recipients werc present and received
shared services on the date for which the service is billed. No more than three persons
may receive shared services from a personal care assistant in a single setting.

(c) Shared service is the provision of personal care assistant scrvices by a personal
carc assistant to two or three rccipients at the same time and in the same sctting. For
the purposes of this subdivision, “setting” meéans:

(1) the home or foster care home of one of the individual recipients; or
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(2) a child care program in which all recipients served by one personal care
assistant are participating, which is licensed under chapter 245A or operated by a local
school district or private school; or

(3) outside the home or foster care home of one of  the recipients when normal life
activities take the recipients outside the home.

The provisions of this subdivision do not apply when a. personal .care assistant is
caring for multiple recipients in more than one setting.

(d) The recipient or the recipient’s responsible party, in conjunction with the
county public health nurse, shall determine:

(1) whether shared personal care assistant services is an appropriate option based
on the individual needs and preferences of the recipient; and

(2) the amount of shared services allocated as part of the overall authorization of
personal care assistant services.

The recipient or the responsible party, in conjunction with the supervising quali-
fied professional, if a qualified professional is requested by any one of the recipients or
responsible parties, shall arrange the setting and grouping of shared services based on
the individual needs and preferences of the recipients. Decisions on the selection of
recipients to share services must be based on the ages of the recipients, compatibility,
and coordination of their care needs.

(e) The following items must be considered by the recipient or the responsible
party and the supervising qualified professional, if a qualified professional has been
requeeted by any one of the recipients or responsible parties, and documented in the
recipient’s health service record: : :

(1) the additional qualifications needed by the personal care assistant to prov1de
care to several recipients in the same setting;

(2) the additional training and supervision needed by the personal care assistant to
cnsure that the needs of the recipient are met appropriately and safely. The provider
must provide on-site supervision by a qualified professional within the first 14 days of
shared services, and monthly thereafter, if supervision by a qualified provider has been
requested by any one of the recipicnts or responsible parties;

(3) the setting in which the shared services will be provided;

(4) the ongoing monitoring and evaluation of the cffectiveness and appropriate-
ness of the service and process used to make changes in service or setting; and

(5) a contingency plan which accounts for absence of the recipient in a shared
services setting due to illness or other circumstances and staffing contingencies.

. (f) The provider must offer the recipient or the responsible party the option of
shared or one-on-onc personal care assistant services. The recipient or the responsible
party can withdraw from participating in a shared services arrangement at any time.

(g) In addition to documentation requirements under Minnesota Rules, part
9505.2175, a personal care provider must meet documentation requirements for shared
personal care assistant services and must document the following in the health service
record for each individual recipient sharing services:

(1) permission by the recipient or the recipient’s responsible party, if any, for the
maximum number of shared services hours per week chosen by the recipient;

(2) permission by the recipient or the recipient’s responsible party, if any, for
personal care assistant services provided outside the recipient’s residence;

(3) permission by the recipient or the recipient’s rcsponsible party, if any, for
others to receive shared services in the recipient’s residence;

(4) revocation by the recipient or the recipient’s responsible party, if any, of the
shared service authorization, or the shared service to be provided to others in the
recipient’s residence, or the shared service to be provided outside the recipient’s
residence;

(5) supervision of the shared personal care assistant services by the qualified
professional, if a qualified professional is requested by one of the recipients or
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responsible parties, including the date, time of day, number of hours spent supervising
the provision of shared services, whether the supervision was face-to-face or another
method of supervision, changes in the recipient’s condition, shared services scheduling
issues and recommendations;

(6) documentation by the qualified professional, if a qualified professional is
requested by one of the recipients or responsible parties, of telephone calls or other
discussions with the personal care assistant regarding services being provided to the
recipient who has requested the supcrvision; and

(7) daily documentation of the shared services provided by each identified
personal care assistant including:

(i) the names of each rccipient receiving , shared services together;

(i) the setting for the shared services, including the starting and ending times that
the recipient reccived shared services; and

(ii) notes by the personal care assistant regarding changes in the recipient’s
condition, problems that may arise from the sharing of services, scheduling issues, care
issues, and other notes as required by the qualified professional, if a qualified
professional is requested by one of the recipients or responsible parties.

(h) Unless otherwisc provided in this subdivision, all other statutory and regulatory
provisions relating to personal care assistant services apply to shared scrvices.

(1) In the event that supervision by a qualified professional has been requested by
one or more recipients, but not by all of the recipients, the supervision duties of the
qualified professional shall be limited to only those recipients who have requested the
supervision.

Nothing in this subdivision shall bc construed to reduce the total number of hours
authorized for an individual recipient.

[For text of subd 9, see M.S.2000]

Subd. 10. Fiscal intermediary option available for personal care assistant services.
(a) The commissioner may allow a recipient of personal care assistant services to use a
fiscal intermediary to assist the recipient in paymg and accountmg for medically
necessary covered personal care assistant services authorized in subdivision 4 and
within the payment parameters of subdivision 5. Unless otherwise provided in this
subdivision, all other statutory and rcgulatory provisions relating to personal care
assistant services apply to a recipient using the fiscal intermediary option.

(b) The recipient or responsible party shall:

(1) recruit, hire, and terminate a qualified professional, if a qualified professional
is requested by the recipient or responsible party;

(2) verify and document the credentials of the qualified professional, if a qualified
professional is requested by the recipient or responsible party;

(3) develop a service plan based on physician orders and public health nurse
assessment with the assistance of a qualified professional, if a qualified professional is
requested by the recipient or responsible party, that addresses the health and safety of
the recipient;

(4) recruit, hire, and terminate the personal care assistant;

(5) orient and train the personal care assistant with assistance as needed from the
qualified professional;

(6) supervise and evaluate the personal care assistant with assmtance as needed
from the recipient’s physician or the qualified professional;

(7) monitor and verify in writing and report to the fiscal intermediary the number
of hours worked by the personal care assistant and the qualified professional; and

(8) enter into a written agreement, as specified in paragraph (f).
(c) The duties of the fiscal intermediary shall be to:

(1) bill the medical assistance program for personal care assistant and qualified
professional services;
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(2) request and secure background checks on personal care assistants and qualified
professionals according to scction 245A.04;

(3) pay the personal care assistant and qualified professional based on actual hours
of services provided;

(4) withhold and pay all applicable federal and state taxes;

(5) verify and keep records of hours worked by the personal care assistant and
qualified professional;

(6) make the arrangements and pay unemployment insurance, taxes, workers’
compcnsation, liability insurance, and other benefits, if any;

(7) enroll in the medical assistancc program as a fiscal intermediary; and

(8) enter into a written agreement as specified in paragraph () before services are
provided.

(d) The fiscal intermediary:

(1) may not be related to the recipient, qualified professional, or the personal care
assistant;

(2) must cnsure arm’'s length transactions with the recipient and personal care
assistant; and

(3) shall be considered a joint employer of the personal care assistant and
qualified profcssional to the extent specified in this scction.

The fiscal intermediary or owners of the cntity that provides fiscal intermediary
services under this subdivision must pass a criminal background check as required in
scetion 256B.0627, subdivision 1, paragraph (¢).

(e) If the recipient or responsible party requests a qualified professional, the
qualified profcssional providing assistance to the recipient shall meet the qualifications
specified in section 256B.0625, subdivision 19c. The qualified professional shall assist
the recipient in developing and revising a plan to meet the recipient’s needs, as
asscssed by the public health nurse. In performing this function, the qualified profes-
sional must visit the recipient in the recipient’s home at least once annually. The
qualified professional must report any suspected abuse, neglect, or financial exploita-
tion of the recipient to the appropriate authorities.

() The fiscal intermediary, recipient or responsible party, personal care assistant,
and qualified professional shall enter into a writtcn agreement bcfore services are
started. The agreement shall include:

(1) the duties of the recipient, qualified profcssmnal personal care assistant, and
fiscal agent based on paragraphs (a) to (e);

(2) the salary and benefits for the personal care assistant and the qualified
professional;

(3) the administrative fee of the fiscal intermediary and services paid for with that
fee, including background check fees;

(4) procedures to respond to billing or payment complaints; and

(5) procedures for hiring and terminating the personal care assistant and the
qualified professional.

(g) The rates paid for personal care assistant services, qualified professional
services, and fiscal intermediary services under this subdivision shall be the same rates
paid for personal carc assistant services and qualified professional scrvices under
subdivision 2 respectively. Except for the administrative fee of the fiscal intermediary
specified in paragraph (f), the remainder of the rates paid to the fiscal intermediary
must be used to pay for the salary and benefits for the personal care assistant or the
qualified professional.

(h) As part of the assessment defined in subdivision 1, the following conditions
must be met to use or continue use of a fiscal intermediary:

(1) the recipient must be able to direct the recipient’s own care, or the responsible
party for the recipient must be readily available to dircct the care of the personal care
assistant;
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(2) the recipient or responsible party must be knowledgeable of the health care
needs of the recipient and be able to effectively communicate those needs;

(3) a face-to-face assessment must be conducted by the local county public health
nursc at least annually, or when there is a significant change in the recipient’s condition
or change in the need for personal care assistant services;

(4) the recipient cannot sclect the shared services option as speciﬁed in subdivision
8; and

(5) parties must be in comphance with the written agreement specified in
paragraph (f).

(i) The commissioner shall deny, revoke, or suspend the authorization to use the
fiscal intermediary option if:

(1) it has been determined by the qualified professional or local county public
health nurse that the use of this option jeopardizes the recipient’s health and safety;

(2) the parties have failed to comply with the written agreement specified in
paragraph (f); or

(3) the use of the option has led to abusive or fraudulent billing for personal care
assistant services.

The recipient or responsible party may appeal the commissioner’s action according
to section 256.045. The denial, revocation, or suspension to use the fiscal mtermcdldry
option shall not affect the recipient’s authorized level of personal care assistant services
as determined in subdivision 5.

Subd. 11. Shared private duty nursing care option. (a) Medical assistance pay-
ments for shared private duty nursing scrvices by a private duty nurse shall be limited
according to this subdivision. For the purposes of this section, “private duty nursing
agency” means an agency licensed under chapter 144A to provide private duty nursing
services.

(b) Recipients of private duty nursing services may share nursing staff and the
commissioner shall provide a rate methodology for shared private duty nursing. For
two persons sharing nursing care, the rate paid to a provider shall not exceed 1.5 times
the regular private duty nursing rates paid for serving a single individual by a registered
nurse or licensed -practical nurse. These rates apply only to situations in which both
recipicnts are present and receive shared private duty nursing care on the date for
which the service is billed. No more than two persons may receive shared private duty
nursing services from a private duty nurse in a single sctting.

(c) Shared private duty nursing care is the provision of nursing services by a
private duty nurse to two recipients at the same time and in the same sctting. For the
purposes of this subdivision, “setting” means:

(1) the home or foster care home of one of the individual recipients; or

(2) a child care program licensed under chapter 245A or opcrated by a local
school district or private school; or

(3) an adult day care service licensed under chapter 245A; or

(4) outside the home or foster care home of one of the recipients when normal life
activities take the recipients outside the home.

This subdivision does not apply when a private duty nurse is caring for multiple
recipients in more than one setting.

(d) The recipient or the recipient’s legal representative, and the recipient’s
physician, in conjunction with the home health care agency, shall determine:

(1) whether shared private duty nursing care is an appropriate option based oh the
individual needs and preferences of the recipient; and

(2) the amount of shared private duty nursing services authorized as part of the
overall authorization of nursing services.

(e) The recipient or the recipient’s legal representative, in conjunction with the
private duty nursing agency, shall approve the sctting, grouping, and arrangement of
shared private duty nursing care based on the individual nceds and preferences of the
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recipients. Decisions on the selection of recipients to share services must be based on
the ages of the recipients, compatibility, and coordination of their care needs.

() The following items must be considered by.the recipicnt or the recipient’s legal
representative and the private duty nursing agency, and documented in the recipient’s
health service record:

(1) the additional training needed by the private duty nurse to provide carc to two
recipicnts in the same setting and to ensure that the needs of the recipients are met
appropriately and safcly;

(2) the sctting in which the shared private duty nursing carc will be provided;

(3) the ongoing monitoring and evaluation of the cffectiveness and appropriate-
ness of the service and process used to make changes in scrvice or setting;

(4) a contingency plan which accounts for absence of the recipicnt in a shared
private duty nursing setting due to illness or other circumstances;

(5) staffing backup contingencics in the event of employee illness or absénce; and

(6) arrangements for additional assistance to respond to urgent or emergency care
needs of the recipients.

(g) The provider must offer the recipient or responsible party the option of shared
or one-on-one private duty nursing services. The recipient or responsible party can
withdraw from participating in a shared service arrangement at any time.

(h) The private duty nursing agency must document the following in the health
service record for each individual recipient sharing private duty nursing care:

(1) permission by the recipient or the recipient’s legal representative for the
maximum number of shared nursing care hours per week chosen by the recipient;

(2) permission by the recipient or the recipient’s legal representative for shared
private duty nursing services provided outside the recipient’s residence;

(3) permission by the recipient or the recipient’s legal representative for others to
reccive shared private duty nursing services in the recipient’s residence;

(4) revocation by the recipient or the recipient’s legal representative of the shared
private duty nursing care authorization, or the shared care to be provided to others in
the recipient’s residence, or the shared private duty nursing services to be provided
outside the recipient’s residence; and

(5) daily documentation of the shared private duty nursing services provided by
cach identified private duty nurse, including:

(i) the names of each remplent recciving shared private duty nursing services
together;

(ii) the setting for the shared services, including the starting and ending times that
the recipient received shared private duty nursing care; and

(iif) notes by the private duty nurse regarding changes in the recipient’s condition,
problems that may arise from the sharing of private duty nursing services, and
scheduling and care issues.

(1) Unless otherwise provided in this subd1v151on all other statutory and regulatory
provisions relating to private duty nursing services apply to shared private duty nursing
services.

Nothing in this subdivision shall be construed to reduce the total number of
private duty nursing hours authorized for an individual recipient under subdivision 5.

[For text of subd 12, see M.S.2000]

Subd. 13. Consumer-directed home care demonstration project. (a) Upon the
receipt of federal waiver authority, the commissioner shall implement a consumer-
directed home care demonstration project. The consumer-directed home care demon-
stration project must demonstrate and evaluate the outcomes of a consumer-directed
service delivery alternative to improve access, increase consumer control and accounta-
bility over available resources, and enable the use of supports that are more individual-
ized and cost-effective for eligible medical assistance recipients receiving certain
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medical assistance home care services. The consumer-directed home care demonstra-
tion project will be administered locally by county agencies, tribal governments, or
administrative entities under contract with the state in regions where counties choose
not to provide this service.

(b) Grant awards for persons who have been receiving medical assistance covered
personal care, home health aide, or private duty nursing services for a period of 12
consecutive months or more prior to enrollment in the consumer-directed home care
demonstration project will be established on a case-by-case basis using historical scrvice
expenditure data. An average monthly expenditure for each continuing enrollee will be
calculated based on historical expenditures made on behalf of the enrollee for personal
care, home health aide, or private duty nursing serviecs during the 12 month period
directly prior to enrollment in the project. The grant award will equal 90 percent of the
average monthly expenditure.

(c) Grant awards for project enrollecs who have been receiving medical assistance
covered personal care, home health aide, or private duty nursing services for a period
of less than 12 consecutive months prior to project enrollment will be calculated on a
case-by-case basis using the service authorization in place at the time of enroliment.
The total number of units of personal care, home health aide, or private duty nursing
services the enrollee has been authorized to receive will be converted to the total cost
of the authorized services in a given month using the statewide average service payment
rates. To determince an estimated monthly expenditure, the total authorized monthly
personal care, home healith aide or private duty nursing service costs will be reduced by
a percentage rate equivalent to the difference between the statewide average service
authorization and the statewide average utilization ratc for each of the services by
medical assistance eligibles during the most recent fiscal year for which 12 months of
data is available. The grant award will equal 90 percent of the estimated monthly
expenditure. :

(d) The state of Minnesota, county agencies, tribal governments, or administrative
entities under contract with the slate that participate in the implementation and
administration of the consumer-directed home care demonstration project; shall not be
liable for damages, injuries, or liabilities sustained through the purchase of support by
the individual, the individual’s family, legal representative, or the authorized represen-
tative under this section with funds received through the consumer-directed home care
demonstration project. Liabilitics include but are not limited to: workers’ compensation
liability, the Federal Insurance Contributions Act (FICA), or the Federal Unemploy-
ment Tax Act (FUTA).

(e) With federal approval, the commissioner may adjust methodologies in para-
graphs (b) and (c) to simplify program administration, improve consistency between
state and federal programs, and maximize federal financial participation.

Subd. 14. Telehomecare; skilled nurse visits. Medical assistance covers skilled
nurse visits according to section 256B8.0625, subdivision 6a, provided via telehomecare,
for services which do not require hands-on care between the home care nurse and
recipient. The provision of telchomecare must be made via live, two-way interactive
audiovisual technology and may be augmented by utilizing store-and-forward technolo-
gies. Store-and-forward technology includes telehomecare services that do not occur in
real time via synchronous transmissions, and that do not require a face-to-face
encounter with the recipient for all or any part of any such telehomecare visit.
Individually identifiable patient data obtained through real-time or storc-and-forward
technology must be maintained as health records according to section 144.335. 1f the
video is used for research, training, or other purposes unrelated to the care of the
patient, the identity of the patient must be concealed. A communication betwcen the
home care nurse and recipient that consists solely of a telephone conversation,
facsimile, electronic mail, or a consultation between two health care practitioners, is
not to be considercd a telehomecare visit. Multiple daily skilled nurse visits provided
via telehomecare are allowed. Coverage of telehomecare is limited to two visits per day.
All skilled nurse visits provided via tclehomecare must be prior authorized by the
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commissioner or the commissioner’s designee and will be covered at the same
allowable rate as skilled nurse visits provided in-person.

Subd. 15. Therapies through home health agencies. (a) Physical therapy. Medical
assistance covers physical therapy and related services, including specialized mainte-
nance therapy. Services provided by a physical therapy assistant shall be reimbursed at
the same rate as services performed by a physical therapist when the services of the
physical therapy assistant are provided under the direction of a physical therapist who
is on the premises. Services provided by a physical therapy assistant that are provided
under the direction of a physical therapist who is not on the premises shall be
reimbursed at 65 percent of the physical therapist rate. Direction of the physical
therapy assistant must be provided by the physical therapist as described in Minnesota
Rules, part 9505.0390, subpart 1, item B. The physical therapist and physical therapist
assistant may not both bill for services provided to a recipient on the same day.

(b) Occupational therapy. Medical assistance covers occupational therapy and
related services, including specialized maintenance therapy. Scrvices provided by an
occupational Lhenpy assistant shall be reimbursed at the same rate as services
performed by an occupational therapist when the services of the occupational therapy
assistant are provided under the direction of the occupational therapist who is on the
premises. Services provided by an occupational therapy assistant under the direction of
an occupational therapist who is not on the premises shall be reimbursed at 65 percent
of the occupational therapist rate. Direction of the occupational therapy assistant must
be provided by the occupational therapist as described in Minnesota Rules, part
9505.0390, subpart 1, item B. The occupational therapist and occupational therapist
assistant may not both bill for services provided to a recipient on the same day.

Subd. 16. Hardship criteria; private duty nursing. (a) Payment is allowed for
extraordinary scrvices that require specialized nursing skills and are provided by
parents of minor children, spouses, and legal guardians who are providing private duty
nursing care under the following conditions:

(1) the provision of these services is not legally required of the parents, spouses, or
legal guardians;

(2) the scrvices are necessary to prevent hospitalization of the recipient; and

(3) the recipient is eligible for state plan home care or a home and community-
basced waiver and one of the following hardship criteria are met:

(i) the parent, spouse, or legal guardian resigns from a part-time or full-time job to
provide nursing care for the recipient; or

(ii) the parent, spouse, or legal guardian goes from a full-time to a part-time job
with less compensation to provide nursing care for the recipicnt; or

(i) the parent, spouse, or legal guardian takes a leave of absence without pay to
provide nursing care for the recipient; or

(iv) because of labor conditions, special language needs, or intermittent hours of
care nceded, the parent, spouse, or legal ouardlan is ncedcd in order to provide
adequate private duly nursing services to meet the medical needs of the recipient.

(b) Private duty nursing may be provided by a parent, spouse, or legal guardian
who is a nurse licensed in Minnesota. Private duty nursing services provided by a
parent, spousc, or legal guardian cannot be used in licu of nursing services covered and
available under liable third-party payors, including Medicare. The private duty nursing
provided by a parent, spouse, or legal guardian must be included in the scrvice plan.
Authorized skilled nursing services provided by the parent, spouse, or legal guardian
may not exceed 50 percent of the total approved nursing hours, or eight hours per day,
whichever is less, up to a maximum of 40 hours per week. Nothing in this subdivision
precludes the parent’s, spouse’s, or lcgal guardian’s obligation of assuming the non-
reimbursed family responsibilities of emergency backup carcgiver and primary caregiv-
er.

(c) A parent or a spouse may not be paid to provide private duty nursing care if
the parent or spouse fails to pass a criminal background check according to section
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245A.04, or if it has been determined by the home health agency, the case manager, or
the phyﬁlcmn that the private duty nursing care provided by the parent, spouse, or legal
guardian is unsafc.

Subd. 17. Quality assurance plan for personal care assistant services. The
commissioner shall establish a quality assurance plan for personal care assistant services
that includes:

(1) performance-based provider agreements;

(2) meaningful consumer input, which may include consumer surveys, that measure

the extent to which participants receive ‘the services and supports described in the
individual plan and participant satisfaction with such services and supports;

(3) ongoing monitoring of the health and well-bcing of consumers; and

(4) an ongoing public process for development, implementation, and review of the
quality assurance plan.

History: 1Sp2001 ¢ 9 art 3 s 29-41
256B.0635 CONTINUED ELIGIBILITY IN SPECIAL CIRCUMSTANCES.

Subdivision |. Increased employment. (a2) Until June 30, 2002, medical assistance
may be paid for persons who reccived MFIP-S or medical assistance for families and
children in at least three of six months preceding the month in which the person
became- ineligible for MFIP-S or medical assistance. if the ineligibility was due to an
increase in hours of employment or employment income or due to the loss of an
earncd income disregard. In addition, to receive continued assistance under this
section, persons who received medical assistance for families and children but did not
receive MFIP-S must have had income less than-or equal to the assistance standard for
their family size under the state’s AFDC plan in effect as of July 16, 1996, increased by
three percent effective July 1, 2000, at the time medical assistance eligibility began. A
person who is cligible for extended medical assistance is entitled to six months of
assistance without reapplication, unless the assistance unit ccases to include a depen-
dent child. For a person under 21 years of age, medical assistance may not be
discontinued within the six-month period of extended eligibility until it has bcen
determined that the person is not otherwise cligible for medical assistance. Medical
assistance may be continued for an additional six months if the person mects all
requirernents for the additional six months, according to title XIX of the Social
Sccurity Act, as amended by section 303 of the Family Support Act of 1988, Public Law
Number 100-485. .

(b) Beginning July 1, 2002, medical assistance for families and children may be
paid for persons who were eligible under section 256B.055, subdivision 3a, in at least
three of six months preceding the month in which the person became incligible under
that section if the ineligibility was due to an incrcase in hours of cmployment or
employment income or duc to the loss of an earned income disregard. A person who is
eligible for extended medical assistance is entitled to six months of assistance without
reapplication, unless the assistance unit ceases to include a dependent child, except
.medical assistance may not be discontinued for that dependent child under 21 years of
age within the six-month period of extended eligibility until it has been determined that
the person is not otherwise eligible for medical assistance. Medical assistance may be
continued for an additional six months if the person meets all requircments for the
additional six months, according to title XIX of the Social Security Act, as amended by
section 303 of the de1ly Support Act of 1988, Public Law Number 100-485.

Subd. 2. Increased child or spousal support. (a) Until June 30, 2002, medical
assistance may be paid for persons who received MFIP-S or medical assistance for
families and children in at least three of the six months preceding the month in which
the person became ineligible for MFIP-S or medical assistance, if the ineligibility was
the result of the collection of child or spousal support under part D of title IV of the
Social Security Act. In addition, to receive continued assistance under this section,
persons who received medical assistance for families and children but did not receive
MFIP-S must have had income less than or equal to the assistance standard for their
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family size under the state’s AFIDC plan in effect as of July 16, 1996, increased by three
percent effective July 1, 2000, at the time medical assistance cligibility began. A person
who is eligible for extended medical assistance under this subdivision is entitled to four
months of assistance without reapplication, unless the assistance unit ceases to include
a dependent child, except medical assistance may not be discontinued for that
dependent child under 21 years of age within the four-month period of extended
eligibility until it has been determined that the person is not otherwise eligible for
medical assistance.

(b) Beginning July 1, 2002, medical assistance for families and children may be
paid for persons who were eligible under section 256B.055, subdivision 3a, in at least
three of the six months preceding the month in which the person became ineligible
under that section if the ineligibility was the result of the collection of child or spousal
support under part D of title IV of the Social Security Act. A person who is eligible for
extended medical assistance under this subdivision is entitled to four months of
assistance without reapplication, unless the assistance unit ceases to include a depen-
dent child, except medical assistance may not be discontinued for that dependent child
under 21 years of age within the four-month period of extended eligibility until it has
been determined that the person is not otherwise eligible for medical assistance.

Subd. 3. [Repealed, 1Sp2001 ¢ 9 art 2 s 76]

History: 1Sp2001 ¢ 9 art 2 5 40,41

256B.0637 PRESUMPTIVE ELIGIBILITY FOR CERTAIN PERSONS NEEDING
TREATMENT FOR BREAST OR CERVICAL CANCER.

Medical assistance is available during a presumptive eligibility period for persons
who meet the criteria in section 256B.057, subdivision 10. For purposes of this section,
the presumptive eligibility period begins on the date on which an entity designated by
the commissioner determines, based on preliminary information, that the person meets
the criteria in section 256B.057, subdivision 10. The presumptive eligibility period ends
on the day on which a determination is made as to the person’s eligibility, except that if
an application is not submitted by the last day of the month following the month during
which the determination based on preliminary information is made, the presumptive
eligibility period ends on that last day of the month.

History: 1Sp2001 ¢ 9 art 25 42

NOTE: This section, as added by l.aws 2001, First Special Session chapter 9, article 2, section 42, is effective July 1, 2002.
Laws 2001, First Special Session chapter Y. article 2, section 42, the effective date.

256B.0644 PARTICIPATION REQUIRED FOR REIMBURSEMENT UNDER OTHER
STATE HEALTH CARE PROGRAMS.

A vendor of medical care, as defined in section 256B.02, subdivision 7, and a
health maintenancce organization, as defined in chapter 62D, must participate as a
provider or contractor in the medical assistance program, gencral assistance medical
care program, and MinnesotaCare as a condition of participating as a provider in
health insurance plans and programs or contractor for state employees established
under section 43A.18, the public employees insurance program under section 43A.316,
for health insurance plans offered to local statutory or home rule charter city, county,
and school district employecs, the workers’ compensation system under section 176.135,
and insurance plans provided through the Minnesota comprehensive health association
under sections 62E.01 to 62E.19. The limitations on insurance plans offered to local
government employees shall not be applicable .in geographic areas where provider
participation is limited by managed-care contracts with the department of human
services. For providers other than hcalth maintenance organizations, participation in
the medical assistance program means that (1) the provider accepts new medical
assistance, general assistance mcdical care, and MinncesotaCare patients or (2) at least
20 percent of the provider’s patients are covered by medical assistance, general
assistance medical care, and MinncsotaCare as their primary source of coverage.
Patients seen on a volunteer basis by the provider at a location other than the
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provider’s usual place of practice may be considered in meeting this participation
requirement. The commissioner shall establish participation requirements for health
maintenance organizations. The commissioner shall provide lists of participating medi-
cal assistance providers on a quarterly basis to the commissioner of employee relations,
the commissioner of labor and industry, and the commissioner of commerce. Each of
the commissioners shall develop and implement procedures to exclude as participating
providers in the program or programs under their jurisdiction those providers who do
not participate in the medical assistance program. The commissioner of employee
relations shall implement this section through contracts with participating health and
dental carriers. _
History: 1Sp2001 ¢ 9 art 25 43
256B.071 MEDICARE MAXIMIZATION PROGRAM.
[For text of subd 1, see M.S.2000]

Subd. 2. Technical assistance to providers. (a) The commissioner shall establish a
technical assistance program to require providers of services and equipment under this
section to maximize collections from the federal Medicare program. The technical
assistance may include the provision of materials to help providers determine those
services and equipment likely to be reimbursed by Medicare.

(b) Any provider of home care services enrolled in the medical assistance program,
or county public health nursing agency responsible for personal care assessments, or
county case managers for alternative care or medical assistance waiver programs, is
required to use the method developed and supplied by the department of human
services for determining Medicare coverage for home care equipment and services
provided to dual entitlees to ensure appropriate billing of Medicare.

[For text of subds 3 and 4, see M.S.2000]

Subd. 5. [Repealed, 2001 ¢ 161 s 58; 2001 ¢ 203 s 19]
History: 2001 ¢ 203 s 10

256B.0911 LONG-TERM CARE CONSULTATION SERVICES.

Subdivision 1. Purpose and goal. (a) The purpose of long-tcrm care consultation
services is to assist persons with long-term or chronic care needs in making long-term
care decisions and selecting options that meet their needs and reflect their preferences.
The availability of, and access to, information and other types of assistahce is also
intended to prevent or delay certified nursing facility placements and to provide
transition assistance after admission. Further, the goal of these scrvices is to contain
costs associated with unnecessary certified nursing facility admissions. The commission-
ers of human services and health shall seek to maximize use of available federal and
state funds and establish the broadest program possible within the funding available.

(b) Thesc services must be coordinated with services provided under sections
256.975, subdivision 7, and 256.9772, and with services provided by other public and
private agencies in the community to offer a variety of cost-effective alternatives to
persons with disabilities and elderly persons. The county agency providing long-term
care consultation scrvices shall encourage the use of volunteers from families, religious
organizations, social clubs, and similar civic and service organizations to provide
community-based services. :

Subd. la. Definitions. For purposes of this section, the following definitions apply:

. (a) “Long-term care consultation services” means:

(1) providing information and education to the general public regarding availability
of the services authorized under this section;

(2) an intake process that provides access to the services described in this section;

(3) asscssment of the health, psychological, and social needs of referred individu-
als; . :
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(4) assistance in identifying services nceded to maintain an individual in the least
restrictive cnvironment;

(5) providing recommendations on cost-effective community services that are
available to the individual;

(6) development of an individual’s community support plan;

(7) providing information regarding eligibility for Minnesota health care programs;

(8) preadmission screening to determine the need for a nursing facility level of
care; . _

(9) preliminary determination of Minncsota health care programs cligibility for
individuals who necd a nursing facility level of care, with appropriate referrals for final
determination;

(10) providing recommendations for nursing facility placement when there are no
cost-effective community services available; and

(11) assistance to transition people back to comrnumty settings after facility
admission. :

(b) “Minnesota health care programs” means the medical assistance program
under chapter 256B, the alternative care program under section 256B.0913, and the
prescription drug program under section 256.955. .

Subd. 2. [Repealed, 1Sp2001 ¢ 9 art 4 s 34]

Subd. 2a. [Repealed, 1Sp2001 ¢ 9 art 4 s 34]

Subd. 3. Long-term care consultation team. (a) A long-term care consultation
tcam shall be established by the county board of commissioners. Each local consulta-
tion tcam shall consist of at least one social worker and at least one public health nurse
from their respective county agencies. The board may designate public health or social
services as the lead agency for long-term care consultation services. If a county does
not have a public health nurse available, it may request approval from the commission-
er to assign a county registered nurse with at least one year experience in home care to
participate on the tcam. Two or more countics may collaborate to establish a joint local
consultation team or teams.

(b) The team is responsible for providing long-term care consultation services to
all persons located in the county who request the services, regardless of ehglblllty for
Minnesota health carc programs.

Subd. 3a. Assessment and support planning. (a) Persons requesting assessment,
services planning, or other assistance intended to support community-based living must
be visited by a long-term care consultation team within ten working days after the date
on which an assessment was requested or recommended. Assessments must be conduct-
ed according to paragraphs (b) to (g).

(b) The county may utilize a team of either the social worker or public health
nurse, or both, to conduct the assessment in a face-to-face interview. The consultation
team members must confer regarding the most appropriate care for each individual
screened or assessed.

(c) The long-term care consultation team must assess the health and social necds
of the person, using an assessment form provided by the commissioner.

(d) The team must conduct the assessment in a face-to-face interview with the
person being assessed and the person’s legal representative, if applicable.

(e) The tecam must provide the person, or the person’s legal representative, with
written recommendations for facility- or community-based services. The tcam must
document that the most cost-effective alternatives available were offered to the
individual. For purposes of this requirement, “cost-effective alternatives” means com-
munity services and living arrangements that cost the same as or less than nursing
facility care.

-(f) 1f the person chooses to use community-basced services, the team must provide
the person or the person’s legal representative with a written community support plan,
regardless of whether the individual is eligible for Minnesota health care programs. The
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person may rcquest assistance in developing a community support plan without
participating in a complete assessment. .

(g) The team must give the person receiving assessment or support planning, or
the person’s legal representative, matcrials supphed by the commissioner containing the
following 1m‘ormahon

(1) the purposc of preadmission screening and assessment;
(2) information about Minnesota health care programs;
(3) the person’s freedom to accept or reject the recommendations of the team;

. (4) the person’s right to confidentiality under the Minnesota Government Data
Practices Act, chapter 13; and

(5) the person’s right to appeal the decision regarding the need for nursing facility
level of care or the county’s final decisions regarding public programs eligibility
according to section 256.045, subdivision 3.

Subd. 3b. Transition assistance. (a) A long-term care consultatlon team shall
provide assistance to persons residing in'a nursing facility, hospital, regional treatment
center, or intermediate care facility for persons wilh mental retardation who request or
are referred for assistance. Transition assistance must include assessment, community
support plan development, referrals to Minnesota health care programs, and referrals
to programs that provide assistance with housing.

(b) The county shall develop transition processes with institutional social workers
and discharge planners to ensure that:

(1) persons admitted to facilitics receive information about transition assistance
that is available;

(2) the asscssment is completed for persons within ten worl\mg days of the datc of
request or recommendation for assessment; and

(3) there is a plan for transition and follow-up for the individual’s return to the
community. The plan must require notification of other local agencies when a person
who may require assistance is screened by one county for admission to a facility located
in another county.

(c) If a person who is eligible for a Minnesota health care program is admitted to a
nursing facility, the nursing mclhty must include a consultatlon team member or the
case manager in the discharge planning process.

Subd. 4. [Repealed, 1Sp2001 ¢ 9 art 4 s 34]

Subd. 4a. Preadmission screening activities related to nursing facility admissions.
(a) All applicants to Medicaid certified nursing facilitics, including certified boarding
care facilities, must be screencd prior to admission regardless of income, assets, or
funding sources for nursing facility care, except as described in subdivision 4b. The
purpose of the screening is to determine the need for nursing facility level of care as
described in paragraph (d) and to complete activities reqmred under federal law
related to mental illness and mental retardation as outlined in paragraph (b).

(b) A person who has a diagnosis or possible diagnosis of mental illness, mental
retardation, or a related condition must receive a preadmission screening before
admission regardless of the exemptions outlined in subdivision 4b, paragraph (b), to
identify the need for further evaluation and specialized services, unless the admission
prior to screening is authorized by the local mental health authority or the local
developmental disabilities case manager, or unless authorized by the county agency
according to Public Law Number 100-508.

The following criteria apply to the preadmission screening:

(1) the county must use forms and criteria developed by the commissioner to
identity persons who require referral for further cvaluation and determination of the
nced for specialized services; and

(2) the cvaluation and determination of the need for specialized services must be
done by:
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(1) a qualified independent mental health professional, for persons with a primary
or secondary diagnosis of a serious mental illness; or

(ii) a qualified mental retardation professional, for persons with a primary or
secondary diagnosis of mental retardation or related conditions. For purposes of this
requirement, a qualified mental retardation professional must meet the standards for a
qualified mental retardation professional under Code of Federal Regulations, title 42,
section 483.430.

(c) The local county mental health duthorlty or the state mentdl retardation
authorlty under Public Law Numbers 100-203 and 101-508 may prohibit admission to a
nursing facility if the individual does ot meet the nursing facility level of care criteria
or needs specialized services as defined in Public Law Numbers 100-203 and 101-508.
For purposes of this section, “specialized services” for a person with mental retardation
or a related condition means active treatment as that term is defined under Code of
Federal Regulations, title 42, section 483.440 (a)(1).

(d) The determination of the need for nursing facility level of care must be made
according to criteria developed by the commissioner. In assessing a person’s needs,
consultation team members shall have a physician available for consultation and shall
consider the assessment of the individual’s attending physician, if any. The individual’s
physician must be included if the physician chooses to participate. Other personnel may
be included on the team as deemed appropriate by the county.

Subd. 4b. Exemptions and emergency admissions. (a) Exemptions from the federal
screening requirements outlined in subdivision 4a, paragraphs (b) and (c), are limited
to: : . _

(1) a person who, having entered an acute care facility from a certified nursing
facility, is returning to a certified nursing facility; and

(2) a person transferring from one certified nursing facility in Minnesota to
another certified nursing facility in Minnesota.

(b) Persons who are exempt [rom preadmission screening for purposes of level of
care determination include:

(1) persons described in paragraph (a);
(2) an individual who hads a contractual right to have nursing facility care paid for
indefinitely by the veterans’ administration;

(3) an individual enrolled in a demonstration project under section 256B.69,
subdivision 8, at the time of application to a nursing facility;

(4) an individual currently being served under the alternative care program or
under a home and community-bascd services waiver authorized under section 1915(c)
of the federal Social Security Act; and

(5) individuals admitted to a certificd nursing facility for a short-term stay, which is
expected to be 14 days or less in duration based upon a physician’s certification, and
who have been assessed and approved for nursing facility admission within the previous
six months. This exemption applies only if the consultation team member determines at
the time of the initial assessment of the six-month period that it is appropriate to use
the nursing facility for short-tcrm stays and that there is an adequate plan of care for
return to the home or community-based setting. If a stay exceeds 14 days, the
individual must be referred no later than the first county working day following the
14th resident day for a screening, which must be completed within five working days of
the referral. The payment limitations in subdivision 7 apply to an individual found at
screening to not meet the level of care criteria for admission to a certified nursing
facility. :

(c) Persons admitted to a Medicaid-certified nursing facility from the community
on an emergency basis as described in paragraph (d) or from an acute care facility on a
nonworking day must be screened the first working day after admission.

(d) Emergency admission to a nursing facility prior to screening is permitted when
all of the following conditions are met:
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(1) a person is admitted from the community to a certified nursing or certified
boarding care lacility during county nonworking hours;

(2) a physician has determined that delaying admission until preadmission screen-
ing is completed would adversely affect the person’s health and safety;

(3) there is a recent prec1p1tatmg event that precludes the client from living safely
in the community, such as sustaining an injury, sudden onset of acute illness, or a
caregiver’s inability to continue to provide care;

(4) the attending physician has authorized the emergency placement and has
documented the reason that the emergency placement is recommendcd; and

(5) the county is contacled on the first working day following the emergency
admission.

Transfer of a patient from an acute care hospital to a nursing facility is not considered
an emergency except for a person who has received hospital services in the following
situations: hospital admission for observation, care in an emergency room without
hospital admission, or following hospital 24-hour bed care.

Subd. 4c. Screening requirements. (a) A person may be screened for nursing
facility admission by telephone or in a face-to-face screening interview. Consultation
tcam members shall identify each individual’s needs using the following categories:

(1) the person needs no face-to-face screening interview to determine the need for
nursing facility level of care based on information obtained from other health care
professionals;

(2) the person needs an immediate, face-to-face screening interview to determine
the need for nursing facility level of care and complete activities required under
subdivision 4a; or

(3) the person may be exempt from screenmg reqmremems as outlined in
subdivision 4b, but will need transitional assistance after admission or in-person follow-
along after a return home.

(b) Persons admitted on a nonemergency basis to a Med1ca1d certified nursing
facility must be screened prior.to admission. .

(c) The long-term care consultation team shall recommend a case mix classifica-
tion for persons admitted to a certified nursing facility when sufficient information is
received to make that classification. The nursing facility is authorized to conduct all
case mix assessments for persons who have been screened prior to admission for whom
the county did not recommend a case mix classification. The nursing facility is
authorized to conduct all case mix assessments for persons admitted to the facility prior
to a preadmission screeming. The county retains the responsibility of distributing
appropriate case mix forms to the nursing facility.

(d) The county screening or intake activity must include processes to identify
persons who may require transition assistance as described in subdivision 3b.

Subd. 4d. Preadmission screening of individuals under 65 years of age. (a) It is the
policy of the state of Minnesota to ensure that individuals with disabilities or chronic
illness are served in the most integrated setting appropriate to their needs and have the
necessary information to make informed choices about home and community-based
service options.

(b) Individuals under 65 years of age who arc admitted to a nursing facﬂlty from-a
hospital must be screened prior to admission as outlined in subdivisions 4a through 4c.

(¢) Individuals under 65 years of age who are admitted to nursing facilities with
only a telephone screcning must rcceive a face-to-face assessment from the long-term
care -consultation team member of the county in which the facility is located or from
the recipient’s county case manager within 20 working days of admission.

(d) At the face-to-face assessment, the long-term carc consultation team member
or county case manager must perform the "activities required under subdivision 3b.
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(e) For individuals under 21 years of age, a screening interview which recommends
nursing facility admission must be face-to-face and approved by the commissioner
before the individual is admitted to the nursing facility.

() In the cvent that an individual under 65 years of age is admitted to a nursing
facility on an emergency basis, the county must be notificd of the admission on the next
working day, and a face-to-face assessment as described in paragraph (c) must be
conducted within 20 working days of admission.

(g) At the face-to-face assessment, the long-term care consultation team member
or the case manager must present information about home and community-based
options so the individual can make informed choices. If the individual chooses home
and community-based services, the long-term carc consultation team member or case
manager must complete a written relocation plan within 20 working days of the visit.
The plan shall describe the services needed to move out of the facility and a time line
for the move which is designed to ensure a smooth transition to the individual’s home
and community.

(h) An individual under 65 years of age residing in a nursing facility shall receive a
face-to-face assessment at least every 12 months to review the person’s service choices
and available alternatives unless the individual indicates, in writing, that annual visits
are not desired. In this case, the individual must receive a face-to-face assessment at
least once every 36 months for the same purposes.

(i) Notwithstanding the provisions of subdivision 6, the commissioner may pay
county agencies dlru.tly for face-to-facc assessments for individuals under 65 years of
age who are being considered for placement or residing in a nursing facility.

Subd. 5. Administrative activity. The commissioner shall minimize the number of
forms required in the provision of long-term carc consultation services and shall limit
the screening document to items necessary for community support plan approval,
reimbursement, program planning, evaluation, and policy development.

Subd. 6. Payment for long-term care consultation services. (a) The total payment
for each county must be paid monthly by certified nursing facilities in the county. The
monthly amount to be paid by each nursing facility for cach fiscal year must be
determined by dividing the county’s annual allocation for long-term care consultation
services by 12 to determine the monthly payment and allocating the monthly payment
to each nursing facility based on the number of licensed beds in the nursing facility.
Payments to counties in which there is no certified nursing facility must be made by
increasing the payment rate of the two facilities located nearest to the county scat.

(b) The commissioner shall include the total annual payment detecrmined under
paragraph (a) for each nursing facility reimbursed under section 256B.431 or 256B.434
according to section 256B.431, subdivision 2b, paragraph (g), or 256B.435.

(c) In the event of the layaway, delicensure and decertification, or removal from
layaway of 25 percent or more of the beds in a facility, the commissioner may adjust
the per diem payment amount in paragraph (b) and may adjust the monthly payment
amount in paragraph (a). The effective date of an adjustment made under this
paragraph shall be on or after the first day of the month following the effective date of
the layaway, delicensure and decertification, or removal from layaway.

(d) Payments for long-term care consultation services are available to the county
or counties to cover staff salaries and expenses to provide the services described in
subdivision la. The county shall employ, or contract with other agencies to ecmploy,
within the limits of available funding, sufficient personnel to provide long-term care
consultation services while meeting the state’s long-term care outcornes-and objectives
as defined in section 256B.0917, subdivision 1. The county shall be accountable for
meeting local objectives as approved by the commissioner in the CSSA biennial plan.

(e) Notwithstanding section 256B.0641, overpayments attributable to payment of
the screening costs under the medical assistance program may not be recovered from a
facility.

(f) The commissioner of human services shall amend the Minncsota medical
assistance plan to include reimbursement for the local consultation teams.
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(g) The county may bill, as case management services, assessments, support
planning, and follow-along provided to persons determined to be eligible. for case
management under Minnesota health care programs. No individual or family member
shall be charged for an initial assessment or initial support plan development provided
under subdivision 3a or 3b.

Subd. 7. Reimbursement for certified nursing facilities. (a) Medical assistance
rcimbursement for nursing facilities shall be authorized for a medical assistance
recipicnt only if a preadmission screening has been conducted prior to admission or the
county has authorized an excmption. Medical assistance reimbursement for nursing
facilities shall not be provided for any recipient who the local screencer has determined
does not meet the level of care criteria for nursing facility placement or, if indicated,
has not had a level II OBRA evaluation as required under the federal Omnibus Budget
Reconciliation Act of 1987 completed unless an admission for a recipient with mental
illness is approved by the local mental health authority or an admission for a recipient
with mental retardation or related condition is approved by the state mental retarda-
tion authority.

(b) The nursing facility must not bill a person who is not a medical dSSlStdnCC
recipient for re51d<,nt days that preceded the date of complction of screening activities
as required under subdivisions 4a, 4b, and 4c. The nursing facility must include
unreimbursed resident days in the nursing facility resident day totals reported to the
commissioner.

(c) The commissioner shall make a request to the health care financing administra-
tion for a waiver allowing tcam approval of Medicaid payments for certified nursing
facility care. An individual has a choice and makes the final decision between nursing
facility placement and community placement after the screening team’s recommenda-
tion, cxcept as provided in subdivision 4a, paragraph (c).

Subd. 8. [Repealed, 2001 ¢ 161 s 58]

Subd. 9. [Repealed, 1Sp2001 ¢ 9 art 4 s 34]

History: 1Sp2001 ¢ 9 art 3 s 42; art 4 s 4-14
256B.0912 [Repealed, 1Sp2001 ¢ 9 art 3 s 76]
256B.0913 ALTERNATIVE CARE PROGRAM.

Subdivision 1. Piirpose and goals. The purpose of the alternative care program is
to provide fundmg for home and community-based services for elderly persons, in
order to limit nursing facility pldwmcnts The program is designed to support elderly
persons in their desire to remain in the community as independently and as long as
possible and to support informal caregivers in their cfforts to p10v1d(, care for elderly
people. Further, the goals of the program are:

(1) to contain medical assistance expenditures by funding care in the community;
and '

(2) to maintain the moratorium on new construction of nursing home beds. |

Subd. 2. Eligibility for services. Alternative care services are available to Minneso-
tans age 65 or older who are not eligible for medical assistance without a spenddown or
waiver obligation but who would be eligible for medical assistance within 180 days of
admission to a nursing facility and subject to subdivisions 4 to 13.

Subd. 3. [Repealed, 1Sp2001 ¢ 9 art 4 s 34] :

Subd. 4. Eligibility for funding for services for nonmedical assistance recipients.
(a) Funding for scrvices under the alternative care provram is available to persons who
meet the followmo criteria:

(1) the person has becn determined by a community assessment under scction
256B.0911 to be a person who would require the level of care provided in a nursing
facility, but for the provision of services under the alternative care program;

(2) the person is age 65 or older;
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" (3) the person would be eligible for medical assistance within 180 days of
admission to a nursing facility;

(4) the person is not incligible for the medical assistance program due to an asset
transfer penalty; '

(5) the person nceds services that are not funded through other statc or federal
funding; and '

(6) the monthly cost of the alternative care services funded by the program for this
person does not exceed 75 percent of the statewide weighted average monthly nursing
facility rate of the case mix resident class to which the individual alternative care client
would be assigned under Minnesota Rules, parts 9549.0050 to 9549.0059, less the
recipient’s maintenance needs allowance as described in section 256B.0915, subdivision
1d, paragraph (a), until the first day of the state fiscal year in which -the resident
assessment system, under section 256B.437, for nursing home rate determination is
implemented. Effective on the first day of the state fiscal year in which a resident
assessment system, under section 256B.437, for nursing home rate determination is
implemented and the first day of each subsequent state fiscal year, the monthly cost of
alternative care services for this person shall not exceed the alternative care monthly
cap for the case mix resident class to which the alternative care client would be
assigned under Minnesota Rules,. parts 9549.0050 to 9549.0059, which was in effect on
the last day of the previous state [iscal year, and adjusted by the greater of any
legislatively adopted home and community-based services cost-of-living percentage
increase or any legislatively adopted statewide percent rate increase for nursing
facilities. This monthly limit does not prohibit the alternative care client from payment
for additional services, but in no case may the cost of additional services purchased
under this section exceed the difference between the client’s monthly service limit
defined under section 256B.0915, subdivision 3, and the alternative care program
monthly service limit defined in this paragraph. If medical supplies and equipment or
environmental modifications are or will be purchased for an alternative care services
recipient, the costs may be prorated on a monthly basis for up to 12 consecutive
months beginning with the month of purchase. If the monthly cost of a recipient’s other
alternative care services exceeds the monthly limit established in this paragraph, the
annual cost of the alternative care services shall be determined. In this event, the
annual cost of alternative care services shall not exceed 12 times the monthly limit
described in this paragraph. '

(b) Alternative care funding under this subdivision is not available for a person
who is a medical assistance recipient or who would be eligible for medical assistance
without a spenddown or waiver obligation. A person whose initial application for
medical assistance is being processed may be served under the alternative care program
for a period up .to 60 days. If the individual is found to be eligible for medical
assistance, medical assistance must be billed for services payable under the federally
approved elderly waiver plan and delivered from the date the individual was found
eligible for the federally approved elderly waiver plan. Notwithstanding this provision,
upon federal approval, alternative care funds may not be used to pay for any service
the cost of which is payable by medical assistance or which is used by a recipient to
meet a medical assistance income spenddown or waiver obligation.

(c) Alternative care funding is not available for a pcrson who resides in a licensed
nursing home, certified boarding care home, hospital, or intermediate care facility,
except for case management services which are provided in support of the discharge
planning process to a nursing home resident or certified boarding care home resident
who is ineligible for case management funded by medical assistance.

Subd. 5. Services covered under alternative care. (a) Alternative care funding may
be used for payment of costs of:

(1) adult foster care;

(2) adult day care;

(3) home health aide;
(4) homemaker services;
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(5) personal care; -

(6) case management;

(7) respite care;

(8) assisted living;

(9) residential care services;

(10) care-related supplies and equipment;

(11) meals delivered to the home;

(12) transportation; '

(13) skilled nursing;

(14) chore services:

(15) companion services;

(16) nutrition services;

(17) training for direct informal caregivers;

(18) telemedicine devices to monitor recipients in thelr own homes as an alterna-
tive to hospital care, nursing home care; or home visits;

(19) other services which includes discretionary funds and direct cash payments to
clients, following approval by the commissioner, subject to the provisions of paragraph
(j). Total annual payments for “other services” for all clients within a county may not
exceed either ten percent” of that county’s annual alternative care program base
allocation or $5,000, whichever is greater. In no case shall this amount excced the
county’s total annual alternative care program base allocation; and

(20) environmental modifications.

(b) The county agency must ensure that the funds are not used to supplant services
available through other public assistance or services programs.

(c) Unless specified in statute, the service definitions and standards for alternative
care services shall be the same as the service definitions and standards spec1fled in the
federally approved clderly waiver plan. Except for the county agencies’ approval of
direct cash payments to clients as described in paragraph (j) or for a provider of
supplics and equipment when the monthly cost of the supplies and equipment is less
than $250, persons or agencies must be employed by or under a contract with the
county agency or the public health nursing agency of the local board of health in order
to reccive funding under the alternative care program. Supplies and equipment may be
purchased from a vendor not certified to participate in the Medicaid program if the
cost for the item is less than that of a Medicaid vendor.

(d) The adult foster care rate shall be considered a difficulty of care payment and
shall not include room and board. The adult foster care rate shall be negotiated
between the county agency and the foster care provider. The alternative care payment
for the foster care service in combination with the payment for other alternative care
services, including case management, must not exceed the limit specified in subdivision
4, paragraph (a), clause (6).

(e) Personal care services must meet the service standards defined in the federally
approved elderly waiver plan, except that a county agency may contract with a client’s
relative who meets the relative hardship waiver requirement as defined in section
256B.0627, subdivision 4, paragraph (b), clause (10), to provide personal carc services if
the county agency ensures supervision of this scrvice by a registered nurse or mental
health practitioner. :

(f) For purposes of this scction, residential carc services arc services which are
provided to individuals living in residential care homes. Residential care homes are
currently licensed as board and lodging establishments and are registered with the
department of hcalth as providing special services under section 157.17 and are not
subject to registration under chapter 144D. Residential care services arc defined as
“supportive services” and “health-related services.” “Supportive services” means the
provision of up to 24-hour supervision and oversight. Supportive services includes: (1)
transportation, when provided by the residential care home only; (2) socialization,
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when socialization is part of the plan of carc, has specific goals and outcomes
established, and is not diversional or recreational in nature; (3) assisting clients in
setting up meetings and appointments; (4) assisting clients in setting up medical and
social services; (5) providing assistance with personal laundry, such as carrying the
client’s laundry to the laundry room. Assistance with personal laundry does not include
any laundry, such as bed linen, that is included in the room and board rate. “Health-
related services” are limited to minimal assistance with dressing, grooming, and bathing
and providing reminders to residents to take medications that are self-administered or
providing storage for medications, if requested. Individuals receiving residential care
services cannot receive homemaking services funded under this section.

(g) For the purposes of this section, “assisted living” refers to supportive services
provided by a single vendor to clients who reside in the same apartment building of
three or more units which are not subject to registration under chapter 144D and are
licensed by the department of health as a class A home care provider or a class E home
care provider. Assisted living services arc defined as up to 24-hour supervision, and
oversight, supportive services as defined in clause (1), individualized home care aide
tasks as defined in clause (2), and individualized home management tasks as defined in
clause (3) provided to residents of a residential center living in their units or
apartments with a full kitchen and bathroom. A full kitchen includes a stove, oven,
refrigerator, food preparation counter space, and a kitchen utensil storage compart-
ment. Assm(.d living services must be provided by the management of Lhe residential
center or by providers under contract with the management or with the county.

(1) Supportive services include:

(i) socialization, when socialization is part of the plan of care, has specific goals
and outcomes established, and is not diversional or recreational in nature;

(ii) assisting clients in setting up meetings and appointments; and

(iil) providing transportation, when provided by the residential center only.

(2) Home care aide tasks means:

(i) preparing modified diets, such as diabetic or low sodium diets;

(11) remmdmg residents to take reoularly scheduled medications or to perform
exercises;

(i) household chores in the presence of technically sophisticated medical equip-
ment or episodes of acute illness or infectious dlsease

(iv) household chores when the resident’s care requires the prevention of exposure
to infectious disecase or containment of infectious disease; and

(v) assisting with dressing, oral hygiene, hair care, grooming, and bathing, if the
resident is ambuldtory, and if the resident has no scrious acute illness or infectious
disease. Oral hygienc means care of tecth, gums, and oral prosthetic devices.

(3) Home management tasks means:

(i) housekeeping;

(ii) laundry;

(iit) preparation of regular snacks and meals; and

(iv) shopping.

Individuals recciving assisted living services shall not receive both assisted living
services and homemdkmo services. Inleldudlm,d means services are chosen dnd
designed specifically for each resident’s needs, rather than provided or offered to all
residents regardless of their illnesses, disabilities, or physical conditions. Assisted living
services as defined in this section shall not be authorized in boarding and lodging
establishments licensed according to sections 157.011 and 157.15 to 157.22.

(h) For establishments registered under chapter 144D, assisted living services
under this section means either the services described in paragraph (g) and delivered
by a class E home care provider licensed by the department of health or the services
described under section 144A.4605 and delivered by an assisted living home care
provider or a class A home care provider licensed by the commissioner of health.
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(i) Payment for assisted living services and residential care services shall be a
monthly rate negotiated and authorized by the county agency based on an individual-
ized service plan for each resident and may not cover direct rent or food costs.

(1) The individualized monthly negotiated payment for assisted living services as
described in paragraph (g) or (h), and residential care services as described in
paragraph (f), shall not exceed the nonfederal share in effect on July 1 of the state
fiscal year for which the rale limit is being calculated of the greater of either the
statewide or any of thé geographic groups’ weighted average monthly nursing facility
payment rate of the case mix resident class to which the alternative care eligible client
would be assigned under Minnesota Rules, parts 9549.0050 to 9549.0059, less the
maintenance needs allowance as described in section 256B.0915, subdivision 1d,
paragraph (a), until the [irst day of the state fiscal year in which a resident assessment
system, under section 256B.437, of nursing home rate determination is implemented.
Effective on the first day of the state fiscal year in which a resident assecssment system,
under section 256B.437, of nursing home rate determination is implemented and the
first day of each subsequent state fiscal year, the individualized monthly negotiated
payment for the services described in this clause shall not exceed the limit described in
this clause which was in cffect on the last day of the previous state fiscal year and which
has been ad]ust(,d by the greater of any legislatively adopted home and community-
based services cost-of- llvm«r percentage increase or any legislatively adopted statewide
percent rate increase for nursing facilities.

(2) The individualized monthly negotiated payment for assisted living services
described under section 144A.4605 and delivered by a provider licensed by the
department of health as a class A home care provider or an assisted living home care
provider and provided in a building that is registered as a housing with services
cstablishment under chapter 144D and that provides 24-hour supervision in combina-
tion with the payment for other alternative care services, including case management,
must not exceed the limit specified in subdivision 4, paraﬂrdph (a), clause (6).

(j) A county agency may make payment from their alternative care program
allocation for “other services” which include use of “discretionary funds” for services
that are not otherwise defined in this-section and dircct cash payments to the client for
the purpose of purchasing the services. The following provisions apply to payments
under this paragraph:

(1) a cash payment to a client under. this provision cannot exceed 80 percent of the
monthly payment limit for that client as specified in subdivision 4, paragraph (a), clause

(2) a county may not approve any cash payment for a client who meets either of
the following:

(i) has been assessed as having a dependency in orientation, unless the clicnt has
an authorized representative. An “authorized represcntative” means an individual who
is at least 18 ycars of age and is designated by the person or the person’s legal
representative to act on the person’s behalf. This individual may be a family member,
guardian, representative payce, or other individual designated by the person or the
person’s leoal represcntative, if any. to assist in purchasing and anangmo for supports;
or

(i) is concurrently receiving adult foster care. residential care, or assisted living
services;

"(3) cash payments to a person or a person’s family will be provided through a
monthly payment and be in the form of cash, voucher, or direct county payment to a
vendor. Fees or premiums .assessed to the person for eligibility for health and human
services are not reimbursable through this service option. Services and goods purchased
through cash payments must be identified in the person’s individualized care plan and
must meet all of the following criteria: '

(i) they must be over and above the normal cost of (.drmg for the person if the
person did not have functional limitations;

(ii) they must be directly attributable to the pels()n ’s functional hrmlatlons,
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(iti) they must have the -potential to be effective at meeting the goals of the
program;

(iv) they must be consistent with the needs identified in the individualized service
plan. The service plan shall specify the needs of the person and family, the form and
amount of payment, the items and services to be relmbursed and the arrangements for
management of the individual grant; and

(v) the person, the person’s family, or the leual representative shall be prov1ded
sufficient information to ensure an informed ch01ce of alternatives. The local agency
shall document this information in the person’s care plan, including the type and level
of expenditures to be reimbursed; .

(4) the county, lead agency under contract, or tribal government under contract to
administer the alternative care program shall not be liable for damages, injuries, or
liabilities sustained through the purchase of direct supports or goods by the person, the
person’s family, or the authorized representative with funds received through the cash
payments under this section. Liabilities include, but are not limited to, workers’
compensation, the Federal Insurance Contributions Act (FICA), or the Federal
Unemployment Tax Act (FUTA); .

(5) persons receiving grants under this section shall have the following responsibili-
ties:

(i) spend the grant money in a manner consistent with their individualized service
plan with the local agency;

(ii) notify the local agency of any necessary changes in the grant cxpenditures;
(iii) arrange and pay for supports; and

(1v) inform the local agency of areas where they have experienced dlfﬁculty
securing or maintaining supports; and

(6) the county shall report client outcomes, services, and costs under this para-
graph in a manner prescribed by the commissioner.

(k) Upon implementation of direct cash payments to clients under this section, any
person determined eligible for the alternative care program who chooses a cash
payment approved by the county agency shall receive the cash payment under this
section and not under section 256.476 unless the person was receiving a consumer
support grant under section 256.476 before implementation of direct cash payments
under this section.

Subd. 6. Alternative care program administration. The alternative care program is
administered by the county agency. This agency is the lead agency responsible for the
local administration of the alternative care program as described in this section.
However, it may contract with the public health nursing service to be the lead agency.
The commissioner may contract with federally recognized Indian tribes with a reserva-
tion in Minncsota to serve as the lead agency responsible for the local administration of
the alternative carc program as described in the contract.

Subd. 7. Case management. Providers of case management services for persons
receiving services funded by the alternative care program must meet the qualification
requirements and standards specified in section 256B.0915, subdivision 1b. The case
manager must not approve alternative care funding for a client in any selling in which
the case manager cannot reasonably ensure the chents health and safety. The case
manager is responsible for the cost-effectiveness of the alternative care individual care
plan and must not approve any care plan in which the cost of services funded by
alternative care . and client contributions exceeds the limit specified in section
256B8.0915, subdivision 3, paragraph (b) The county may allow a case manager
employed by the county to delegate certain aspects of the case management activity to
another individual employed by the county provided there is over51ght of the individual
by the case manager. The case manager may not delegate those aspects which require
professional ]udgment including assessments, reassessments, and care plan devclop-
ment. :
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Subd. 8. Requirements for individual care plan. (a) The case manager shall
implement the plan of carc for each alternative care client and -ensure that a client’s
service needs and eligibility are reassessed at least every 12 months. The plan shall
include any services prescribed by the individual’s attending physician as necessary to
allow the individual to remain in a community setting. In developing the individual’s
care plan, the case manager should include the use .of volunteers from families and
neighbors, religious organizations, social clubs, and civic and service organizations to
support the formal home care services. The county shall be held harmless for damages
or injuries sustaincd through the use of volunteers under this subdivision including
workers’ compensation liability. The lead agency shall provide documentation in each
individual’s plan of care and, if requested, to the commissioner that the most cost-
effective alternatives available have been offered to thc individual and that the
individual was free to choose among available qualified providers, both public and
private. The case manager must give the individual a ten-day written notice of any
decrease in or termination of 1ltcrn'mve care services.

(b) If the county administering alternative care services is different than the county
of financial responsibility, the care plan may be 1mplemented without the approval of
the county of financial responsibility.

Subd. 9. Contracting provisions for providers. Alternative care funds paid to
service providers are subject to audit by the commissioner for fiscal and utilization
control. ' '

The lcad agency must select providers for contracts or agrcements. using the
following criteria and other criteria established by the county:

_ (1) the need for the particular scrvices offered by the provider;

(2) the population to be served, including the number of clients, the length of time
services will be provided, and the medical condition of clients;

(3) the geographic area to be served, :

(4) quality assurancc methods, including appropriate licensure, certification, or
standards, and supervision of employces when needed;

(5) rates for each serv1cc and unit of service .exclusive of county administrative
costs; : :

(6) ‘evaluation of services previously delivered by the provider; and

(7) contract or, agreement conditions, Jincluding billing requirements, cancellation,
and indemnification.

The county must evaluate its own agency services under the criteria established for
other providers.

Subd. 10. Allocation formula. (a) The alternative care dpproprlatlon for fiscal years
1992 and beyond shall cover only alternative care ellglblc clients. Prior to July 1 of each
year, the commissioner shall allocate to county agencies the state funds available for
alternative. care [or persons eligible under subdivision 2.

(b) The adjusted base for each county is the countys -current fiscal ycar base
allocation plus any targeted funds approved during the current fiscal year. Calculations
for paragraphs (c) dnd (d) are to be made as follows: for each county, the determina-
tion of alternative care program cxpcndltures shall be based on payments for services
rendered from April 1 through March 31-in the base year, to the extent that claims
have been submitted and pald by June 1 of that year.

(c) If the alternative care program expendltures as defined in paragraph (b) are 93
percent or more of the county’s adjusted base allocation, the allocation for the next
fiscal year is 100 percent of the adjusted base, plus inflation to the extent that inflation
is included in the state budget.

. (d) If the alternative care program expenditures as defined in paragraph (b) are
less than 95 percent of the county’s adjusted base allocation, the allocation for the next
fiscal year is the adjusted base allocation less the amount of unspent funds below the 95
percent level. :
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(e) If the annual legislative  appropriation for the alternative care program is
inadequate Lo fund the combined county allocations for a bicnnium, the commissioner -
shall distribute to ecach county. the entire annual appropriation as that county’s
percentage of the computed base as calculated in paragraphs (c) and (d).

Subd. 11. Targeted funding. (a) The purpose of targeted funding is to make
additional money available to counties with the greatest need. Targeted funds are not
intended to be distributed equitably among all countics, but rather, allocated to those
with long-term care strategies that meet state goals.

(b) The funds available for targeted funding shall be the total appropriation for
each fiscal year minus county allocations determined under subdivision 10 as adjusted
for any inflation increases provided in appropriations for the bicnnium.

(c) The commissioner shall allocate targeted funds to counties that demonstrate to
the satisfaction of the commissioner that they have developed feasible plans to increase
alternative care spending. In making targeted funding allocations, the commissioner
shall use the following priorities:

(1) counties that received a lower allocation in fiscal year-1991 than in fiscal year
1990. Counties remain in this priority until they have been restored to their fiscal year
1990 level plus inflation;

(2) counties that sustain a base allocation reduction for failure to spend 95 percent
of the allocation if they demonstraté that the base reduction should be restored;

(3) counties that propose projects to divert community residents from pursing
home placement or convert nursing home residents to community living; and

(4) countics that can otherwise justify program growth by demonstrating the
existence of waiting lists, demographically justified needs, or other unmet needs.

(d) Counties that would receive targeted funds according to paragraph (c) must
demonstrate to the commissioner’s satisfaction that the funds would be appropriately
spent by showing how the funds would be used to further the state’s alternative care
goals as described in subdivision 1, and that the county has the administrative and
service delivery capability to use them :

(e) The commissioner shall request- 1pp11cat10ns tor targeted funds by November 1
of each year. The counties selected for targeted funds shall be notified of the amount
of their additional funding. Targeted funds allocated to a county agency in one. year
shall be treated as part of the county’s base allocation for that year in determining
allocations for subsequent years. No reallocations between counties shall be made.

Subd. 12. Client premiums. (a) A premium is required for all alternative care
eligible clients to help pay [or the cost of participating in the program. The amount of
the premium for the alternative care client shall be determined as follows:

(1) when the alternative care client’s income less recurring and predictable medical
expenses is greater than the recipient’s maintenance needs allowance as defined in
section 256B.0915, subdivision 1d, paragraph (a), but less than 150 percent of the
federal poverty guideline effective on July 1 of the state fiscal year in which the
premium is being computed, and total assets are less than $10,000, the fee is zero;

(2) when the alternative care client’s income less recurring and predictable medical
expenses is greater than 150 percent of the federal poverty guideline cffective on July 1
of the state fiscal vear in which the premium is being computed, and total asscts are
less than $10,000, the fee is 25 percent of the cost of alternative care services or the
difference between 150 percent of the federal poverty guideling effective on July 1 of
the state fiscal year in which the premium is being computed and the client’s income
less recurring and predictable medical expenses, whichever is less; and

(3) when the alternative carc client’s total assets are greater than $10,000, the fee
is 25 percent of the cost of alternative care services.

For married persons, total assets are defined as the total marital assets less the
estimated community spouse asset allowance, under section 256B.059, if applicable. For
married persons, total income is defined as the client’s income less the monthly spousal
allotment, under section 256B.058.
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All alternative care services except case management shall be included in the
estimated costs for the purpose of determining 25 percent of the costs.

The monthly premium shall be ¢alculated based on the cost of the first full ' month
of alternative care services and shall continue unaltered until the next reassessment is
completed or at the end of 12 months, whichever comes first. Premiums are due and
payable each month altcrnative care services are received unless the actual cost of the
services is less than the premium.

(b) The fee shall be waived by the commissioner when:

(1) a person who is residing in a nursing facility is receiving case management only,

(2) a person is applying for medical assistance; N

(3) a married couple is requesting an asset assessment under thc, spousal impover-
ishment provisions;

(4) a person is found cligible for alternative care, but is -not yet. receiving
alternative care services; or

(5) a person’s fee under paragraph (a) is less than $235.

(c) The county agency must record in the state’s receivable system the client’s
assesscd premium amount or the reason the premium has been waived. The commis-
sioner will bill and collect the premium from the clicnt. Money collected must be
deposited in the gencral fund and is appropriated to the commissioner for the
alternative care program. The client must supply the county with the client’s social
security number at the time of application.. The county shall supply the commissioner
with the client’s social security number and other information the commissioner
requires to collect the premium from the client. The commissioner shall collect unpaid
premiums using the Revenuc Recapturc Act in chapter 270A and other methods
available to the commissioner. The commissioner may require counties to inform
clients of the collection procedures that may be used by the state if a premium is not
paid. This paragraph does not apply to alternative care pilot projects authorized in
Laws 1993, First Special Session chapter 1, article 5, section 133, if a county operating
under the pilot project reports the following dollar amounts to the commissioner
quarterly:

(1) total premiums billed to clicnts;
(2) total collections of premiums billed; and
(3) balance of premiums owed by clients.

If a county does not adherc to these reporting réquircmcnts, the commissioner may'
terminate the billing, collecting, and remitting portions of the pilot project and require
the county involved to operate under the procedures set forth in this paragraph.’

(d) The commissioner shall begin to. adopt emergency or permanent rules govern-
ing client premiums within 30 days after July 1, 1991, including criteria for determining
when services to a client must be terminated due to failure to pay a premium.

Subd. 13. County biennial plan. The county biennial plan f[or long-term care
consultation services under section 256B.0911, the alternative carc program under this
section, and waivers for the elderly under section 256B.0915, shall be incorporated into
the bicnnial Comrounity Social Services Act plan.and shall meet the regulatlons and
timelines of that plan.

Subd. 14. Payment and rate adjustments. (a) Payment for provided alternative
care scrvices as approved by the client’s case manager shall be through the invoice
processing procedures of the department’s Mcdicaid Management Information System
(MMIS). To receive payment, the county or vendor must submit invoices within 12
months following the date of scrvice. The county agency and its vendors under contract
shall not be reimbursed for services which exceed the county allocation.

(b) The county shall ncgotiate individual rates with vendors and may authorize
service payment for actual costs up to the county’s current approved rate. Notwith-
standing any other rule or statutory provision to the contrary, the commissioner shall
not be authorized to increase rates by an annual inflation factor, unless so authorized
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by the legislature. To improve access to community services and eliminate payment
disparities between the alternative carc program and the elderly waiver program, the
commissioner shall establish statewide maximum service rate limits and eliminate
county-specific service rate limits.

. (1) Effective July 1, 2001, for service rate limits, Lxcept those in subdivision 5,
paragraphs (d) and (i), the ratc limit for each servicc shall be the greater of the
alternative care statewide maximum rate or the clderly waiver statewide maximum rate.

(2) Counties may negotiate individual service rates with vendors for actual costs up
to the statewide maximum service rate limit.

Subd. 15a. [Repealed, 1Sp2001 ¢ 9 art 4 s 34]
Subd. 15b. [Repealed, 1Sp2001 c 9 art 4 s 34]
Subd. 15¢. [Repealed, 1Sp2001 ¢ 9 art 4 s 34]
Subd. 16. [Repealed, 1Sp2001 ¢ 9 art 4 s 34]
History: 1Sp2001 ¢ 9 art 4 s 15-27

256B.0915 MEDICAID WAIVER FOR HOME AND COMMUNITY-BASED SER-
VICES FOR IHE ELDERLY.

[For text of subds 1 to Ic, see M.S.2000]

Subd. 1d. Posteligibility treatment of income and resources for elderly waiver.
Notwithstanding the provisions of section 256B.056, the commissioner shall make the
following amendment to the medical assistance elderly waiver program effective July 1,
1999, or upon federal approval, whichever is later.

A recipient’s maintenance needs will be an amount ‘equal to the Minnesota
supplemental aid equivalent rate as defined in section 2561.03, subdivision 5, plus the
medical assistance personal needs allowance as defined in section 256B.35, subdivision
1, paragraph (a), when applying posteligibility treatment of income rules to the gross
income of elderly waiver recipients, except for individuals whose income is in excess of
the special income standard according to Code of Federal Regulations, title 42, section
435.236. Recipient maintenance needs shall be adjusted under this provision e¢ach July
1.

[For text of subd 2, see M.S.2000]

Subd. 3. Limits of cases, rates, payments, and forecasting. (a) The number of
medical assistancc waiver recipients that a county may serve must be allocated
according to the number of medical assistance waiver cases open on July 1 of each
fiscal year. Additional recipients may be served with the approval of the commissioner.

(b) The monthly limit for the cost of waivered services to an individual elderly
waiver client shall be the weighted average monthly nursing facility rate- of the case mix
resident class to which the elderly waiver client would be assigned under Minnesota
Rules, parts 9549.0050 to 9549.0059, less the recipient’s maintenance needs allowance
as described in subdivision 1d, paragraph (a), until the first day of the state fiscal year
in which the resident assessment system as described in section 256B.437 for nursing
home rate determination is implemented. Effective on the first day of the state fiscal
year in which the resident assessment system as described in section 2568B.437 for
nursing home rate determination is implemented and the first day of each subsequent
state fiscal year, the monthly limit for the cost of waivered services to an individual
elderly waiver client shall be the rate of the case mix resident class to which the waiver
client would be assigned under Minnesota Rules, parts 9549.0050 to 9549.0059, in
effect on the last day of the previous state fiscal year, adjusted by the greater of any
legislatively adopted home and community-based services cost-of-living percentage
increase or any legislatively adopted statewide. percent rate increase for nursing
facilities.

(c) If extended medical supphes and equipment or environmental modifications
are or will be purchased for an elderly waiver client, the costs may be prorated for up
to 12 consecutive months beginning with the month of purchase. If the monthly cost of
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a recipient’s waivered services exceeds the monthly limit established in paragraph (b),
the annual cost of all waivered services shall be determined. In this event, the annual
cost of all waivered services shall not exceed 12 times the monthly limit of waivered
services as described in paragraph (b).

(d) For a person who is a nursing facility resident at the time of requesting a
determinatjon of eligibility for clderly waivered services, a monthly conversion limit for
the cost of elderly waivered services may be requested. The monthly conversion limit
for the cost of elderly waiver services shall be the resident class assigned under
Minnesota Rules, parts 9549.0050 to 9549.0059, for that resident in the nursing facility
wherce the resident currently resides until July 1 of the state fiscal year in whu.h the
resident assessment system as described in section 256B.437 for nulsmg home rate
determination i$ implemented. Effective on July 1 of the state fiscal year in which the
resident assessment system as described in section 256B.437 for nursing home rate
determination is implemented, the monthly conversion limit for the cost of elderly
walver services shall be the per diem nursing facility rate as determined by the resident
asscssment system as described in section 256B.437 for that resident in the nursing
facility where the resident currently resides multiplied by 365 and divided by 12, less
the recipient’s maintenance needs allowance as described in subdivision-1d. The limit
under this clause only applies to persons discharged from a nursing facility after a
minimum 30-day stay and found eligible for waivered services on or after July 1, 1997.
The following costs must be included in determining the tOtdl monthly costs for the
waiver client:

(1) cost of all waivered seivices, including extended medical supplies and equip-
ment and environmental modifications; and

(2) cost of skilled nursing, home health aide, and personal care services reimbursa-
ble by medical assistance.

(¢) Medical assistance funding for skilled nursing services, private duty nursing
home health aide, and personal care scrvices for waiver re01p1ents must be approved bv
the case manager and included in the individual care plan.

(f) A county is not required to contract with a provider of supplies and equipment
if the monthly cost of the supplies and equipment is less than $250.

(g) The adult foster care rate shall be considered a difficulty of care payment and
shall not include room and board. The adult foster care service rate shall be negotiated
between the county aﬂehcy and the foster care provider.-The elderly waiver payment
for the foster care service in combination with the payment for all other elderly waiver
services, including case management must not exceed the 11m1t specified in paragraph
(b).

(h) Payment for assisted living service shall be a monthly rate negotlated and
authorized by the county agency based on an individualized service plan for each
resident and may not cover direct rent or food costs.

(1) The individualized monthly negotiated payment for assisted living services as
described in section 256B.0913, subdivision 5, paragraph (g) or (h), and residential care
services as described in section 256B.0913, subdivision 5, paragraph (f), shall not exceed
the nonfederal share, in effect on July 1 of the state fiscal year for which the rate limit
is being calculated, of the greater of either the statewide or any of the geographic
groups’ weighted average. monthly nursing facility rate of the case mix resident class to
which the elderly waiver eligible client would be assigned under Minnesota Rules, parts
9549.0050 to 9549.0059, less the maintenance needs allowance as described in subdivi-
sion 1d, paragraph (a), until the July 1 of the state fiscal year in which the resident
assessment system as described in section 256B.437 for nursing home rate determina-
tion is implemented. Effective on July 1 of the state fiscal year in which the resident
assessment system as described in section 256B.437 for nursing home rate determina-
tion is implemented and July 1 of each subsequent state fiscal year, the individualized
monthly negotiated payment for the services described in-this clause shall not excecd
the limit described in this clause which was in effect on June 30 of the previous state
fiscal year and which has been adjusted by the greater of any legislatively adopted
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home and community-based services cost-of-living percentage increase or any legisla-
tively adopted statewide percent rate increasc for nursing facilities.

2) The individualized monthly negotiated payment for assisted living services
described in section 144A.4605 and delivercd by a provider licensed by the department
of health as a class A home care provider or an assisted living home care provider and
provided ina building that is registered as a housing with services establishment under
chapter 144D and that provides 24-hour supervision in combination with the payment
for other elderly waiver services, including case management, must not exceed the limit
specified in paragraph (b).

(i) The county shall negotiate individual service rates with vendors and may
authorize payment for actual costs up to the county’s current approved rate. Persons or
agencies must be employed by or under a contract with the county agency or the public
health nursing agency of the local board of health in order to receive funding under the
elderly waiver program, except as a provider of supplies and equipment when the
monthly cost of the supplies and equipment is less than $250.

(j) Reimbursement for the medical assistance recipients under the approved waiver
shall be made from the medical assistance account through the invoice processing
procedures of the department’s Medicaid Management Information System (MMIS),
only with the approval of the client’s case manager. The budget for the statc share of
the Medicaid expenditures shall be forecasted with the medical assistance budget, and
shall be consistent with the approved waiver.

(k) To improve access to community scrvices and eliminate payment disparities
betwecn the alternative care program and the clderly waiver, the commissioner shall
establish statewide maximum service rate limits and eliminatc county-specific service
rate limits.

(1) Effective July 1, 2001, for service rate limits, except those described or defined
in paragraphs (g) and (h), the rate limit for cach service shall be the greater of the
alternative care statewide maximum rate or the elderly waiver statewide maximum rate.

(2) Counties may negotiate individual service rates with vendors for actual costs up
to the statewide maximum service rate limit. .

() Beginning July 1, 1991, the state shall reimburse counties according to the
payment schedule in section 256.025 for the county sharc of.costs incurred under this
subdivision on or after January 1, 1991, for individuals who are recciving medical
assistance.

Subd. 3a. [Repealed, 1Sp2001 ¢ 9 art 3 s 76; art 4 s 34]

Subd. 3b. [Repealed, 1Sp2001 ¢ 9 art 3 s 76; art 4 s 34]

Subd. 3c. [Repealed, 1Sp2001 ¢ 9 art 3 s 76; art 4 s 34]

[For text of subd 4, see M.S.2000]

Subd. 5. Reassessments for waiver clients. A reassessment of a client served under
the elderly waiver must be conducted at least every 12 months and at other times when
the case manager determines that therc has been significant change in the client’s
functioning. This may include instances where thc client is discharged from the
hospital. :

[For text of subds 6 and 7, see M.S.2000]
History: /Sp2001 ¢ 9 art 4 s 28-30

256B.0916 EXPANSION OF HOME AND COMMUNITY-BASED SERVICES; MAN-
AGEMENT AND ALLOCATION RESPONSIBILITIES.

[For text of subds 1 to 6, sec M.S.2000]

Subd. 6a. Statewide availability of consumer-directed community support services.
(a) The commissioner shall submit to the federal Health Care Financing Administra-
tion by August 1, 2001, an amendment to the home and community-based waiver for
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persons with mental retardation or related conditions to make consumer-directed
community support services available in every county of the state by January 1, 2002.

.(b) If a county declines lo meet the requircments for provision of consumcr-
directed community supports, the commissioner shall contract with another county, a
group of counties, or a private agency to plan for and administer consum(,r-dm,cted
community supports in that county.

(c) The state of Minnesota, county agencies, tribal governments, or administrative
entities under contract to participate in the implementation and administration of the
home and community-based waiver for persons with mental retardation or a rclated
condition, shall not be liable for damages, injuries, or liabilitics sustained through the
purchase of support by the individual, the individual’s family, legal representative, or
the authorized representative 'with funds received through the consumer-directed
community support service under this section. Liabilities include but are not limited to:
workers’ compensation liability, the Federal Insurance Contributions Act (FIC A), or
the Federal Unemployment Tax Act (FUTA).

Subd. 7.. Annual report by commissioner. Beginning November 1, 2001, and each
November 1 thercafter, the commissioner shall issue an annual report on county and
state use of available resources for thc home and community-based waiver for persons
with mental retardation or rclated conditions. For each county or county partnership,
the report shall include: '

(1) the amount of funds allocated but not used;
(2) the county specific allowed reserve amount approved and used;

(3) the number, ages, and living situations of individuals screened and waiting for
services; .

(4) the urgency ot need for services to begin within one, two, or more than two
years for each individual;

(5) the scrvices needed:;

(6) the number of additional persons served by approval of increased capacity
within existing allocations;

(7) results of action by the commissioner to strcamline administrative requirements
and improve county resourcc management; and

(8) additional action that would decrease the number of those eligible and waiting
for waivered services.

The commissioner shall specify intended outcomes for the program and the degfce to
which these specificd outcomes are attained.

[For text of subd 8, see M.S.2000]

Subd. 9. Legal representative participation exception. The commissioner, in coop-
eration with representatives of countics, service providers, service recipients, family
members, legal representatives and advocates, shall develop criteria to-allow legal
representatives to be reimbursed for providing specific support services to meet the
person’s needs when a plan which assures health and safety has been agreed upon and
carried out by the legal representative, the person, and the county. Lega] representa-
tives providing support under the home and community-based waiver for persons with
mental retardation or related conditions or the consumer support grant program
pursuant to scction 256.476, shall not be considered to have a direct or indirect service
provider intercst under section 256B.092, subdivision 7, if a health and safety plan
which meets the criteria established has been agrced upon and implemented. By
August 1, 2001, the commissioner shall submit, for federal approval, amendments to
dli()W legal representatives to prov1de support and receive reimburscment undL,r the
home and community-based waiver plan.

History: 1Sp2001 ¢ 9 art 3 s 43-45
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256B.0917 SENIORS’ AGENDA FOR INDEPENDENT LIVING (SAIL) PROJECTS
FOR A NEW LONG-TERM CARE STRATEGY.

Subdivision 1. Purpose, mission, goals, and ebjectives. (a) The purpose of imple-
menting seniors’ agenda for independent living (SAIL) projects under this section is to
demonstratc a new cooperative strategy for the long-term care system in the state of
Minnesota.

The projects are part of the initial plan for a 20-year strategy. The mission of the
20-year strategy is to creatc a new community-based care paradigm for long-term care
in Minnesota in order to maximize independence of the older adult population, and to
ensure cost-effective use of financial and human resources. The goals for the 20-year
strategy are to: :

(1) achieve a broad awareness and use of low-cost home care and other rtmdentml
alternatives to nursing homes; -

(2) develop a statewide system of information and assistance lo cnable easy access
to long-term care services;

(3) develop sufficient alternatives to nursmg homes to serve the increased number
of people needing long-term care;

(4) maintain the moratorium on new construction of nursing home beds and to
lower the percentage of elderly persons served in institutional scttings; and

(5) build a community-based approach and community commitment to delivering
long-term care services for elderly persons in their homes.

(b) The objective for the fiscal years 1994 and 1995 biennial plan is to continue at
least four but not more than six projects in anticipation of a statewide program. These
projects will continue the process of implementing:

(1) a coordinated planning and administrative process;
(2) a refocused function of the preadmission screening program;

(3) the development of additional home, Lommumty, and residential alternatives to
nursing homes;

(4) a program to support the informal caregivers for elderly persons;
(5) programs to strengthen the use of volunteers; and

(6) programs to support the building of commumty commltment to provide long-
term care for elderly persons.

The services offered through these projects are available to those who have their
own funds to pay for services, as well as to persons who are eligible for medical
assistance and to persons who are 180-day eligible clients to the extent authorized in
this section.

Subd. 2. Design of SAIL prejects; local long-term care coordinating team. (a) The
commissioner of human services shall contract with SAIL projects in four to six
counties or groups of counties to demonstrate the feasibility and cost-effectiveness of a
local long-term care strategy that is consistent with the state’s long-term care goals
identified in subdivision 1. The commissioner shall publish a notice in the State
Register announcing the availability of project funding and giving instructions for
making an application. The instructions for the application shall identify the amount of
funding available for project components.

(b) To be selected for the project, a county board or boards must establish a long-
term care coordinating team consisting of county social service agencies, public health
nursing service agencies, local boards of health, a representative of local nursing home
providers, a representative of local home care providers, and the area agencies on aging
in a geographic area which is responsible for:

(1) developing a local long-term care strategy consistent with state goals and
objectives;

(2) submitting an application to be selected as a project;
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(3) coordinating planning for funds to provide services to elderly persons, includ-
ing funds received under Title III of the Older Americans Act, Community Social
Services Act, Title XX of the Social Security Act and the Local Public Health Act; and

" (4) ensuring efficient services provision and nonduplication of funding.

(c) The board or boards shall designate a public agency to serve as the lead
agency. The lead agency receives and manages the project funds from the state and is
responsible for the implementation of the local strategy. If selected as a project, the
local long-term care coordinating team must semiannually evaluate the progress of the
local long-term care strategy in meeting state measures of performance and results as
established in the contract. ' _

(d) Each member of the local coordinating team must indicate its endorsement of
the local strategy. The local long-term care coordinating team may include in its
membership other units of government which provide funding for services to the frail
clderly. The team must cooperate with consumers and other public and private
agencices, including nursing homes, in the geographic area in order to develop and offer
a variety of cost-effective services to the elderly and their carcgivers.

(e) The board or boards shall apply to be selected as a project. If the project is
selected, the commissioner of human services shall contract with the lead agency for
the project and shall provide additional administrative funds for implementing the
provisions of the contract, within the appropriation available for this purpose.

(I) Projects shall be selected according to the following conditions.

No project may be selected unless it demonstrates that:

(i) the objectives of the local, project will holp to achieve the state’s long-term care
goals as defined in subdivision 1;

(ii) in the case of a project submitted jointly by several counties, all of the
participating counties are contiguous;

(iii) there is a designated local lcad agency-that is cmpowared to make contracts
with the state and local vendors on behalf of all participants;

(iv) the project proposal demonstrates that the local cooperating agencies have the
ability to perform the project as described and that the 1mplementat10n of the project
has a reasonable chance of achieving its objectives;

(v) the project will serve an area that covers at least four counties or contains at
least 2,500 persons who are 85 years of age or older, according to the projections of the
state demographer or the census if the data is more recent; and

(vi) the local coordinating team documents efforts of cooperation with consumers
and other agencies and organizations, both public and private, in planning for service
delivery.

[For text of subds 3 fo 6, see M.S.2000]

Subd. 7. Contract. (a)- The commissioner of human services shall execute a
contract with Living at Home/Block Nurse Program, Inc. (LAH/BN, Inc.). The contract
shall require LAH/BN, Inc. to:

(1) develop criteria for and award grants to establish community-based. orgamza—
tions that will implement living-at-home/block nurse programs throughout the state;

(2) award grants to enable living-at-home/block nurse programs to continue to
implement the combined living-at-home/block nurse program model;

(3) serve as a state technical assistance center to assist and coordinate the living-at-
home/block nurse programs established; and

(4) manage contracts with individual living-at- home/block nurse programs.
(b) The contract shall be effective July 1, 1997, and section 16B.17 shall not apply.

[For text of subds 8 to 12, see M.S.2000]

Subd. 13. Community service grants. The commissioner shall award contracts for
grants to public and private nonprofit agencies to establish services that strengthen a
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community’s ability to provide a system of home and community-based services for
elderly persons. The commissioner shall use a request for proposal process. The
commissioner shall give preference when awarding grants under this section to areas
where nursing facility closures have occurred or are occurring. The commissioner shall
consider grants for:

(1) caregiver support and respite care projects under subdivision 6

(2) on-site coordination under section 256.9731;

(3) the living-at-home/block nurse grant under subdivisions 7 to 10; and

(4) services identified as needed for community transition.

History: 2001 ¢ 161 s 46,47; 18p2001 ¢ 9 art 4 5 31,32

256B.092 CASE MANAGEMENT OF PERSONS WITH MENTAL RETARDATION
OR RELATED CONDITIONS.

[For text of subds 1 to 4c, see M.S.2000]

Subd. 5. Federal waivers. (a) The commissioner shall apply for any federal waivers
necessary to secure, to the extent allowed by law, federal financial participation under
United States Code, title 42, scctions 1396 et seq., as amended, for the provision of
services to persons who, in the absence of the services, would need the level of care
provided in a regional trcatment center or a community intermediate care facility for
persons with mental rctardation or related conditions. The commissioner may seek
amendments 1o the waivers or apply for additional waivers under United States Code,
title 42, sections 1396 et seq., as amended, to contain costs. The commissioner shall
cnsure that payment for the cost of providing home and community-based alternative
services under the federal waiver plan shall not exceed the cost of intermediate carc
services including day training and habilitation services that would have been provided
without the walver(,d services.

(b) The commissioner, in administering home and commumty based waivers for
persons with mental 1elardat10n and related conditions, shall ensure that day services
for eligible persons are not provided by the person’s residential service provider, unless
the person or the person’s legal representative is otffered a choice of providers and
agrees in writing to provision of day services by the residential service provider. The
individual service plan for individuals who choose to have their residential service
provider provide their day services must describe how health, safety, and protection
needs will be met by frequent and regular contact with persons other than the
residential service provider.

[For text of subds 6 to 10, see M.S.2000]
History: 1Sp2001 c 9 art 3 s 46

256B.0924 TARGETED CASE MANAGEMENT SERVICES FOR VULNERABLE
ADULTS AND PERSONS WITH DEVELOPMENTAL DISABILITIES.

Subdivision 1. Purpose. The state recognizes that targeted case management
services can decrease the need for more costly services such as multiple emergency
room visits or hospitalizations by linking elmbl(, individuals with less costly services
available in lhe community.

Subd. 2. Definitions. For pulposes of this section, the following terms have the
meanings g1v<,n

(a) “Targeted case management” means services which will assist medical assis-
tance eligible persons to gain access to needed medical, social, educational, and other
services. Targeted case management does not include therapy, treatment, legal, or
outrcach’services.

(b) “Targeted case management for adults” means activities that coordinate and
link social and other services designed to help eligible persons gain access to needed
protective services, social, health care, mental health, habilitative, cducational, voca-
tional, recreational, advocacy, legal, chemical, health, and other related scrvices.
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Subd. 3. Eligibility. Pcrsons-are eligible to receive targeted case management
services under this scction if the requirements in paragraphs (a) and (b) are met.
(a) The person must be assessed and determined by the local county agency to:

(1) be age 18 or older;

(2) be receiving medical assistance;

*(3) have significant functional limitations; and

(4) be in need of service coordination to attain or maintain living in an integrated
community sctting.

(b) The person must be a vulnerable adult in nced of adult protection as defined
in section 626.5572, or is an adult with mental retardation as defined in section
252A.02, subdivision 2, or a related condition as defined in section 252.27, subdivision
1a, and is not receiving home and community-based waiver services.

Subd. 4. Targeted case management service activities. (a) For persons with mental
retardation or a related condition, targeted case management services must meet the
provisions of scction 256B.092.

(b) For persons not eligible as a person with mental retardation or a related
condition, targeted casc management service activities include:

(1) an assessment of the person’s need for targeted case management services;

(2) the development of a written personal scrvice plan;

(3) a regular review and revision of the written personal service plan with the
recipient and the recipient’s legal represcntative, and others as identified by the
recipient, to ensure access to necessary services and supports identified in the plan;

(4) cffective communication with the recipient and the recipient’s legal represcnta-
tive and others identified by the recipient;

(5) coordination of referrals for needed services with qualified providers;

(6) coordination and monitoring of the overall service delivery to ensurc the
quality and effectiveness of services;

(7) assistance to the recipient and the recipicnt’s legal representative to help make
an informed choice of scrvices;

(8) advocating on behalf of the r&,01plem when scrvice barriers are encountered or
referring the recipient and the recipient’s legal repruentdtlve to an independent
advocate

(9) monitoring and evaluating services identified in the personal service plan to
ensure personal outcomes arc met and to cnsure satisfaction with services and service
delivery;

(10) conducting face-to-face monitoring with the recipient at least twice a year;

(11) completing and maintaining nccessary documentation that supports and
verifies the activities in this section;

(12) coordinating with the medical assistance facility discharge planner in the
180-day period prior to the recipient’s discharge into the community; and

(13) a personal service plan developed and reviewed at least annually with the
recipient and the recipient’s legal representative. The personal service plan must be
revised when there is a change in the recipient’s status. The personal scrvice plan must
identify:

(1) the desired personal short and long-term outcomes;

(ii) the recipicnt’s preferences for services and supports, including development of
a person-centered plan if requested; and

(iii) formal and informal services and supports based on areas of assessment, such
as: social, health, mental health, residence, family, educational and vocational, safety,
legal, sclf-determination, financial, and chemical health as determined by the recipient
and the recipient’s legal representative and the recipient’s support network.

Subd. 5. Provider standards. County boards or providers who contract with the
county are eligible to receive medical assistance reimbursement for adult targeted case
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management services. To qualify as a provider of targeted case management services
the vendor must: '

(1) have demonstrated the capacity and experience to provide the activities of case
management services defined in subdivision 4;

(2) be able to coordinate and link community resources needed by the recipient;

(3) have the administrative capacity and cxperience to serve the cligible population
in providing services and to ensurc quality of services under state and federal
requirements;

(4) have a financial management system that provides accurate documentation of
services and costs under state and federal requirements;

(5) have the capacity to document and maintain individual case records complying
with state and fcderal requirements;

(6) coordinate with county social service agencies responsible for planning for
community social services under chapters 256E and 256F; conducting adult protective
investigations under section 626.557, and conducting prepetition screenings for commit-
ments under section 253B.07;

(7) coordinate with health care providers to ensure access to necessary health care
services; . , '

(8) have a procedure in place that notifies the recipient and the recipient’s legal
representative of any conflict of interest if the contracted targeted case management
service provider also provides the recipient’s services and supports and provides
information on all potential conflicts of interest and obtains the recipient’s informed
consent and provides the recipient with alternatives; and

(9) have demonstrated the capacity to achieve the following performance out-
comes: access, quality, and consumer satisfaction.

Subd. 6. Payment for targeted case management. (a) Medical assistance and
MinnesotaCare payment for targetcd case management shall be made on a monthly
basis. In order to receive payment for an eligible adult, the provider must document at
least one contact per month and not more than two consecutive months without a face-
to-face contact with the adult or the adult’s legal representative.

(b) Payment for targeted case management provided by county staff under this
subdivision shall be based on the monthly rate methodology under section 256B.094,
subdivision 6, paragraph (b), calculated as one combined average rate together with
adult mental health case management under section 256B.0625, subdivision 20, except
for calendar year 2002. In calendar year 2002, the rate for case management under this
section shall be the same as the rate for adult mental health case management in effect
as of December 31, 2001. Billing and payment must identily the recipient’s primary
population group to allow tracking of revenues.

“(c) Payment for targeted case management provided by county-contracted vendors
shall be based on a monthly rate negotiated by the host county. The negotiated rate
must not exceed the rate charged by the vendor for the same service to other payers. If
the service is provided by a team of contracted vendors, the county may negotiate a
team rate with a vendor who is a member of the team. The team shall determine how
to distribute the rate among its members. No reimbursement received by contracted
vendors shall be returned to the county, except to reimburse the county for advance
funding provided by the county to the vendor.

(d) If the service is provided by a team that includes contracted vendors and
county staff, the costs for county staff participation on the team shall be included in the
rate for county-provided services. In this case, the contracted vendor and the county
may each receive separate payment for services provided by each entity in the same
month. In order to prevent duplication of services, the county must document, in the
recipient’s file, the need for team targeted case management and a description of the
different roles of the team members. :

(¢) Notwithstanding section 256B.19, subdivision 1, the nonfederal sharc of costs
for targeted case management shall be provided by the recipient’s county of responsi-
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bility, as defined in sections 256G.01 to 256(G.12, from sources other than federal funds
or funds used. to match other federal funds.

(f) The commissioner may suspend, reduce, or terminate reimbursement to a
provider that does not meet the reporting or other requircments of this section. The
county of responsibility, as defined in scctions 256G.01 to 256(G.12, is responsible for
any federal disallowances. The county may share this responsibility with its contracted
vendors.

(g) The commissioner shall set aside five percent of the federal funds received
under this section for use in reimbursing the.state for costs of developing and
implementing this section.

(h) Notwithstanding section 256.025, subdivision 2, payments to counties for
targeted case management expenditures under this section shall only be made from
federal carnings from services provided under this section. Payments to contracted
vendors shall include both the federal earnings and the county share.

(i) Notwithstanding section 256B.041, county payments for the cost of case
management services provided by county staff shall not be made to the state treasurer.
For the purposcs of targeted case management services provided by county staff under
this scction, the centralized disbursement of payments to counties under section
256B.041 consists only of federal earnings from services provided under this section.

(i) If the recipient is a resident of a nursing facility, intermediate care facility, or
hospital, and the recipient’s institutional care is paid by medical assistance, payment for
targeted case management services under this subdivision is limited to the last 180 days
of the recipient’s residency in. that facility and may not exceed more than six months in
a calendar year.

(k) Payment for targeted case management scrvices under this subdivision shall
not duplicate payments made under other program authorities for the same purpose.

(1) Any growth in targeted case management services and cost increases under this
section shall be the responsibility of the counties.

Subd. 7. Implementation and evaluation. The commissioner of human services in
consultation with county boards shall establish a program to accomplish the provisions
of subdivisions 1 to 6. The commissioner in consultation with county boards shall
cstablish performance measures to cvaluate the -effectiveness- of -the targeted case
management services. If a county fails to meet agreed upon performance measures, the
commissioner may authorize contracted providers other than the county. Providers
contracted by the commissioner shall also be subject to the standards in subdivision 6.

History: 1Sp2001 ¢ 9 art 2 s 44

256B.093 SERVICES FOR PERSONS WITH TRAUMATIC BRAIN INJURIES.

Subdivision 1. State traumatic brain injury program. The commissioner of human
services shall:

(1) maintain a statewide traumatic brain injury program;

2 supervise and coordmate services and policies for persons with traumatic brain
injuries;

(3) contract with qualified agencies or employ staff to_provide statewide adminis-
trative case management and consultation;

(4) maintain an advisory committee to provide recommendations in reports to the
commissioner regarding program and service needs of persons with traumatic brain
injuries;

(5) investigate the need for the development of rulcs or statutes for the traumatic
brain injury home and community-based services waiver;

(6) investigate present and potential models of service coordination which can be
delivered at the local level; and

(7) the advisory committee required by clause (4) must consist of no fewer than
ten members and no more than 30 members. The commissioner shall appoint all

Copyright © 2001 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 2001 SUPPLEMENT

256B.093  MEDICAL ASSISTANCE FOR NEEDY PERSONS 206

advisory commiticc members to one- or two-year terms and appoint one member as
chair. Notwithstanding section 15.059, subdivision 5, the advisory committee does not
terminate until June 30, 2005.

[For text of subd 2, see M.S.2000]

Subd. 3. Traumatic brain injury program duties. The department shall fund
administrative case management under this subdivision using medical assistance admin-
istrative funds. The traumatic brain injury program duties include:

(1) recommending to the commissioner in consultation with the medical review
agent according to Minnesota Rules, parts 9505.0500 to 9505.0540, the approval or
denial of medical assistance funds to pay for out-of-state placements for traumatic
brain injury services and in-state traumatic brain injury services provided by designated
Medicare long-term care hospitals;

(2) coordinating the traumatic brain injury home and community-based waiver;

(3) providing ongoing technical assistance and consultation to county and facility
case managers to facilitate care plan development for appropriate, accessible, and cost-
effective medical assistance services;

(4) providing technical assistance to promote statewide development of appropri-
ate, accessible, and cost-cffective medical assistance scrvices and related policy;

(5) providing training and outrcach to facilitate access to appropriate home and
community-based scrvices to prevent institutionalization;

(6) facilitating appropriate admissions, continued stay review, discharges, and
utilization review for neurobehavioral hospitals and other specialized institutions;

(7) providing technical assistancc on the use of prior authorization of home care
scrvices and coordination of these services with other medical assistance services;

(8) developing a system for identification of nursing facility and hospital residents
with traumatic brain injury to assist in long-term planning for medical assistance
services. Factors will include, but are not limited to, numbcr of individuals served,
length of stay, services reccived, and barriers to community placement; and

(9) providing information, referral, and case consultation to access medical assis-
tance services for recipients without a county or facility case manager. Direct access to
this assistance may be limited due to the structure of the program.

[For text of subds 3a and 4, see M.S.2000]
History: 2001 ¢ 161 s 48; 1Sp2001 ¢ 9 art 3 5 47

256B.094 CHILD WELFARE TARGETED CASE MANAGEMENT SERVICES.
[For text of subds 1 to 5, see M.S.2000]

Subd. 6. Medical assistance reimbursement of case management services. (a)
Medical assistance reimbursement for scrvices under this scction shall be made on a
monthly basis. Payment is bascd on face-to-face or telephone contacts between the case
manager and the client, client’s family, primary caregiver, legal representative, or other
relevant person identified as necessary to the development or implementation of the
goals of the individual service plan regarding the status of the client, the individual
service plan, or the goals for the client. These contacts must meet the minimum
standards in clauses (1) and (2):

(1) therc must be a face- to- face contact at lcast once a month cxcept as p10v1dcd
in clause (2); and

(2) for a client placed outside of the county of financial responsibility, or a client
served by (tribal social services placed outside the rescrvation, in an excluded time
facility under section 256G.02, subdivision 6, or through the Interstate Compact on the
Placement of Children, scction 260.851, and the placement in cither case is more than
60 miles beyond the county or reservation boundaries, there must be at least one
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contact per month and not more than two consccutive months without a face-to-face
contact.

(b) Except as provided under paragraph (c) the payment rate is cstablished using
time study data on activities of provider service staff and reports required under
sections 245.482, 256.01, subdivision 2, paragraph (17), and 256E.08, subdivision 8.

(c) Payments for tribes may be madc according to section 256B.0625 or other
relevant federally approved rate setting methodology for child welfare targeted case
management provided by Tndian health services and facilities opcrated by a tribe or
tribal organization.

(d) Payment for case management provided by county or tribal social services
contracted vendors shall be based on a monthly rate negotiated by the host county or
tribal social services. The negotiated rate must not exceed the rate charged by the
vendor for the same service to other payers. If the service is provided by a team of
contracted vendors, the county or tribal social services may negotiate a team rate with a
vendor who is a member of the team. The team shall detcrmine how to distribute the
rate among its members. No reimbursement reccived by contracted vendors shall. be
returned to the county or tribal social services, except to reimburse the county or tribal
social services for advance funding provided by the county or tribal social services to
the vendor.

(e) If the service is provided by a team that includes contracted vendors and
county or tribal social services staff, the costs for county or tribal social services staff
participation in the team shall be included in the rate for county or tribal social services
provided services. In this case, the contracted vendor and the county or tribal social
services may each receive separate payment for services provided by each entity in the.
same month. To prevent duplication of services, each entity must document, in the
recipient’s file, the need for team case management and a. descrlptlon of the roles and
scrvices of the team members.

Separatc payment rates may be established tor different groups of providers to
maximize reimbursement as detcrmined by the commissioner. The payment rate will be
reviewed annually and revised periodically to be consistent with the most recent time
study and other data. Payment for services will be made upon submission of a valid
claim and verification of proper documentation described in-subdivision 7. Federal
administrative revenue earned through the time study, or under paragraph (c), shall be
distributed according to earnings, to counties, reservations, or groups of counties or
reservations which have the same payment rate under this subdivision, and to the group
of counties or rescrvations which are not certified providers under section 256F.10. The
commissioner shall modify the requirements set out in Minnesota Rules, parts
9550.0300 to 9550.0370, as necessary to accomplish this.

[For text of subd 7, see M.S.2000]
Subd. 8. Payment limitation. Scrvices that are not eligible for payment as a child
welfare targeted case management service include, but are not limited to:
(1) assessments prior to opening a case;
(2) therapy and treatment services;
(3) legal services, including legal advocacy, for the client;

(4) information and referral services that are part of a county’s community social
services plan, that are not provided to an eligible recipient;

(5) outreach services including outreach services provided through the commumty
support services program;

(6) services that are not documented as required under subdivision 7 and
Minnesota Rules, parts 9505.2165 and 9505.2175;

(7) services that are otherwise eligible for payment on a separate schedule under
rules of the department of human services;

(8) services to a client that duplicatc the same case management service from
another case manager;
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. (9) case management services provided to patients or residents in a medical
assistance facility except as described under subdivision 2, clause (9); and
(10) for children in foster care, group homes, or residential care, payment for case
management services is limited to case management services that focus on permanency
planning or return to the family home and that do not duplicate the facility’s discharge
planning services. :
History: 2001 ¢ 203 s 11,12

256B.095 QUALITY ASSURANCE PROJECT ESTABLISHED.

Effective July 1, 1998, an alternative quality assurance licensing system project for
programs for persons with developmental disabilities is established in Dodge, Fillmore,
Freeborn, Goodhue, Houston, Mower, Olmsted, Rice, Steele, Wabasha, and Winona
counties for the purpose.of improving the quality of services provided to persons with
developmental disabilities. A county, at its option, may choose to have all programs for
persons with developmental disabilities located within the county licensed under
chapter 245A using standards determined under the alternative quality assurance
licensing system project or may continue regulation of these programs under the
licensing systcm operated by the commissioner. The project expires on June 30, 2005.

History: 1Sp2007/ ¢ 9 art 3 s 48

256B.0951 QUALITY ASSURANCE COMMISSION.

Subdivision 1. Membership. The region 10 quality assurance commission is estab-
lished. The commission consists of at least 14 ‘but not more: than 21 members as
follows: at least three but not more than five members representing advocacy organiza-
tions; at least three but not more than five members representing consumers, families,
and their legal representatives; at least three but not morc than five members
representing service providers; at lcast three but not more than five members repre-
senting counties; and the commissioner of human services or the commissioner’s
designee. Initial membership of the commission shall be recruited and approved by the
region 10 stakeholders group. Prior to approving the commission’s membership, the
stakeholders group shall provide to the commissioner a list of the membership in the
stakeholders group, as of February 1, 1997, a brief summary of meetings held by the
group since July 1, 1996, and copies of any materials prepared by the group for public
distribution. The first commission shall establish membership guidelines for the transi-
tion and recruitment of membership for the commission’s ongoing cxistence. Members
of .the commission who do not receive a salary or wages from an employer for time
spent on'commission duties may reccive a per diem payment when performing
commission duties and functions. All members may be reimbursed for expenses related
to commission activities. Notwithstanding the provisions of section 15.059, subdivision
5, the commission expires on June 30, 2005.

[For text of subd 2, see M.S.2000]

Subd. 3. Commission duties. (a) By October 1, 1997, the commission, in coopera-
tion with the commissioners of human services and health, shall do the following: (1)
approve an alternative quality assurance licensing systcm based on the evaluation of
outcomes; (2) approve mecasurable outcomes in the areas of health and safety,
consumer evaluation, education and training, providers, and systems that shall be
evaluated during the alternative licensing process; and (3) establish variable licensure
periods not to exceed three years based on outcomes achieved. For purposes of this
subdivision, “outcome™ means the behavior, action, or status of a person that can be
observed or measured and can be reliably and validly determined.

(b) By January 15, 1998, the commission shall approve, in cooperation with the
commissioner of human services, a training program for members .of the quality
assurance teams established under scection 256B.0952, subdivision 4.

(¢) The commission and the commissioner shall establish an ongoing review
process for the alternative quality assurance licensing system. The review, shall take into
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account the comprehensive nature of the alternative system, which is designed to
evaluate the broad spectrum of licensed and unlicensed entities that provide scrvices to
clients, as compared to the current licensing system.

(d) The commission shall contract with an independent cntity to conduct a
financial review of the alternative quality assurance project. The review shall take into
account the comprehensive nature of the alternative system, which is designed to
evaluate the broad spectrum of licensed and unlicensed entities that provide services to
clients, as compared to the current licensing system. The review shall include an
evaluation of possible budgetary savings within the department of human services as a
result of implementation of the alternative quality assurance project. If a federal waiver
is approved under subdivision 7, the financial review shall also evaluate possible savings
within the department of health. This review must be completed by December 15, 2000.

(e) The commission shall submit a report to the legislature by January 15, 2001, on
the results of the review process for the alternative quality assurance project, a
summary of the results of the independent financial review, and a recommendation on
whether the project should be extended beyond June 30, 2001.

(f) The commissioner, in consultation with the commission, shall examine the
feasibility of expanding the project to other populations or geographic areas and
identify barriers to expansion. The commissioner shall report findings and recommen-
dations to the legislature by December 15, 2004.

Subd. 4. Commission’s authority to recommend variances of licensing standards.
The commission may recommend to the commissioners of human services and health
variances from the standards governing licensure of programs for persons with develop-
mental disabilities in order to improve the quality .of services by implementing an
alternative developmental disabilitics licensing system if the commission determines
that the alternative licensing system does not adversely affect the health or safety of
persons being served by the licensed program nor compromise the qualifications of
staff to provide services. '

Subd. 5. Variance of certain standards prohibited. The safety standards, rights, or
procedural protections under sections 245.825; 245.91 to 245.97; 245A.04, subdivisions
3, 3a, 3b, and 3c; 245A.09, subdivision 2, paragraph (c), clauses (2) and (5); 245A.12;
245A.13; 252.41, subdivision 9; 256B.092, subdivisions 1b, clause (7), and 10; 626.556;
626.557, and procedures for the monitoring of psychotropic medications shall not be
varied under the alternative licensing system project. The commission may make
recommendations to the commissioners of human services and health or to the
legislature regarding alternatives to or modifications of the rules and procedures
referenced in this subdivision. ]

Subd. 6. [Repealed, 1Sp2001 ¢ 9 art 3 s 76]

Subd. 7. Waiver of rules. The commissioner of health may exempt residents’ of
intermediate carc facilities for persons with mental retardation (ICFs/MR) who partici-
pate in the threc-year quality assurance pilot project established in section 256B.095
from the requirements of Minnesota Rules, chapter 4665, upon approval by the federal
government of a waiver of federal certification requirements [or ICFs/MR.

Subd. 8. Federal waiver. The commissioner of human services shall seek federal
authority to waive provisions of intermediate care facilities for persons with mental
retardation (ICFs/MR) regulations to enable the demonstration and cvaluation of the
alternative quality assurance system for ICFs/MR under the project. The commissioner
of human secrvices shall apply for any necessary waivers as soon as practicable.

Subd. 9. Evaluation. The commission, in consultation with th¢ commissioner of
human scrvices, shall conduct an evaluation of the alternative quality assurance system,
and present a report to the commissioner by June 30, 2004.

History: 15p2001 c 9 art 3 5 49-55
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256B.0952 COUNTY DUTIES; QUALiTY ASSURANCE TEAMS.

Subdivision 1. Netification. For each year of the project, region 10 counties shall
give notice to the commission and commissioners of human services and health by
March 15 of intent to join the quality assurance alternative licensing system, cffective
July 1 of that year. A county choosing to participate in the alternative licensing system
commits to participate until June 30, 2005. Counties participating in the quality
assurance alternative licensing system as of January 1, 2001, shall notify the commission
and the commissioners of human services and health by March 15, 2001, of intent to
continue participation. Countics that elect to continue participation must participate in
the alternative licensing system until June 30, 2005.

[For text of subds 2 and 3, see M.S.2000]

Subd. 4. Appointment of quality assurance manager. (2) A county or group of
counties that chooses to participate in the alternative licensing system shall designate a
quality assurance manager and shall establish quality assurance teams in accordance
with subdivision 5. The manager shall rccruit, train, and assign duties to the quality
assurance team members. In assigning tcam members to conduct the quality assurance
process at a facility, program, or service, the manager shall take into account the size of
the service provider, the number of services to be reviewed, the skills necessary for
team members to complete the process, and other relevant factors. The manager shall
ensure that no team member has a financial, personal, or family relationship with the
facility, program, or service being reviewed or with any clients of the facility, program,
or service.

(b) Quality assurance teams shall report the findings of their quality assurance
reviews to the quality assurance manager. The quality assurance manager shall provide
the report from the quality assurance team to the county and, upon request, to the
commissioners of human scrvices and health, and shall provide a summary of the
report to the quality assurance review council.

[For text of subds 5 and 6, sec M.S.2000/
History: 15p2001 ¢ 9 art 3 5 56,57
256B.15 CLAIMS AGAINST ESTATES.
[For text of subds 1 and Ia, see M.S.2000/
Subd. 1b. [Repealed, 2001 ¢ 203 s 19]
[For text of subd 2, see M.5.2000]
Subd. 2a. [Repealed, 2001 ¢ 203 s 19]
[For text of subds 3 to 5, see M.5.2000]
256B.19 DIVISION OF COST.
[For text of subds 1 and la, see M.S.2000]

Subd. 1b. [Repealed, 1Sp2001 ¢ 9 art 2 s 76]

Subd. tc. Additional portion of nonfederal share. (a) Hennepin county shall be
responsible for a monthly transfer payment of $1,500,000, due before noon on the 15th
of each month and the University of Minnesota shall be responsible for a monthly
transfer payment of $500,000 due beforc noon on the 15th of each month, beginning
July 15, 1995. These sums shall be part of the designated governmental unit’s portion of
the nonfederal share of medical assistance costs, but shall not be subject to payback
provisions of section 256.025.

(b) Beginning July 1, 2001, Hennepin county’s payment under paragraph (a) shall
be $2,066,000 each month.

(c) Beginning July 1, 2001, thc commissioner shall increase annual capitation
payments to the metropolitan health plan under section 256B.69 for the prepaid
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medical assistance program by approximately $3,400,000, plus any available federal
matching funds, to recognize higher than average medical education costs.

[Tor text of subds 1d to 3, see M.S.2000]
History: 1Sp2001 ¢ 9 art 2 s 45

256B.195 ADDITIONAL INTERGOVERNMENTAL TRANSFERS; HOSPITAL PAY-
MENTS.

Subdivision 1. Federal approval required. Sections 145.9268, 256.969, subdivision
26, and this section are conlingent on [ederal approval of the intergovernmental
transfers and payments to safety net hospitals and community clinics authorized under
this section. These sections are also contingent on current payment, by the government
entities, of intergovernmental trapsfers under scction 2568.19 and this section.

Subd. 2. Payments from governmental entities. (a) In addition to any payment
required under section 256B.19, effective July 15, 2001, the following government
entities shall make the payments indicated before noon on the 15th of cach month:

(1) Hennepin county, $2,000,000; and
(2) Ramsey county, $1,000,000.

(b) These sums shall be part of the designated governmental unit’s portion of the
nonfederal share of medical assistance costs. Of these payments, Hennepin county shall
pay 71 percent directly to Flennepin County Medical Center, and Ramsey county shall
pay 71 percent directly to Regions hospital. The counties must provide certification to
the commissioner of payments to hospitals under this subdivision.

Subd. 3. Payments to certain safety net providers. (a) Effcctive July 15, 2001, the
commissioner shall make the following payments to the hospitals indicated after noon
on the 15th of each month:

(1) to Hennepin County Medical Center, any fedcral matching funds available to
match the payments reccived by the medical center under subdivision 2, to increase
payments for medical assistance admissions and to recognize higher medical assistance
costs in institutions that provide high levels of charity care; and

2) to Regions hospital, any fcderal* matching funds available to match the
payments reccived by the hospital under subdivision 2, to increase payments for
medical assistance admissions and to recognize higher medical assistance costs in
institutions that provide high levels of charity care.

(b) Effcctive July 15, 2001, the followmg percentages of the txansfurs under
subdivision 2 shall be retained bv the commissioner for deposit each month into the
general fund:

(1) 18 percent, plus any federal matching funds, shal[ be allocated for the following
purposes:

" (i) during the fiscal year beginning July 1, 2001, of the amount available under this
clause, 39.7 percent shall be dllocqtecl to make increased hospital payments under
section 256.969, subdivision 26; 34.2 percent shall be allocated to fund the amounts due
from small rural hospitals, as defined in section 144.148, for overpayments under
section 256.969, subdivision 3a, resulting from a determination that medical assistance
and general assistance payments exceeded the charge limit during the period from 1994
to 1997; and 26.1 percent shall be allocated to the commissioner of health for rural
hospital capital improvement grants under section 144.148; and

(ii) during fiscal years beginning on or after July 1, 2002, of the amount available
under this clause, 55 percent shall be allocated to make increased hospital payments
under section 256.969, subdivision 26, and 45 percent shall be allocated to the
commissioner of health for rural hospital capital improvement grants under section
144.148; and

(2) 11 percent shall be allocated to the commissioner of health to fund community
clinic grants under section 145.9268.
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(¢) This subdivision shall apply to fee-for-service payments only and shall not
increase capitation payments or payments made based on average rates. -

(d) Medical assistance rate or payment changes, including those required to obtain
federal financial participation under section 62J.692, subdivision 8, shall precede the
determination of intergovernmental transfer amounts determined in this subdivision.
Participation in the intergovernmental transfer program shall not result in the offset of
any health care provider’s receipt of medical assistance payment increascs other than
limits resulting from hosp1ta1 specific charge limits and limits on disproportionate share
hospital payments.

Subd. 4. Adjustments permitted. (a) The commissioner may adjust the intergovern-
mental transfers under subdivision 2 and the payments under subdivision 3, and
payments and transfers under subdivision 5, based on the commissioner’s determination
of Medicare upper payment limits, hospital-specific charge limits, and hospital-specific
limitations on disproportionate share payments. Any adjustments must be made on a
proportional basis. If participation by a particular hospital under this section is limited,
the commissioner shall adjust the payments that relate to that hospital under subdivi-
sions 2, 3, and 5 on a proportional basis in order to allow the hospital to participate
under this section to the fullest extent possible and shall increase other payments under
subdivisions 2, 3, and 5 to the extent allowable to maintain the overall level of
payments under this section. The commissioner may make adjustments under this
subdivision only after consultation with the counties and hospitals identified in subdivi-
sions 2 and 3, and, if subdivision 5 receives federal approval, with the hospital and
educational institution identified in subdivision 5.

(b) The ratio of medical assistance payments specificd in subdivision 3 to the
intergovernmental transfers specified in subdivision 2 shall not be reduced except as
provided under paragraph (a).

Subd. 5. Inclusion of Fairview University Medical Center. (a) Upon federal
approval of the inclusion of Fairview University Medical Center in the nonstate
government category, the commissioner shall establish an intergovernmental transfer
with the University of Minnesota in an amount determined by the commissioner based
on the increase in the Medicare upper payment limit due solely to the inclusion of
Fairview University Medical Center as a rlonstate government hospital and limited by
hospital-specific charge limits and the amount available under the hospital-specific
disproportionate share limit.

(b) The commissioner shall increasc payments for medical assistance admissions at
Fairview University Medical Center by 71 percent of the transfer plus any federal
matching payments on that amount, to increase payments for medical assistance
admissions and to recognize higher medical assistance costs in institutions that provide
high levels of charity care: From this payment, Fairview University Medical Center
shall pay to the University of Minnesota the cost of the transfer, on the same day the
payment is received. Eighteen percent of the transfer plus any federal matching
payments shall be used as specificd in subdivision 3, paragraph (b), clause (1).
Payments under section 256.969, subdivision 26, may be increased above the 90 percent
level specified in that subdivision within the limits of additional funding available under
this subdivision. Eleven percent of the transfer shall be used to increase the grants
under section 145.9268. :

History: 1Sp2001 ¢ 9 art 2 s 46
256B.431 RATE DETERMINATION.
[For text of subds 1 to 2d, see M.S5.2000] _'

Subd. 2e. Contracts for services for ventilator-dependent persons. The commis-
sioner may contract with a nursing facility eligible to receive medical assistance
payments to provide services to a ventilator-dependent person identified by the
commissioner according to criteria developed by the commissioner, including:
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(1) nursing facility care has been recommended for the person by a prcadmission
screening team;

(2) the person has been hospltahzod and no longer requires 1npdt1enl acute carc
hospital services; and

(3) the commissioner has determined that necessary services for the person cannot
be provided under existing nursing facility ratcs.

The commissioner may issue a request for proposals to prov1de services to a
ventilator-dependent person. to nursing facilities eligible to receive medical assistance
payments and shall select nursmg facﬂmes from among respondents according to
criteria developed by the commissioner, including:

(1) the cost-cffectiveness.and appropriateness of services;

(2) the nursing facility’s (.ompllance with federal and state hcensmo and certifica-
tion standards; and

(3) the proximity of the nursing facility to a ventilator-dependent persor identified
by the commissioner who requires nursing facility placement.

The commissioner may negotiate an dd]ustrnent to the operating cost payment rate
for a nursing facility selected by the commissioner from among respondents to the
request for proposals. The negotiated adjustment must reflect only the actual addition-
al cost of meeting the specialized care needs of a ventilator-dependent person
identified by the commissioner for whom necessary services cannot be provided under
existing nursing facility rates and which are not otherwisc covered under Minnesota
Rules, parts 9549.0010 to 9549.0080 or 9505.0170 to 9505, 0475. For persons who are
initially admitted to a nursing facility before July 1, 2001, and have their payment rate
under this subdivision negotiated after July 1, 200] the negotiated payment rate must
not exceed 200 percent of the highest multiple bedroom payment rate for the facility,
as initially established by the commissioner for the rate year for case mix.classification
K. For persons initially admitted to a nursing facility on or after July 1, 2001, the
negotiated payment rate must not exceed 300 percent of the facility’s multiple bedroom
payment rate for case mix classification K. The negotiated adjustment shall not affect
the payment rate charged to private paying residents under the provisions of section
256B.48, subdivision 1.

[For text of subds 2g to 16, see M.S.2000/

Subd. 17. Special provisions for moratorium exceptions. (a) Notwithstanding
Minnesota Rules, part 9549.0060, subpart 3, for rate periods beginning on October 1,
1992, and for rate years beginning after June 30, 1993, a nursing facility that (1) has
completed a construction project approved under section 144A.071, subdivision 4a,
clause (m); (2) has completed a construction project approved under section 144A.071,
subdivision 4a, and effective after June 30, 1995; or (3) has completed a renovation,
replacement, or upgrading project approved under the moratorium exception process
in section 144A.073 shall be reimbursed for costs directly identified to that project as
provided in subdivision 16 and this subdivision.

(b) Notwithstanding Minnesota Rules, part 9549. 0060 subparts 5, item A, subitcms
(1) and (3), and 7, item D, allowable interest expense on debt shall mclude

(1) interest expense on debt related to the cost of purchasing or replacing
depreciable equipment, excluding vehicles, not to exceed six percent of the total
historical cost of the project; and

(2) interest expense on debt related to financing or refinancing costs, including
costs related to points, loan origination fees, fmdncmu charges, legal fees and title
searches; and issuance costs including bond d1scounts bond counsel, underwriter’s
counsel, corporate counsel, printing, dnd financial forecasts Allowable- debt related to
jitems in this clause shall not exceed seven percent of the total historical cost of the
project. To the cxtent these costs are financed, the straight-line amortization of the
costs in this clause is not an allowable cost; and
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(3) interest on debt incurred for the establishment of a debt reserve fund, net of
the interest carned on the debt reserve fund.

(c) Debt incurred for costs under paragraph (b) is not subject to Minnesota Rules,
part 9549.0060, subpart 5, item A, subitem (5) or (6).

(d) The incremental incrcasc in a nursing facility’s rental rate, determined under
Minnesota Rules, parts 9549.0010 to 9549.0080, and this section, resulting from the
acquisition of allowable capital asscts, and allowable debt and interest expense under
this subdivision shall be added to its property-related payment rate and shall be
effective on the first day of the month following the month in which the moratorium
project-was completed. :

(c) Notwithstanding subdivision 3f, paragraph (a), for rate periods beginning on
October 1, 1992, and for rate years beginning after June 30, 1993, the replacement-
costs-new per bed limit to be used in Minncsota Rules, part 9549.0060, subpart 4, item
B, for a nursing facility that has completed a renovation, replacement, or upgrading
project that has been approved under the moratorium cxception process in section
144A.073, or that has complcted an addition to or replacement of buildings, attached
fixtures, or land improvements for which the total historical cost excecds the lesser of
$150,000 or ten” percent of the most recent appraised valuc, must be $47,500 per
licensed bed in multiple-bed rooms and $71,250 per licensed bed in a single-bed room.
These amounts must be adjusted annually as specified in subd1v151on 3f, paragraph (a),
beginning January 1, 1993.

(f) For purposes of this paragraph, a total replacement means the complete
replacement of the nursing facility’s physical plant through the construction of a new
physical plant, the transfer of the nursing facility’s license from one physical plant
location to another, or a new building addition to rclocate beds from three- and four-
bed wards. For total replacement projects completed on or after July 1, 1992, the
commissioner shall compute the incremental change in the nursing facility’s rental per
diem, for rate years beginning on or after July 1, 1995, by replacing its appraised value,
including the historical capital asset costs, and the capital debt and interest costs with
the new nursing facility’s allowable capital asset costs and the related allowable capital
debt and interest costs. If the new nursing facility has decreased its licensed capacity,
the aggregate investment per bed limit in subdivision 3a, paragraph (c), shall apply. If
the new nursing facility has retained a portion of the original physical plant for nursing
facility usage, then a portion of the appraised value prior to the replacement must be
retaincd and included in the calculation of the incremental change in the nursing
facility’s rental per diem. For purposes of this part, the original nursing facility mcans
the nursing facility prior to the total replacement project. The portion of the appraised
value to be retained shall be calculated according to clauses (1) to (3):

(1) The numerator of the allocation ratio shall be the square footage of the area in
the original physical plant which is being retained for nursing facility usage.

(2) The denominator of the allocation ratio shall be the total squarc footage of the
original nursing facility physical plant.

(3) Each component of the nursing facility’s allowable appraised value prior to the
total replacement project shall be multlphccl by the allocation ratio developed by
dividing clause (1) by clause (2).

In the case of either type of total replacement as authorized under section
144A.071 or 144A.073, the provisions of this subdivision shall also apply. For purposes
of the moratorium exception authorized under section 144A.071, subdivision 4a,
paragraph (s), if the total replacement involves the renovation and usc of an existing
health care facility physical plant, the new allowable capital asset costs and related debt
and interest costs shall include first the allowable capital asset costs and related debt
and interest costs of the renovation, to which shall be added the allowable capital asset
costs of the existing physical plant prior to the renovation, and if reported by the
facility, the related allowable capital debt and interest costs.

(g) Notwithstanding Minnesota Rules, part 9549.0060, subpart 11, item C, subitem
(2), for a total replacement, as defined in paragraph (f), authorized under section
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144A.071 or 144A.073 after July 1, 1999, or any building project that is a relocation,
renovation, upgrading, or conversion completed on or after July 1, 2001, the replace-
ment-costs-new per bed limit shall be $74,280 per licensed bed in multiple-bed rooms,
$92,850 per licensed bed in semiprivate rooms with a fixed partition separaling the
resident beds, and $111,420 per licensed bed in single rooms. Minnesota Rules, part
9549.0060, subpart 11, item C, subitem (2), does not apply. These amounts must be
adjusted annually as specified in subdivision 3f, paragraph (a), bwmnmc January 1,
2000.

(h) For a total replacement, as defined in paragraph (f), authorized under section
144A.073 for a 96-bed nursing home in Carlton county, the replacement-costs-new per
bed limit shall be $74,280 per licensed bed in multiple-bed rooms, $92,850 per licensed
bed in semiprivate rooms with a fixed partition separating the resident’s beds, and
S111,420 per licensed bed in a single room. Minnesota Rules, part 9549.0060, subpart
11, item C, subitem (2), does not apply. The resulting maximum allowable replacement-
costs-new multiplied by 1.25 shall constitute the project’s dollar threshold for purposcs
of application of the limit set forth in section 144A.071, subdivision 2. The commission-
er of health may waive the requirements of section 144A.073, subdivision 3b, paragraph
(b), clause (2), on the condition that the other requirements of that paragraph are met.

(i) For a renovation authorized under section 144A.073 for a 65-bed nursing home
in St. Louis county, the incremental increase in rental rate for purposes of paragraph
(d) shall be $8.16, and the total replacement cost, allowable appraised value, allowable
debt, and allowable interest shall be increased according to the incremental increase.

(j) For a total replacement, as defined in paragraph (f), authorized under section
144A.073 involving a new building addition that relocates beds from three-bed wards
for an 80-bed nursing home in Redwood county, the replacement-costs-new per bed
limit shall be $74,280 per licensed bed for multiple-bed rooms; $92,850 per licensed bed
for semiprivate rooms with a fixed partition separating the beds; and $111,420 per
licensed bed for single rooms. These amounts shall be adjusted annually, beginning
January 1, 2001. Minnesota Rules, part 9549.0060, subpart LI, item C, subitem (2),
does not apply. The resulting maximum allowable replacement-costs-new multiplied by
1.25 shall constitute the project’s dollar threshold for purposes of application of the
limit set forth in section 144A.071, subdivision 2. The commissioner of health may
waive the requirements of section 144A.073, subdivision 3b, paragraph (b), clause (2),
on the condition that the other requirements of that paragraph are met.

[For text of subds 18 to 30, see M.S.2000]

Subd. 31. Nursing facility rate increases beginning July 1, 2001, and July 1, 2002,
For the rate years beginning July 1, 2001, and July 1, 2002, the commissioner shall
provide to each nursing facility reimbursed under this section or section 256B.434 an
adjustment equal to 3.0 percent of the total operating payment rate. The operating
payment rates in effect on June 30, 2001, shall include the adjustment in subdivision 2i,
paragraph (c).

Subd. 32. Payment during first 90 days. (a) For rate years beginning on or after
July 1, 2001, the total payment rate for a facility reimbursed under this section, section
256B.434, or any other section for the first 90 paid days after admission shall be:

(1) for the first 30 paid days, the rate shall be 120 percent of the facility’s medical
assistance rate for each case mix class; and

(2) for the next 60 paid days after the first 30 paid days, the rate shall be 110
percent of the facility’s medical assistance rate for each case mix class.

(b) Beginning with the 91st paid day after admission, the payment rate shall be the
rate otherwise determined under this section, section 256B.434, or any other section.

(c) This subdivision applies to admissions occurring on or after July 1, 2001.

Subd. 33. Staged reduction in rate disparities. (a) For thec rate years beginning
July 1, 2001, and July 1, 2002, the commissioner shall adjust the operating payment
rates for low-rate nursing facilities reimbursed under this section or section 256B.434.
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(b) For the rate year beginning July 1, 2001, for ecach case mix level, if the amount
computed under subdivision 32 is less than the amount in clause (1), the commissioner
shall make available the lesser of the amount in clause (1) or an increase of ten percent
over the rate in effect on June 30, 2001, as an adjustment to the operating payment
rate. For the rate year beginning July 1, 2002, for each case mix level, if the amount
computed under subdivision 32 is less than the amount in clause (2), the commissioner
shall make available the lesser of the amount in clause (2) or an increase of ten percent
over the rate in effect on June 30, 2002, as an adjustment to the operating payment
rate. For purposes of this subdivision, nursing facilities shall be considered to be metro
if they are located in Anoka, Carver, Dakota, Hennepin, Olmsted, Ramsey, Scott, or
Washington counties; or in the cities of Moorhead or Breckenridge; or in St. Louis
county, north of Toivola and south of Cook; or in ltasca county, cast of a north south
line two miles west of Grand Rapids:

(1) Operating Payment Rate Target Level for July 1, 2001:

Case Mix Classification Metro Nonmetro
A $ 76.00 $ 68.13
B S 83.40 S 74.46
C S 91.67 S 81.63
D $ 99.51 $ 88.04
E $107.46 $ 94.87
F $107.96 $ 95.29
G $114.67 $100.98
H $126.99 S111.31
I $131.42 $115.06
J $138.34 $120.85
K $152.26 $133.10

(2) Operating Payment Rate Target Level for July 1, 2002:

Case Mix Classification Metro Nonmetro
A $ 78.28 $ 70.51
B $ 85.91 $ 77.16
C $ 94.42 S 84.62
D $102.50 $ 9142
E $110.68 S 98.40
F $111.20 $ 98.84
G - $118.11 $104.77
H $130.80 $115.64
I $135.38 $119.50
J $142.49 $125.38
K $156.85 $137.77

Subd. 34. Nursing facility rate increases beginning July 1, 2001, and July 1, 2002.
(a) For the rate years beginning July 1, 2001, and July 1, 2002, two-thirds of the money
resulting from the rate adjustment under subdivision 31 and one-half of the money
resulting from the rate adjustment under subdivisions 32 and 33 must be used to
increase the wages and benefits and pay associated costs of all employees except
management fees, the administrator, and central office staff.

(b) Money received by a facility as a result of the rate adjustments provided in
subdivisions 31 to 33, which must be used as provided in paragraph (a), must be used
only for wage and benefit increases implemented on or after July 1, 2001, or July 1,
2002, respectively, and must not be used for wage increases implemented prior to those
dates. : ,

(c) Nursing facilities may apply for the portions of the rate adjustments under
subdivisions 31 to 33, which must be used as provided in paragraph (a). The application

Copyright © 2001 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 2001 SUPPLEMENT

217 MEDICAL ASSISTANCE FOR NEEDY PERSONS  256B.431

must be made to the'commissioner and contain a plan by which the nursing facility will
distribute to employees of the nursing facility the funds, which must be used as
provided in paragraph (a). For nursing facilities in which the employees are represent-
ed by an exclusive bargaining representative, an agreement negotiated and agreed to by
the employer and the exclusive bargaining representative constitutes the plan. A
negotiated agreement may constitute the plan only if the dgreement is finalized after
the date of enactment of all increases for the rate year. The commissioner shall review
the plan to ensure that the rate adjustments are used as provided in paragraph (a). To
be eligible, a facility must submit its plan for the wage and benefit distribution by
December 31 each year. If a facility’s plan for wage and benefit distribution is effective
for its employees after July 1 of the year that the funds are available, the portion of the
rate adjustments, which must be used as provided in paragraph (a), are effective the
same date as its plan.

(d) A hospital-attached nursing facility may include costs in their distribution plan
for wages and benefits and associated costs of employees-in- the organization’s shared
scrvices departments, provided that:

(1) the nursing facility and the hospital share common ownershlp and

(2) adjustments for hospital services using the diagnostic-related grouping payment
rates per admission under Medicare are less than three percent during the 12 months
prior to the effective date of these rate adjustments.

If a hospital-attached facility meets the qualifications in this paragraph, the
difference between the rate adjustments approved for nursing facility services and the
rate increase approved for hospital services may be permitted as a distribution in the
hospital-attached facility’s plan regardless of whether the use of those funds is shown as
being attributable to employee hours worked in the nursing facility or employee hours
worked in the hospital.

For the purposes of this paragraph, a hospital-attached nursing facility is one that
mcets the definition under subdivision 2j, or, in the case of a facility reimbursed under
section 256B.434, met this definition at the time their last payment rate was established
under anesotd Rules, parts 9549.0010 to 9549.0080. and this section.

(e) A copy of the approved distribution plan must be made available to all
employees by giving each employee a copy or by posting it in an.area of the nursing
facility to which all employees have access. If an employee does not receive the wage
and benefit adjustment described in the facility’s approved plan and is unable to resolve
the problem with the facility’s management or through the employee’s union represen-
tative, the employee may contact the commissioner at an address or telephone number
provided by the commissioner and included in the approved plan.

(f) Notwithstanding section 256B.48, subdivision 1, clause (a). upon the request of
a nursing facility, the commissioner may authorize-the facility to raise per diem rates
for private-pay residents on July 1 by the amount anticipated to be required upon
implementation of the rate adjustments allowable under subdivisions 31 to 33. The
commissioner shall require any amounts collected under this paragraph, which must be
used as provided in paragraph (a), Lo be placed in an escrow account established for
this purpose with a financial institution that provides deposit insurance until the
medical assistance rate is finalized. The commissioner shall conduct audits as necessary
to ensure that:

(1) the amounts collected are retained in escrow until medical assistance rates arc
increased to reflect the wage-related adjustment; and

(2) any amounts collected from private-pay residents in excess of the final medlcal
assistance rate are repaid to the private-pay residents with interest at the rate used by
the commissioner of revenue for the late payment of taxes and in effect on the date the
distribution plan is approved by the commissioner of human services.

Subd. 35. Exclusion of raw food cost adjustment. For rate years beginning on or
after July 1, 2001, in calculating a nursing facility’s operating cost per diem for the
purposes of constructing an array, determining a median, or otherwise performing a
statistical measure of nursing facility payment rates to be used to determine future rate
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increases under this section, section 256B.434, or any other scction, the commissioner
shall exclude adjustments for raw food costs under subdivision 2b, paragraph (h), that
are related to providing special diets based on religious beliefs.

Subd. 36. Employee scholarship costs and training in English as a sccond
language. (a) For the period between July 1, 2001, and June 30, 2003, the commission-
er shall provide to each nursing facility reimbursed under this section, section 256B.434,
or any other section, a scholarship per diem of 25 cents to the total operating payment
rate to be used:

(1) for employee scholarships that satisfy the following requirements:

(i) scholarships are available to all employees who work an average of at least 20
hours per week at the facility except the administrator, department supervisors, and
registered nurses; and

(ii) the course of study is expected to lead to career advancement with the facility
or in long-term care, including medical care interpreter services and social work; and

(2) to provide job-related training in English as a second language.

(b) A facility receiving a rate adjustment under this subdivision may submit to the
commissioner on a schedule determined by the commissioner and on a form supplicd
by the commissioner a calculation of the scholarship per diem, including: the amount
received from this rate adjustment; the amount used for training in English as a second
language; the number of persons.receiving the training; the name of the person or
entity providing the training; and for each scholarship recipient, the name of the
recipient, the amount awarded, the educational institution attended, the nature of the
educational program, the program completion date, and a determination of the per
diem amount of these costs based on actual resident days.

(c) On July 1, 2003, the commissioner shall remove the 25 cent scholarship per
diem from the total operating payment ratc of each facility.

(d) For rate years beginning after June 30, 2003, the commissioner shall provide to
each facility the scholarship per diem determined in paragraph (b).

History: ISp200] c 9 art 55 15-21; art 65 6

256B.433 ANCILLARY SERVICES.
[For text of subds 1 to 3, see M.S.2000]

Subd. 3a. Exemption from requirement for separate therapy billing. The provi-
sions of subdivision 3 do not apply to nursing facilities that are reimbursed according to
the provisions of section 256B.431. Nursing facilities that are reimbursed according to
the provisions of section 256B.434 and are located in a county participating in the
prepaid medical assistance program are exempt from the maximum therapy rent
revenue provisions of subdivision 3, paragraph (c).

History: 1Sp200! c 9 art 55 22

256B.434 CONTRACTUAL ALTERNATIVE PAYMENT DEMONSTRATION PRO-
JECT FOR NURSING HOMES.

~ [For text of subds I to 3, see M.S.2000]

Subd. 4. Alternate rates for nursing facilities. (a) For nursing facilities which havc
their payment rates determined under this section rather than section 256B.431, the
commissioner shall establish a rate under this subdivision. The nursing facility must
enter into a written contract with the commissioner.

(b) A nursing facility’s case mix payment rate for the first ratc year of a facility’s
contract under this section is the payment rate the facility would have received under
section 256B.431.

(c) A nursing facility’s case mix payment rates for the second and subsequent years
of a facility’s contract under this section are the previous rate year’s contract payment
rates plus an inflation adjustment and, for facilitics rcimbursed under this section or
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section 256B.431, an adjustment to include the cost of any increasc in health depart-
ment licensing fees for the facility taking effect on or after July 1, 2001. The index for
the inflation adjustment must be based on the change in the Consumer Price Index-All
Ttems (United States City average) (CPI-U) forecasted by Data Resources, Inc., as
forecasted in the fourth quarter of the calendar year preceding the ratc year. The
inflation adjustment must be based on the 12-month period from the midpoint of the
previous rate year to the midpoint of the rate year for which the rate is being
determined. For the rate years beginning on July 1, 1999, July 1, 2000, July 1, 2001, and
July 1, 2002, this paragraph shall apply only to the property-related payment rate,
except that adjustments to include the cost of any increase in health department
licensing fees taking effect on or after July 1, 2001, shall be provided. In determining
the amount of the property-related payment rate adjustment under this paragraph, the
commissioner shall determine the proportion of the facility’s rates that are property-
related based on the facility’s most recent cost report.

(d) The commissioner shall develop additional incentive-based payments of up to
five percent above the standard contract rate for achieving outcomes specified in each
contract. The specified facility-specific outcomes must be measurable and approved by
the commissioner. The commissioner may establish, for each contract, various levels of
achievement within an outcome. After the outcomes have been specified the commis-
sioner shall assign various levels of payment associated with achieving the outcome.
Any incentive-based payment cancels if there is a termination of the contract. In
establishing the specified outcomes and related criteria the commissioner shall consider
the following state policy objectives:

(1) improved cost effectiveness and quality of life as measured by improved clinical
outcomes;

(2) successful diversion or discharge to community alternatives;

(3) decreased acute care costs;

(4) improved consumer satisfaction;

(5) the achievement of quality: or

(6) any additional outcomes proposed by a nursing delllty that the commissioner
finds desirable.

[For text of subds 4a and 4b, see M.S.2000]

Subd. 4c. Facility rate increases effective January 1, 2002. For the rate period
beginning January 1, 2002, and for the rate year beginning July 1, 2002, a nursing
facility in Morrison county licensed for 83 beds as of March 1, 2001, shall receive an
increase of $2.54 in ecach case mix payment ratc to offset property tax payments due as
a result of the facility’s conversion from nonprofit to for-profit status. The increase
under this subdivision shall be added following the determination under this chapter of
the payment rate for the rate year beginning July 1, 2001, and shall be included in the
facility’s total payment rates for the purposcs of determining future rates under this
section or any other section.

Subd. 4d. Facility rate increases effective July 1, 2001. For the rate year beginning
July 1, 2001, a nursing facility in Hennepin county llcensed for 302 beds shall receive an
increase of 29 cents “in each case mix payment rate to correct an crror in the cost-
reporting system that occurred prior to the date that the facility entered the alternative
payment demonstration project. The increase under this subdivision shall be added
following the determination under this chapter of the payment rate for the rate year
beginning July 1, 2001, and shall be included in the facility’s total payment rates {or the
purposes of determining future rates under this section or any other section.

Subd. 4e. Rate increase effective July 1, 2001. A nursing facility in Anoka county
licensed for 98 beds as of July 1, 2000, shall receive a total increase of $10 in cach case
mix rate for the rate year beginning July 1, 2001, as a result of increases provided under
this subdivision and section 256B.431, subdivision 33. The increases under this subdivi-
sion shall be added prior to the determination under section 256B.431, subdivision 33,
of the payment rate for the rate year beginning July 1, 2001, and shall be included in
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the facility’s total payment rate for purposes of determining future rates under this
section or any other section through June 30, 2004.

Subd. 5. [Repealed, 15p2001 ¢ 9 art 5 s 41]
© [For text of subds 6 to 12, see M.S.2000]
~ Subd. 13. [Repealed, 2001 ¢ 161 s 58]
[For text of subds 14 to 16, see M.S.2000]
History: 15p2001 ¢ 9 art 55 23-26

256B.436 VOLUNTARY CLOSURES; PLANNING.

Subdivision 1. Definitions. (a) “Closure” means the voluntary cessation of opera-
tions of a nursing fac111ty and voluntary dehcensure and decertification of all nursing
facility beds of thc nursing facility.

(b) “Commencement of closure” means the date on which the commissioner of
health is notified of a planned closure in accordance with an approved closure plan.

(c) “Completion of closure” means the date on which the final resident of the
nursing facility or nursing facilities designated for closurc in an approved closure plan
is discharged from the facility or facilities.

(d) “Closure plan” means a plan to close one or more nursing facilities and
reallocatc the resulting savings to provide special rate adjustments at other facilities.

(e) “Interim closure payments” means the medical assistance payments that may
be made to a nursing facility designated for closure in an approved plan under this
section.

(f) “Phased plan” means a closure plan affecting more than one nursing facility
undergoing closure that is commenced and completed in phases.

(g) “Special rate adjustment” means an increase in a nursing facility’s operating
rates under this section.

(h) “Standardized resident days” means the standardized resident days as calculat-
ed under Minnesota Rules, part 9549.0054, subpart 2, bascd on the resident days in
each resident class for the most recent reporting period required to be reported to the
commissioner.

Subd. 2. Proposal for a closure plan. (a) One or more nursing facilities that are
owned or operated by a nonprofit corporation owning or operating more than 22
nursing facilities licensed in the state of Minnesota may submit to the commissioner a
proposal for a closure plan under this section. Between February 25, 2000, and June 30,
2001, the commissioner may negotiate phased plans for closure of up to seven nursing
facilities.

(b) A facility or facilities reimbursed under section 256B.431 or 256B.434 with a
closurc plan approved by the commlssmner under subdivision 4 are eligible for the
following payments:

(1) facilities designated for closure are eligible for interim closure payments under
subdivision 5; and
. (2) facilities that remain open are eligible for a speciql rate adjustment.
(c) To be considered for approval, a proposal must include the following:

(1) a description of the proposed closure plan, which shall include identification of
the facility or facilities to receive a special rate adjustment, the amount and timing of a
special rate adjustment proposed for each facility for the case mix level “A” operating
rate, the standardized resident days for each facility for which a special rate adjustment
is proposed, and the effective date for each special rate adjustment. The actual special
rate adjustment for a facility shall be allocated proportionately to the various rate per
diems included in that facility’s operating rate;
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(2) an analysis of the projected state medical assistance costs of the closure plan as
proposed, including the estimated costs of the special rate adjustments and estimated
resident relocation costs, including county government costs;

(3) an analysis of the plojected state medical assistance savings of the closurc plan
as proposc,d including any savings projected to result from closure of one or more
nursing facilities;

(4) the proposed timetable for any proposed closure, including the proposed dates
for commencement and completion of closurc;

(5) the proposed relocation plan for current residents of any facility designated for
closure. The proposed relocation plan must be designed to comply with all applicable
state and federal statutes and regulations, including, but not limited to, Minnesota
Rules, parts 4655.6810 to 4655.6830; parts 4658.1600 to 4658.1690; and parts 9546 0010
to 9546.0060; and

(6) documentation, in a format approved by the commissioner, that all tt the nursing
facilities receiving a special rate adjustment under the pldn have accepted joint and
several liability for recovery of overpayments under section 256B.0641, subdivision 2,
for the facilities designated for closure under the plan.

[For text of subd 3, see M.S.2000]

Subd. 4. Review and approval of proposals. (a) The commissioner may grant
interim closure payments or spccial rate adjustments for a nursing facility or facilities
according to an approved plan that satisfies the requirements of this section. The
commissioner shall not approve a proposal unless the commissioner determines that
projected state savings of the plan equal or exceed projected state’ and county
government costs, including facility costs during the closure period, the estimated. costs
of special rate adjustments, estimated resident relocation costs, the cost of services to
relocated residents, and state agency administrative costs directly related to the
accomplishment of duties specified in this subdivision relative to that proposal. To
achieve cost neutrality costs may only be offset against savings that occur within the
same fiscal year. For purposes of a phased plan, the requirement that costs must not
exceed savings applies to both the aggregate costs and savings of the plan and to each
phasc of the plan. A special rate adjustment under this scction shall be effective no
carlier than the first day of the month following completion of closure of all facilities
designated for closure under the plan. For purposes of a phased plan, the special rate
adjustment for each phase shall be cffective no carlier than the first day of the month
following completion of closurc of all facilitics designated for closure in that phase of
the plan. No special ratc adjustment under this section shall take effect prior to July 1,
2000. '

(b) Upon receipt of a proposal for a closure plan, the commissioner shall provide a
copy of the proposal to the commissioner of health. The commissioner of health shall
certify to the commissioner within 30 days whether the proposal, if implemented, will
satisfy the requirements of Minnesota Rules, parts 4655.6810 to 4655.6830, and parts
4658.1600 to 4658.1690. The commissioner shall not approve a plan under this section
unless the commissioner of health has made the certification required under this
paragraph.

" (¢) The commissioner shall review a proposal for a closure plan to determine
whether it satisfics the requircments of this section. A determination shall be made
within 60 days of the date the proposal is submitted. If the commissioner determines
that the proposal does not satisfy the requirements of this section, or if the commis-
sioner of health does not certify the proposal under paragraph (b), the applicant shall
be provided written notice as soon as practicable specifying the deficiencies of the
proposal. The proposal may be modified and resubmitted for further review by each
commissioner. The commissioner of health shall review a modified proposal within 30
days from the date it is submitted, and the commissioner shall make a final determina-
tion on whether the proposal satisfies the requirements .of this section within 60 days of
the date the modified proposal is submitted.
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(d) Approval of a closure plan expires 18 months after approval by the commis-
sioner, unless commencement of closure has occurred at all facilities designated for
closure under the plan.

[Tor text of subd 5, see M.5.2000]

Subd. 6. Cost savings of closure. For purposes of this section, the calculation of
medical assistance cost savings from the closure of a nursing facility designated for
closurc under a closure plan shall be according to the following criteria:

(a) The projected medical assistance savings of the closure of a facility shall be the
aggregate medical assistance payments to the facility for the most recently completed
state fiscal year prior to submission of the proposal, as reflected in the number of
resident days of care for each resident class provided by the facility in that fiscal year,
multiplied by the payment rate for each resident class.

(b) If one or more tacilities designated for closure in an approved closure plan are
not able to ‘be closed for any reason, or projection of savings for that closure are
otherwise prohibited under this section, the projected medical assistance savings from
that closure may not be offset against the medical assistance costs of special rate
adjustments under the plan. In that event, the applicant must notify the commissioner
in writing and the applicant must either amend its proposal by reducing the special rate
adjustment to reduce the medical assistance cost of the plan by at least the amount of
the medical assistance savings that were projected from the closure of that facility or
withdraw the plan.

(c) No medical assistance savings shall be projected from closure of a nursing
facility that is designated for closurc under a closure plan, if the facility is:

(1) subject to adverse licensure action under section 144A.11; or
(2) located in a county with a ratio of nursing facility beds to county residents age
85 and over that is in the lowest quartile of all counties in the state, at the time the
\ . q \
proposal is submitted or at the commencement of closure.

(d) Medical assistance savings under paragraph (a) shall be recognized for
purposes of this section beginning the first day of the month following the month of
completion of closure for all facilities designated for closure under the plan, or all
facilitics designated for closure under that phase for a phased plan.

[For text of subds 7 and 8, see M.S.2000]
History: 2001 ¢ 36 s 1; 1Sp2001 ¢ 9 art 5 s 40

256B.437 NURSING FACILITY VOLUNTARY CLOSURES; PLANNING. AND DE-
VELOPMENT OF COMMUNITY-BASED ALTERNATIVES.

Subdivision L. Definitions. (a) The definitions in this subdivision apply to subdivi-
sions 2 to 8.

(b) “Closure” means the cessation of operations of a nursing facility and delicen-
sure and decertification of all beds within the facility.

(c) “Closure plan” means a plan to closc a nursing facility and reallocate a portion
of the resulting savings to provide planned closure rate adjustments at other facilities.

(d) “Commencement of closure” means the date on which residents and designat-
ed representatives are notified of a planned closure as provided in section 144A 161,
subdivision 5a, as part of an approved closure plan.

(e) “Completion of closure” means the date on which the final resident of the
nursing facility designated for closure in an approved closure plan is discharged from
the facility.

© (£) “Partial closure” mecans the delicensure and decertification of a portion of the
beds within the facility.

(g) “Planned closure rate adjustment” means an increase in a nursing facility’s
operating rates resulting from a planned closure or a planned partial closure of another
facility.
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Subd. 2. Planning and development of community-based services. (a) The commis-
sioner of human scrvices shall establish a process to adjust the capacity and distribution
of long-term care services to cqualize the supply and demand for different types of
services. This process must include community planning, expansion or establishment of
needed services, and analysis of voluntary nursing facility. closures.

(b) The purpose of this process is to support the planning and development of
community-based services. This process must support early intervention, advocacy, and
consumer protection while providing resources and incentives for expanded county
planning and for nursing facilities to transition to meet community needs.

(c) The process shall support and facilitate expansion of community-based services
under the county-administered altcrnative care program under section 256B.0913 and
waivers for elderly under section 256B.0915, including, but not limited to, the develop-
ment of suppoitive services such as housing and transportation. The process shall
utilize community assessments and planning developed for the community hcalth
services plan and plan update and for the community social services act plan, and other
relevant information. :

(d) The commissioners of health and human services, as appropriate, shall provide,
by July 15, 2001, available data necessary for the county, including, but not limited to,
data on nursing facility bed distribution, housing with services options, the closure of
nursing facilities that occur outside of the planned closurc process, and approval of
planned closures in the county and contiguous counties.

(e) Each county shall submit to the commissioner of human services, by Octobcr
15, 2001, a gaps analysis that identifies local service needs, pending development of
services, and any other issues that would contribute to or impede further development
of community-based services. The gaps analysis must also be sent to the local arca
agency on aging and, if applicable, local SAIL projects, for review and comment. The
review and comment must assess needs across county boundaries. The area agencies on
aging and SAIL projects must provide the commissioner and the counties w1lh theu
review and analyses by November 15, 2001.

(f) The addendum to the biennial plan shall be submitted annually, beginning
December 31, 2001, and each December 31 thereafter, and shall include recommenda-
tions for development of community-based services. Both planning and implementation
shall be implemented within the amount of funding made available to the county board
for these purposcs.

(g) The plan, within the funding allocated, shall:

(1) include the gaps analysis required by paragraph (e);

(2) involve providers, consumers, citics, townships, businesses, and arca agencies
on aging in the planning process;

(3) address the availability of alternative care and elderly waiver services for
eligible recipients;

(4) address the development of other supportive services, such as transit, housing,
and workforce and economic development; and

(5) estimate the cost and timelines {or development.

(h) The biennial plan addendum shall be coordinated with the county mental
health plan for inclusion in the community health services plan and included as an
addendum to the community social services plan.

_ (i) The county board having financial responsibility for persons present in another
county shall coopcratc with that county for planning and development of services.

(j) The county board shall cooperate in planning and development of community-
based services with other counties, as necessary, and coordinate planning for long-term
care services that involve more than one county, within the funding allocated for these
purposes.

(k) The commissioners of health and human services, in cooperation with county
boards, shall report to the legislature by February 1 of each year, beginning February 1,
2002, regarding the development of community-based scrvices, transition or closure of
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nursing facilities, and specific gaps in services in identified geographic areas that may
require additional resources or flexibility, as documented by the process in this
subdivision and reported to the commissioners by December 31 of each year.

Subd. 3. Applications for planned closure of nursing facilities. (a) By August 15,
2001, the commissioner of human services shall implement and announce a program
for closure or partial closure of nursing facilities. Names and identifying information
provided in response to the announcement shall remain private unless approved,
according to the timelines established in the plan. The announcement must specify:

(1) the criteria in subdivision 4 that will be used by the commissioner to approve
or reject applications;

(2) a requirement for the submission of a letter of intent before the submission of
an application;

(3) the information that must accompany an application; and

(4) that applications may combine planned closure rate adjustments with moratori-
um exception funding, in which case a single application may serve both purposes.

Between August 1, 2001, and June 30, 2003, the commissioner may approve planned
closures of up to 5,140 nursing facility beds, less the number of licensed beds in
facilities that close during the same time period without approved closure plans or that
have notificd the commissioner of health of their intent to close without an approved
closure plan.

(b) A facility or facilities reimbursed under section 256B.431 or 256B.434 with a
closure plan approved by the commissioner under subdivision 5 may assign a planned
closure rate adjustment to another facility or facilities that are not closing or in the case
of a partial closure, to the facility undertaking the partial closure. A facility may also
elect to have a planned closure rate adjustment shared equally by the five nursing
facilities with the lowest total operating payment rates in the state development region
designated under scction 462.385, in which the facility that is closing is located. The
planned closure rate adjustment must be calculated under subdivision 6. Facilities that
close without a closure plan, or whose closure plan is not approved by the commission-
er, are not eligible to assign a planned closure rate adjustment under subdivision 6. The
commissioner shall calculate the amount the facility would have been eligible to assign
under subdivision 6, and shall use this amount to provide equal rate adjustments to the
five nursing facilities with the lowest total operating payment rates in the state
dcvulopmem region designated under section 462.385, in which the facility that closed
is located.

(c) To be considered for approval, an application must include:

(1) a description of the proposed closure plan, which must include identification of
the facility or facilities to receive a planned closure rate adjustment and the amount
and timing of a planned closure rate adjustment proposed for each facility;

(2) the proposed timetable for any proposed closure, including the proposed dates
for announcement to residents, commencement of closure, and completion of closure;

(3) the proposed relocation plan for current residents of any facility designated for
closure. The proposed relocation plan must be designed to comply with all applicable
statc and federal statutes and regulations, including, but not limited to,. section
144A.161;

(4) a description of the relationship between the nursing facility that is proposed
for closure and the nursing facility or facilities proposed to receive the planned closure
rate adjustment. If these facilities are not under common ownership, copies of any
contracts, purchase agreements, or other documents establishing a relationship or
proposed relationship must be provided;

(5) documentation, in a format approved by the commissioncr, that all the nursing
facilities rcceiving a planned closure rate adjustment under the plan have accepted joint
and several liability for recovéry of overpayments under section 256B.0641, subdivision
2, for the facilities designated for closurc under the plan; and
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(6) an explanation of how the application coordinates with planning efforts under
subdivision 2. If the planning group does not support a level of nursing facility closures
that the commissioner considers to be reasonable, the commissioner may approve a
planned closure proposal without its support.

(d) The application must address the criteria listed in subdivision 4. .

Subd. 4. Criteria for review of application. In reviewing and approving closure
proposals, the commissioner shall consider, but not be limited to, the following criteria:

(1) improved quality of care and quality of life for consumers;

(2) closure of a nursing facility that has a poor physical plant, which may be
evidenced by the conditions referred to in section 144A.073, subdivision 4, clauses Q)]
and (5);

(3) the existence of excess nursing facility beds, measured in terms of beds per
thousand persons aged 85 or older. Thc, excess must bc measured in reference to:

(i) the county in which the facility is located,;

(ii) the county and all contiguous counties;

(iii) the region in which the facility is located; or
(1v) the facility’s service area;

the facility-shall indicate in its application the service area it believes is appropriate for
this measurement. A facility in a county that is in the lowest quartile of counties with
reference to beds per thousand persons aged 85 orolder is not in an area of cxcess
capacity;

(4) low-occupancy rates, provided that the u'noccupiéd beds are not the result of a
personnel shortage. In analyzing occupancy rates, the commissioner shall examine
waiting lists in the applicant facility and at facilities in the surrounding area, as
determined under clause (3); :

(5) evidence of coordination betwcen the community planning process and the
facility application. If the plannlng group does not support a level of nursing facility
closures that the commissioner considers to -be reasonable, the commissioner may
approve a planned closure proposal without its support;

(6) proposed usage of funds anllable from a planned closure rate adjustment for
care-related purposes;,

(7) innovative use planned for the closed facility’s physical plant;
(8) evidence that the proposal serves the interests of the state; and

()) evidence of other factors that affect the viability of the facility, 1nclud1ng
excessive nursing pool costs.

Subd. 5. Review and approval of applications. (a) The commissioner of human
services, in consultation with the commissioner of health, shall approve or disapprove
an application within 30 days after receiving it. The commissioner may appoint an
advisory review panel composed of representatives of counties, SAIL projects, consum-
ers, and providers to review proposals and provide comments and recommendations to
the committee. The commissioners of human services and health shall provide staff and
technical assistance to the committee for the review and analysis of proposals.

(b) Approval of a planned closure expires 18 months after approval by.the
commissioner of human services, unless commencement of closure has begun.

(c) The commissioner of human services may change any provision of the
application to which the applicant, the regional planning group, and the commissioner
agree.

Subd. 6. Planned closure rate adjustment. (a) The commissioner -of hurn'm-
services shall calculate the amount of the planned closurc rate adjustment available
under subdivision 3, paragraph (b), for up to 5,140 beds according to clauses (1) to (4):

(1) the amount availablc is the net reduction of nursmg fa<,111ty beds multlplled by
$2,080;
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(2) the total number of beds in the nursing facility or facilities receiving the
planned closure rate adjustment must be identified;

(3) capacity days arc determined by multiplying the number deu,rmmed under
clause (2) by 365; and

(4) the planned closure rate adjustment is the amount available in clause (1),
divided by capacity days determined under clause (3).

(b) A planned closure rate adjustment under this section is effective on the first
day of the month following completion of closure of the facility designated for closure
in the application and becomes part of the nursing facility’s total operating payment
rate. '

(c) Applicants may use the planncd closure rate adjustment to allow for a property
payment for a new nursing facility or an addition to an existing nursing facility or as an
operating payment rate adjustment. Applications approved under this subdivision are
exempt {rom other requirements for moratorium exceptions under section 144A.073,
subdivisions 2 and 3.

(d) Upon the request of a closing facility, the commissioner must allow the facility
a closure rate adjustment as provided under section 144A.161, subdivision 10.

Subd. 7. Other rate adjustments. Facilitics receiving planned closure rate adjust-
ments- remain eligible for any applicable rate adjustments provided under section
256B.431, 256B.434, or any other section.

Subd. 8. County costs. The commissioner of human services shall allocate funds for
relocation costs incurred by counties for planned closures under this section as
provided under section 144A.161, subdivision 11.

History: 1Sp200i ¢ 9 art 55 27

256B.438 IMPLEMENTATION OF A CASE MIX SYSTEM FOR NURSING FACILI-
TIES BASED ON THE MINIMUM DATA SET.

Subdivision 1. Scope. This section cstablishes the method and criteria used to
determine resident reimbursement classifications based upon the assessments of resi-
dents of nursing homes and boarding care homes whose payment rates are established
under section 256B.431, 256B.434, or 256B.435. Resident reimbursement classifications
shall be established according to the 34 group, resource utilization groups, version II1
or RUG-III model as described in section 144.0724. Reimbursement classifications
established under this section ‘shali be implemented after June 30, 2002, but no later
than January 1, 2003.

Subd. 2. Definitions. For purposes of this section, the following terms have the
meanings given.

(a) Assessment reference date. “Assessment reference date” has the meaning given
in section 144.0724, subdivision 2, paragraph (a).

(b) Case mix index. “Case mix index” has the meaning given in section 144.0724,
subdivision 2, paragraph (b).

(c) Index maximization. “Index maximization™ has the meaning given in section
144.0724, subdivision 2, paragraph (c).

(d) Minimum data set. “Minimum data set” has the meaning given in section
144.0724, subdivision 2, paragraph (d).

(e) Representative. “Representative” has the meaning given in section 144.0724,
subdivision 2, paragraph (e).

(f) Resource utilization groups or rug. “Resource utilization groups” or “RUG”
has the meaning given in section 144.0724, subdivision 2, paragraph (f).

Subd. 3. Case mix indices. (a) The commissioner of human services shall-assign a
case mix index to each resident class based on the Health Care Financing Administra-

tion’s staff time measurement study and adjusted for Minnesota-specific wage indices.
The case mix indices assigned to ecach resident class shall be published in the
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Minnesota State Register at least 120 days prior to the implementation of the 34 group, -
RUG-III resident cldssmcatmn system.

(b) An index maximization approach shall be used to classily re&dents

(c) After implementation of the revised case mix system, the commissioner of
human services may annually- rebase case mix indices and base rates using more current
data on average wage rates and staff time measurement studics. This rebasing shall be
calculated under subdivision 7, paragraph (b). The commissioner shall publish in the’
Minnesota State Register adjusted case mix indices at least 45 days prior to the
effcctive -date of the adjusted case mix indices.

Subd. 4. Resident assessment schedule. (a) Nursing facilities shall conduct and
submil case mix assessments according to the schedule established by the commissioner
of health under scction 144.0724, subdivisions 4 and 5.

(b) The resident reimbursement classifications established under section 144.0724,
subdivision 3, shall be effective the day of admission for new admission assessments.
The effective date for significant change assessments shall be the assessment reference
date. The effective date for annual and second quarterly assessments shall be the first-
day of the month following asscssment reference date.

Subd. 5. Notice of resident reimbursement classification. Nursing facilities shall
provide noticc to a resident of the resident’s casc mix classification according to
procedures cstablished by the commissioner of health under section 144.0724, subdivi-
sion 7. o _

Subd. 6. Reconsideration of resident classification. Any request for reconsidera-
tion of a resident classification must be made under section 144.0724, subdivision 8.

Subd. 7. Rate determination upon transition to RUG-ITT payment rates. (a) The
commissioner of human services shall dctermine payment rates at the time of transition
to the RUG based payment model in a facility-spccific, budget-neutral manner. The
case mix indices as defined in subdivision 3 shall be used to allocate the case mix
adjusted component of total payment across all case mix groups. To transition from the
current calculation methodology to the RUG based methodology, the commissioner of
health shall report to the commissioner of human services the resident days classified
according to the categories defined in subdivision 3 for the 12-month reporting period -
ending September 30, 2001, for each nursing facility. The commissioner of human
services shall use this data to compute the sLandmd17ed days for the rcportmg period
under the RUG system. :

(b) The commissioner of human services shall determine Lhe case mix adjusted
component of the ratc as follows:

(1) determine the case mix portion of the 11 case mix rates in cffect on June 30,:
2002, or the 34 case mix rates in cffect on or after June 30, 2003; :

(2) multiply each amount in clause (1) by the number of resident days assigned to
cach group for the reporting period ending Scptember 30, 2001, or the most recent
year for which data is available; :

(3) compute the sum of the amounts in clause (2);

(4) determine the total RUG standardized days for the reporting period ending
September 30, 2001, or the most recent year for which data is available using the new
indices calculated under subdivision 3, paragraph (c);

(5) divide the amount in clause (3) by the amount in clause (4) which shall be the
average case mix adjusted component of the rate under the RUG method; and

(6) multiply this average rate by the case mix weight in subdivision 3 for each
RUG group.

(¢) The noncase mix component will be allocated to each RUG group as a
constant amount to determine the transition payment rate. Any other rate adjustments
that are effcctive on or after July 1, 2002, shall be applied to the transition rates
determined under this section.

History: 1Sp2001 ¢ 9 art 55 28
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256B.439 LONG-TERM CARE QUALITY PROFILES.

Subdivision 1. Development and implementation of quality profiles. (a) The
commissioner of human services, in cooperation with the commissioner of health, shall
develop and implement a quality profile system for nursing facilities and, beginning not
later than July 1, 2003, other providers of long-term carc ‘services, except when the
quality profile system would duplicate requirements under section 256B.5011,
256B.5012, or 256B.5013. The system must be developed and implemented to the
extent possible without the collection of significant amounts of new data. To the extent
possible, the system must incorporate or be coordinated with information on quality
maintained by area agencies on aging, long-term care trade associations, and other
entities. The system must be designed to provide information on quality to:

(1) consumers and their familics to facilitate informed choices of service providers;

(2) providers to enable them to measure the results of their quality improvement
efforts and compare quality achievements with other service providers; and :

(3) public and private purchasers of long-term carc services to enable them to
purchase high-quality care.

(b) The system must be developed in consultation with the long-term care task
force, area agencies on aging; and representatives of consumers, providers, and labor
unions. Within the limits of available appropriations, the commissioners may employ
consultants to assist with this project.

Subd. 2. Quality measurement tools. The commissioners shall identify and apply
existing quality measurement tools to:

(1) emphasize quality of care and its relationship to quality of life; and

(2) address the needs of various users of long-term carc services, including, but not
limited to, short-stay residents, persons with behavioral problems, persons with demen-
tia, and persons who are members of minority groups.

The tools must be identified and applied, to the extent possible, without requiring
providers to supply information beyond current state and federal requirements.

Subd. 3. Consumer surveys. Following identification of the quality measurement
tool, the commissioners shall conduct surveys of long-term care service consumers to
develop quality profiles of providers. To the extent possible, surveys must be conducted
face-to-face by state employees or contractors. At the discretion of the commissioners,
surveys may be conducted by telephone or by provider staff. Surveys must be conducted
periodically to update quality profiles of individual service providers.

Subd. 4. Dissemination of quality profiles. By July 1, 2002, the commissioners shall
implement a system to disseminate the quality profiles developed from consumer
surveys using the quality measurement tool. Profiles may be disseminated to the Senior
LinkAge line and to consumers, providers, and purchasers of long-term care services
through all feasible printed and electronic outlets. The commissioners may conduct a
public awareness campaign to inform potential users regarding profile contents and
potential uses.

History: 1Sp2001 ¢ 9 art 5 5 29

256B.49 CHRONICALLY ILL CHILDREN AND DISABLED PERSONS; HOME AND .
COMMUNITY-BASED WAIVER STUDY AND APPLICATION.

Subdivision 1. [Repealed, 1Sp2001 ¢ 9 art 3 s 76]

Subd. 2. [Repealed, 1Sp2001 ¢ 9 art 3 s 76]

Subd. 3. [Repealed, 1Sp2001 ¢ 9 art 3 s 76]

Subd. 4. [Repealed, 1Sp2001 ¢ 9 art 3 s 76]

Subd. 5. [Repealed, 1Sp2001 ¢ 9 art 3 s 76]

Subd. 6. [Repealed, 1Sp2001 ¢ 9 art 3 s 76]

Subd. 7. [Repealed, 1Sp2001 ¢ 9 art 3 s 76]

Subd. 8. [Repealed, 1Sp2001 ¢ 9 art 3 s 76]
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-Subd. 9. [Repealed, 1Sp2001 ¢ 9 art 3 s 76]
Subd. 10. [Repealed, 1Sp2001 ¢ 9 art'3 s 76]

Subd. 11. Authority. (a) The commissioner is authorized to apply for home and
community-based service waivers, as authorized under section 1915(c) of the Social
Security Act to serve persons under the age.of 65 who are determined to require the
level of care provided in a nursing home and persons who require the level of care
provided in a hospital. The commissioner shall apply for the home and commumty—
based waivers in order to:

(i) promote the support of persons with disabilities in the most integrated scttings;

(i) expand the availability of services for persons who are eligible for medlcdl
assistance;

(iii) promote cost-effective options to institutional care; and

(iv) obtain federal financial participation.

(b) The provision of waivered services to medical assistance recipients with
disabilities shall comply with the requirements outlined in the federally approved
applications for home and community-based services and subsequent amendments,
including provision of services according to a service plan designed to meet the needs
of the individual. For purposes of this section, the approved home and community-
based application is considered the necessary federal requirement.

(c) The commissioner shall provide interested persons serving on agency advisory
committees and task forces, and others upon-request, with notice of, and an opportuni-
ty to comment on, any changes or amendments to the federally approved applications
for home and community- “based waivers, prior to their submission to the federal health
care financing admm1strat10n

(d) The commissioner shall seek approval, as authorized under section 1915(c) of
the Social Security Act, to allow medical assistance eligibility under this SCCthl‘l for
children under age 21 without deeming of parental income or assets.

(e) The commissioner shall seek approval, as authorized under section 1915(c) of
the Social Act, to allow medical assistance eligibility under this section for individuals
under age 65 without deeming the spouse’s income or assets.

Subd. 12. Informed choice. Persons who are determined likely to require the level
of care provided in a nursing facility or hospital shall be informed -of thc home and
community-based support alternatives to the provision of inpatient hospital services or
nursing facility services. Each person must be given the choice of either institutional or
home and community-based services using the prov151ons descrlbed in section ’756B 71,
subdivision 2, paragraph (p).

Subd. 13. Case management. (a) Each recipicnt of a home and community-based
waiver shall be provided case management services by qualified vendors as described in
the federally approved waiver application. Thc, case management service activities
provided will include:

(1) assessing the neuds of- the individual within 20 working’ ddys of a remp1ent s
request; :

(2) developlnn the written individual scrvlce pldn within'ten working days after the
assessment is completed;

(3) informing the recipient or the recipient’s legal guardian or conservator of
service options; - ‘ '

(4) assisting the recipient in the identification of potential service providers;

(5) assisting the recipient to access services; '

(6) Loordmatmb evaluating, and monitoring of the services identified in the
service plan;

(7) completing the annual reviews of the service plan; and

(8) informing the recipient or legal representative of the right to have asscssments
completed and. service plans developed within specified time periods, and to 1ppeal
county action or inaction under section 256.045, subdivision 3. .
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(b) The case manager may delcgate certain aspects of the case management
service activities to another individual provided there is oversight by the case manager.
The case manager may not delegate those aspects which require professional judgment
including assessments, reassessments, and care.plan development.

Subd. 14. Assessmeni and reassessment. (a) Assessments of cach rccipient’s
strengths, informal support systems, and need for services shall be completed within 20
working days of the recipient’s request. Reassessment of each recipicnt’s strengths,
support systems, and need for services shall be conducted at least every 12 months and
at other times when there has been a significant change in the recipient’s functioning.

(b) Persons with mental retardation or a related condition who apply for services
under the nursing facility level waiver programs shall be screened for the appropriate
level of care according to section 256B.092.

(c) Recipients who are found eligible for home and community-bascd services
under this section before their 65th birthday may remain cligible for these services after
their 65th birthday if they continue to meet all other eligibility factors.

Subd. 15. Individualized service plan. Each recipient of home and community-
based waivered services shall be provided a copy of the written service plan which:

(1) is developed and signed by the recipient within ten workmg days of the
completion of the assessment;

(2) meets the assessed needs of the remplcm

(3) reasonably ensures the health and safety of the recipient;

(4) promotes independence; :

(5) allows for services to be provided in the most integrated settings; and

(6) provides for an informed choice, as defined in section 256B.77, subdivision 2,
paragraph (p), of service and support providers.

Subd. 16. Services and supports. (a) Scrvices and supports included in the home
and community-based waivers for persons with disabilities shall meet the requirements
set out in United States Code, title 42, section 1396n. The services and supports, which
are offered as alternatives to institutional care, shall promote consumer choice,
community inclusion, self-sufficiency, and self-determination.

(b) Beginning January 1, 2003, the commissioner shall simplify and improve access
to home and community-based waivered services, to the extent possible, through the
establishment of a common service menu that is available to eligible recipients
regardless of age, disability type, or waiver program.

(c) Consumer directed community support services shall bc offered as an option to
all persons eligible for services under subdivision 11, by January 1, 2002.

(d) Services and supports shall be arranged and provided consistent with individu-
alized written plans of care for eligible. waiver recipients.

(c) The state of Minnesota and county agencies that administer home and
community-based waivered services for persons with disabilities, shall not be liable for
damages, injuries, or liabilities sustained through the purchase of supports by the
individual, the individual’s family, legal representative, or the authorized representative
with funds reccived through the consumer-directed community support service under
this section. Liabilities include but are not limited to: workers’ compensation liability,
the Federal Insurance Contributions Act (FICA), or the Federal Unemployment Tax
Act (FUTA).

Subd. 17. Cost of services and supports. (a) The commissioner shall ensure that
the average per capita expenditures estimated in any fiscal year for home and
community-based waiver recipients does not exceed the average per capita expenditures
that would have been made to provide institutional services for recipients in the
absence of the waiver.

(b) The commissioner shall implement on January 1, 2002, one or more aggregate,
need-based methods [or allocating to local agencies the home and community-based
waivered service resources available to support recipients with disabilities in need of
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the level of care provided in a nursing facility or a hospital: The commissioner shall
allocate resources to single counties and county partnerships in a manner that reflects
consideration of:

(1) an incentive-based payment process for achieving outcomes;

(2) the need for a state-level risk pool; '

(3) the need for retention of management responsibility at the state agency level;
and

(4) a phase-in strategy as appropriatc.

() Until the allocation methods described in paragraph (b) are implemented, the

annual allowable reimburscment level of horne and cornmumty -based waiver services
shall be the greater of:

(I) the statewide average payment amount which the’ recipient is amgned under
the waiver reimbursement system in place on June 30, 2001, modified by the percent-
age of any provider rate increase appropriated for home and commumty -based services;
or

(2) an amount approved by the commissioncr based on the recipient’s extraordi-
nary needs that cannot be met within the current allowable reimbursement level. The
increased reimbursement level must be necessary to allow the recipient to be dis-
charged from an institution or to prevent imminent placement in an institution. The
additional reimbursement may be used to secure environmental modifications; assistive
technology and equipment; and increased costs for supervision, training; and support
scrvices. necessary- to address the recipicnt’s extraordinary needs. The commissioner
may approve an incrcased reimbursement level for up to one year of the recipient’s
relocation from an institution or up to six months of a determination that a current
waiver recipient is at imminent risk of being placed in an institution.

(d) Beginning July 1, 2001, medically necessary private duty nursing services will'be
authorized under this- section as complex and rcgular care according to section
256B.0627. The rate cstablished by the commissioner for registered nurse or licensed
practical nurse services under any home and community-based waiver as of January 1,
2001, shall not be reduced. -

Subd. 18. Payments. The commissioner shal] reimburse approved vendors from the
medical assistance account for the costs of providing home and community-based
services to eligible recipients using the invoice processing procedures of the Medicaid
management information system (MMIS). Recipients will be screened and authorized
for services according to the fedurally approved waiver application and 1ts subsequent
amendments.

Subd. 19. Health and welfare. The commissioner of human services shall take the
necessary safeguards to protect the health and-welfare of individuals provided services
undcr the waiver.

Subd. 20. Trauinatic brain injury and related conditions. The commissioner shall
seek to amend the traumatic brain injury waiver to include, as eligible persons,
individuals with an acquired or degenerative disease diagnosis where cognitive impair-
ment is prescnt, such as multiple sclerosis.

- History: 1Sp2001 ¢ 9 art 3 5 58-67
256B.50 APPEALS.

Subdivision 1. Scope. A provider may appeal from,a determination of a payment
rate established pursuant to this chapter and rcimbursement rules of the commissioner
if the appeal, if successful, would result in a change to the provider’s payment rate or to
the calculation of maximum charges to therapy vendors as- provided by section
256B.433, subdivision 3. Appeals must be filed in accordance with procedures in this
section. This section does not apply to a request from a resident or long-term care
facility for reconsideration of the classification of a resident under section 144.0722

Copyright © 2001 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 2001 SUPPLEMENT

256B.50 MEDICAL ASSISTANCE FOR NEEDY PERSONS 232

[For te\t of subds la to If, see M.5.2000/
History: 2001 ¢ 7s 51

256B.501 RATES FOR COMMUNITY-BASED SERVICES FOR PERSONS WITH
MENTAL RETARDATION OR RELATED CONDITIONS.

[For text of subds 1 to 4b, see M.S.2000]

Subd. 4c. Access to respite care. Upon the request of a recipient receiving services
under the community-based waiver for persons with mental retardation and related
conditions, or the recipient’s lcgal representative, a county agency shall screen the
recipient for appropriate and necessary services and shall place the recipient on and off
the waiver as needed in order to allow the recipicnt access to short-tcrm care: as
available in an intermediate care facility for persons with mental retardation and
related conditions.

[For text of subds 5a to 13, see M.S. 2000]
HlStOl’V 2001 c 35s1

256B.5012 ICF/MR PAYVIENT SYSTEM IMPLEMENTATIO‘\I
[For text of subds 1 to 3, see M.S.2000]

Subd. 4. ICF/MR rate increases beginning July 1, 2001, and July 1, 2002. (a) For
the rate years beginning July 1, 2001, and July 1, 2002, the commissioner shall make
available to each facility reimbursed under this section an adjustment to the total
operating payment rate of 3.5 percent. ‘Of this adjustment, two-thirds must be used as
provided under paragraph (b) and one-third must be used for operating costs.

(b) The adjustment under this paragraph must be used to increase the wages and
benefits and pay associated costs of all employees except administrative and central
office employees, provided that this increase must be used only for wage and benefit
increases implemented on or after the first day of the rate year and must not be- used
for increases implemented prior to that date.

(c) For each facility, the commissioner shall mdke available an adjustmcnt using
the percentage specified in paragraph (a) multlphcd by the total payment rate,
excluding the property-related payment rate, in effect on the preceding June 30. The
total payment rate shall include the ad]ustment provided in section 256B.501, subdivi-
sion 12.

(d) A facility whose payment rates are governed by closure agreements, receiver-
ship agreements, or Minnesota Rules, part 9553.0075, is not eligible for an adjustment
otherwise granted under this subdivision.

(e) A facility may apply for the payment rate adjustment provided under para-
graph (b). The application must be made to the commissioner and contain a plan by
which the facility will distribute the adjustment in paragraph (b) to employees of the
facility. For facilities in which the employees are represented by an exclusive bargaining
representative, an agreement negotiated and agreed to by the employer and the
exclusive bargaining representative constitutes the plan. A ncgotiated agreement may
constitute the plan only if the agreement is finalized after the date of enactment of all
rate increases for the rate year. The commissioner shall review the plan to ensure that
the payment rate adjustment per diem is used as provided in this subdivision. To be
eligible, a facility must submit its plan by March 31, 2002, and March 31, 2003,
respectively. If a facility’s plan is effective for its employeos after the first day of the
apphcablc. rate year that the funds are available, the payment rate adjustment per diem
is elfective the same date as its plan.

() A copy of the approved distribution plan must be made available to all
employees by giving each employee a copy or by posting it in an area of the facility to
which all employees have access. If an employee does not receive the wage and benefit
adjustment described in the facility’s approved plan and is unable to rcsolve the
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problem with the facility’s management or through the employee’s union representa-
tive, the employee may contact the commissioner at an address or telephone number
provided by the commissioner and included in the approved plan.

History: I1Sp2001 ¢ 9 art 5 s 30
256B.5013 PAYMENT RATE ADJUSTMENTS.

Subdivision 1. Variable rate adjustments. For rate years beginning on or after
October 1, 2000, when there is a documented increase in the resource needs of a
current ICF/MR recipient or recipients, or a person is admitted to a facility who
requires additional resources, the county of financial responsibility may recommend
approval of a variable rate to enable the facility to meet the individual’s increased
needs. Variable rate adjustments made under this subdivision replace payments for
persons with special needs under section 256B.501, subdivision 8, and payments for
persons with special needs for crisis intervention services under section 256B.501,
subdivision 8a. Resource needs directly attributable to an individual that may be
considered under the variable rate adjustment include increased direct staff hours,
other specialized services, and equipment. The guidelines in paragraphs (a) to (d) apply
for the payment rate adjustments under this section.

(a) All persons must be screened according to section 256B.092, subdivisions 7 and
8, prior to 1mplementat10n of the new payment system, and annually thereafter, and
when a variable rate is being requested due to changes in the needs of the recipient.
Screening data shall be used to monitor changes as follows:

(1) the functional ability of a recipient to care for and mamtam the recipient’s own
basic needs;

(2) the intensity of any aggressive or destructive behavior; and

(3) any history of obstructive behavior in combination with a diagnosis of psychosis
Or NEeurosis.

(b) A variable rate may be recommended for increased service needs such as:

(1) a need for resources due to a change in resident day program participation
because the resident: (i) has reached the age of 65 or has a change in health condition
that makes it difficult for the person to participate in day training and habilitation
services over an extended period of time because it is medically contraindicated; and
(ii) has expressed a desire for change through the mental retardation and related
conditions screening process under section 256B.092; and

(2) a need for additional resources for intensive short-term programming which is
necessary prior to a recipient’s discharge to a less restrictive, more integrated setting.

Recommendations for a variable rate shall be used to link resource needs to
funding. The variable rate must be applied to expenses related to increased direct staff
hours, other specialized services, and equipment.

(c) A recipient must be screencd by the county of financial responsibility using the
developmental disabilities screening document completed immediately prior to approv-
al of a variable rate by the county. A comparison of the updated screening and the
previous screening must demonstrate an increase in resource needs.

(d) Rate adjustments projected to exceed the authorized funding level associated
with the person’s profile must be submitted to the commissioner.

(e) The county of financial responsibility must indicate the projected length of
time that the additional funding may be needed for the individual. The need to
continue an individual variable rate must be reviewed at the end of the anticipated
duration of need but at least annually through the completion of the developmental
disabilities screening document.

[For text of subds 2 to 6, see M.S.2000]
History: 2001 ¢ 203 5 13
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256B.53 DENTAL ACCESS GRANTS.

(a) The commissioner shall award grants to community clinics or other nonprofit
community organizations, political subdivisions, professional associations, or other
organizations that demonstrate thc ability to provide dental services effectively to
public program recipients. Grants may be used to fund the costs related to coordinating
access for recipients, developing and implementing patient carc criteria, upgrading or
establishing new facilities, acquiring furnishings or equipment, recruiting new providers,
or other development costs that will improve access to dental care in a region.

(b) In awarding grants, the commissioner shall give priority to applicants that plan
to serve areas of the state in which the number of dental providers is not currently
sufficient to meet the needs of recipients of public programs or uninsured individuals.
The commissioner shall consider the following in awarding the grants:

(1) potential to successtully increase access to an underserved population;

(2) the long-term viability of the project to improve access beyond the period of
initial funding;

(3) the efficiency in the use of the funding; and

(4) the experience of the applicants in providing services to the target population.

(c¢) The commissioner shall consider grants for the following:

(1) implementation of new programs or continucd expansion of current access
programs that have demonstrated success in p10v1d1n0 dental services in underserved
arcas;

(2) a program for mobile or other types of outreach dental clinics in underserved
geographic areas;

(3) a program lor school-based dental clinics in schools with high numbers of
children receiving medical assistance;

(4) a program testing new models of care that are sensitive to the cultural needs of
the recipients;

(5) a program creating new educational campaigns that inform individuals of the
importance of good oral health and the link between dental disease and overall health
status; . .

(6) a program that organizes a network of volunteer dentists to provide dental
services to public program recipients or uninsured individuals; and

(7) a program that tests new delivery models by creating partnerships between
local providers and county public health agencies.

(d) The commissioner shall evaluate the effects of the dental access initiatives
funded through the dental access grants and submit a report to the legislature by
January 15, 2003.

History: 1.5p2001 ¢ 9 art 2 s 47

256B.55 DENTAL ACCESS ADVISORY COMMITTEE.

Subdivision 1. Establishment. The commissioner shall cstablish a dental access
advisory committee to monitor the purchasing, administration, and coverage of dental
care services for the public health care programs to ensure dental carc access and
quality for public program recipients.

Subd. 2. Membership. (a) The membership of the advisory committee shall
include, but is not limited to, representatives of dentists, including a dentist practicing
in the seven-county metropolitan area and a dentist practicing outside the seven-county
metropolitan area; oral surgeons; pediatric dentists; dental hygienists; community
clinics; client advocacy groups; public health; health service plans; the University of
Minnesota school of dentistry and the department of pediatrics; and the commissioner
of health.

(b) The advisory committee is governed by section 15.059 for membership terms
and removal of members. Members shall not receive per diem compensation or
reimbursement for expenses.
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Subd. 3. Duties. The advisory committee shall prov1de rccommendanons on the
following:

(1) how to reduce the administrative burden governing dental care coverage
policies in order to promote administrative simplification, including prior authorization,
coverage limits, and co-payment collections; '

(2) developing and implementing an action plan to improve the oral health of
children and persons with special needs in the state;

(3) exploring altcrnative ways of purchasing and improving access to dental
services;

(4) developing ways to foster greater responsibility among health carc program
recipients in seeking and obtaining dental carc, including initiatives to keep dental
appointments and comply with dental care plans;

(5) cxploring innovative ways for dental providers to schedule public program
patients in order to reduce or minimize the cffect of appointment no shows;

'(6) exploring ways to meet the barriers that may be present in providing dental
services to health care program recipicnts such as language, culture, disability, and lack
of transportation; and

(7) exploring the possibility of ped1atr1c1ans tdrmly phymcmns and nurse practi-
tioners providing basic oral health screenings and basic preventive dental services.

Subd. 4. Report. The commissioner shall submit a report by February 1, 2002, and
by February 1, 2003, summau/mn the activities and recommendations of the advisory
committee.

Subd. 5. Sunset. Notwuhstdndm‘7 section 3. ()59 subdivision 5, this scction expires
June 30, 2003.

History: 1Sp2001 ¢ 9 art 25 48

256B.69 PREPAYMENT DEMONSTRATION PROJECT.
[For text of subds I to 3, see M.S.2000]

Subd. 3a. County authority. (a) The commissioner, when implementing the general
assistance medical care, or medical assistance prepayment program within a county,
must-include the county board in the process of development, approval, and issuance of
the request for proposals to provide services to eligible individuals within the proposed
county. County boards must be given reasonable opportunity to make recommenda-
tions regarding the development, issuance, review of responses, and changes needed in
the request for proposals. The commissioner must provide county boards the opportu-
nity to review each proposal based -on the identification of community needs under
chapters 145A and 256 and county advocacy activities. If a county board finds that a
proposal does not address certain community needs, the county board and commission-
cr shall continue efforts for improving the proposal and network prior to the approval
of the contract. The county board shall make recommendations regarding the approval
of local networks and their opcrations to ensure adequate ava1ldb1hty and access to
covered services. The provider or health plan must respond directly to county advocates
and the state prepaid medical assistance ombudsperson regarding scrvice delivery and
must be accountable to the state regarding contracts with medical assistance and
general assistance mcdical care funds. The county board may recommend a maximum
number of participating health plans after considering the size of the enrolling
population; ensuring adequate access and capacity; considering the client and county
administrative complexity; and considering the need to promote the viability of locally
developed health plans. The county board or a single entity representing a group of
county boards and the commissioner shall mutually sclect health plans for participation
at the time of initial implementation of the prepaid medical assistance program in that
county or group of counties and at the time of contract renewal. The commissioner
shall also scek input for contract requirements from the county or single entity
representing a group of county boards at each contract renewal and incorporate those
recommendations into the contract negotiation. process. The commissioner, in conjunc-
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tion with the county board, shall actively seek to develop a mutually agreeable
timetable prior to the development of the request for proposal, but counties must agree
to initial enrollment beginning on or beforc January 1, 1999, in either the prepaid
medical assistance and general assistance medical care programs or county-based
purchasing under section 256B.692. At least 90 days before enrollment in the medical
assistance and general assistance medical care prepaid programs begins in a county in
which the prepaid programs have not been established, the commissioner shall provide
a report to the chairs of scnate and housc committees having jurisdiction over state
health care programs which verifies that the commissioner complied with the require-
ments for county involvement that are specificd in this subdivision.

(b) At the option of the county board, the board may develop contract require-
ments related to the achievement of local public health goals to meet the health needs
of medical assistance and general assistance medical care enrollees. These require-
ments must be reasonably related to the performance of health plan functions and
within the scope of the medical assistance and general assistance medical care benefit
sets. If the county board and the commissioner mutually agree to such requirements,
the department shall include such requirements in all health plan contracts governing
the prepaid medical assistance and general assistance medical care programs in that
county at initial implementation of the program in that county and at the time of
contract renewal. The county board may participate in the enforcement of the contract
provisions related to local public health goals.

(c) For counties in which prepaid medical assistance and general assistance
medical care programs have not been established, the commissioner shall not imple-
ment those programs if a county board submits acceptable and timely preliminary and
final proposals under section 256B.692, until county-based purchasing is no longer
operational in that county. For counties in which prepaid medical assistance and
general assistance medical care programs arc in existence on or after September 1,
1997, the commissioner must terminate contracts with health plans according to section
256B.692, subdivision 5, if the county board submits and the commissioner accepts
preliminary and f{inal proposals according to that subdivision. The commissioner is not
required to terminate contracts that begin on or after September 1, 1997, according to
section 256B.692 until two years have elapsed from the date of initial enrollment.

(d) In the event that a county board or a single entity representing a group of
county boards and the commissioner cannot reach agreement regarding: (i) the
selection of participating health plans in that county; (ii) contract requirements; or (iii)
implementation and enforcement of county requirements including provisions regard-
ing local public health goals, the commissioner shall resolve all disputes after taking
into account the recommendations of a three-person mediation panel. The panel shall
be composed of one designee of the president of the association of Minnesota counties,
one de51gnee of the commissioner of human services, and one designee of the
commuissioner of health.

(e) If a county which elects to implement county-based purchasing ceases to
implement county-based purchasing, it is prohibited from assuming the responsibility of
county-based purchasing for a period of five years from the date it discontinues
purchasing.

(f) Notwithstanding the requirement in thls subdivision that -a county must agrce to
initial enrollment on or before January 1, 1999, the commissioner shall grant a dc,ldy in
the implementation of the county-based purchasing authorized in section 256B.692
until federal waiver authority and approval has been granted, if the county or group of
counties has submitted a preliminary proposal for county-based purchasing by Septem-
ber 1, 1997, has not already implemented the prepaid medical assistance program
before January 1, 1998, and has submitted a written request for the delay to the
commissioner by July 1, 1998. In order for the delay to be continued, the county or
group of counties must also submit to the commissioner the following information by
December 1, 1998. The information must:
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(1) identify the proposed date of implementation, as determined under section
256B.692, subdivision 5;

(2) include copies of the county board resolutions which demonstrate the contin-
ucd commitment to the implementation of county-based purchasing by the proposed
date. County board authorization may remain contingent on the submission of a final
proposal which meets the requirements of section 256B.692, subdivision 5, paragraph
(b);

(3) demonstrate actions taken for the establishment of a governance structure
between the participating counties and describe how the fiduciary responsibilities of
county-based purchasmo will be allocated between the counties, if more than one
county is involved in the proposal;

(4) describe how the risk of a deficit will be managed in the event expenditures are
greater than total capitation payments. This description must identify how any of the
following strategics will be used:

(i) risk contracts with licensed health plans

(ii) risk arrangements with providers who are not licensed health plans;
(iii) risk arrangements with other liccnsed insurance entitics; and

(iv) funding from other county resources;

(5) include, if county-based purchasing will not contract with licensed health plans
or provider networks, letters of interest from local providers in at least the categories of
hospital, physician, mental health, and pharmacy which express interest in contracting
for services. These letters must recognize any risk transfer identified in clause (4), item
(if); and

(6) describe the options being considered to obtain the administrative services
required in section 256B.692, subdivision 3, clauses (3) and (5).

(g) For counties which receive a delay under this subdivision, the final proposals
required under section 256B.692, subdivision 5, paragraph (b), must be submitted at
least six months prior to the requested implementation date. Authority to implement
county-based purchasing remains contingent on approval of the final proposal as
required under section 256B.692.

(h) If the commissioner is unable to provide county-specific, individual-level fee-
for-scrvice claims to counties by June 4, 1998, the commissioner shall grant a delay
under paragraph (f) of up to 12 months in the implementation of county-based
purchasing, and shall require implementation not later than January 1, 2000. In order
to receive an extension of the proposed date of implementation under this paragraph, a
county or group of counties must submit a written request for the extension to the
commissioner by August 1, 1998, must submit the information required under para-
graph (f) by December 1, 1998, and must submit a final proposal as provided under
paragraph (g).

(i) Notwithstanding other requirements of this subdivision, the commissioner shall
not require the implementation of the county-based purchasing authorized in section
256B.692 until six months after federal waiver approval has been obtained for county-
based purchasing, if the county or counties have submitted the final plan as required in
section 256B.692, subdivision 5. The commissioner shall allow the county or counties
which submitted information under section 256B.692, subdivision 5, to submit supple-
mental or additional information which was not possible to submit by April 1, 1999. A
county or counties shall continue to submit the required information and substantive
detail necessary to obtain a prompt response and waiver approval. If amendments to
the final plan are necessary due to the terms and conditions of the waiver approval, the
commissioner shall allow the county or group of counties 60 days to make the necessary
amendments to the final plan and shall not require implementation of the county-based
purchasing until six months after the revised final plan has been submitted.
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[For text of subd 3b, see M.S.2000]

Subd. 4. Limitation of choice. (a) The commissioner shall develop criteria to
determine when limitation of choice may be implemented in the experimental counties.
The criteria shall ensure that all eligible individuals in the county have continuing
access to the full range of medical assistance services as specified in subdivision 6.

(b) The commissioner shall exempt the following persons from participation in the
project, in addition to those who do not mect th criteria for limitation of choice:

() persons eligible for medical assistance according to scction 256B.055, subdivi-
sion 1,

(2) persons eligible for medical assistance due to blindness or disability as
determined by the social security administration or the state medical review team,
unless:

(i) they are 65 years of age or older; or

(ii) they reside in Itasca county or they reside in a county in which the commission-
er conducts a pilot project under a waiver granted pursuant to section 1115 of the
Social Security Act;

3) recipients who currently have private coverage through a health maintenance
organization,

(4) recipients who are eligible for medical assistance by spending down excess
income for medical expenses other than the nursing facility per diem expense;

(5) recipients who receive benefits under the Refugee Assistance Program, estab-
lished under United States Code, title 8, section 1522(e);

(6) children who are both determined to be severcly emotionally disturbed and
receiving case management services according to section 256B.0625, subdivision 20;

(7) adults who are both determined to be seriously and persistently mentally ill and
received case management services according to section 256B.0625; subdivision 20; and

(8) persons eligible for medical assistance according to section 256B.057, subdivi-
sion 10.

Children under age 21 who are in foster placement may enroll in the project on an
elective basis. Individuals excluded under clauses (6) and (7) may choose to enroll on
an clective basis.

(c) The commissioner may allow persons with a one-month speriddown who are
otherwise eligible to enroll to voluntarily enroll or remain enrolled, if they elect to
prepay their monlhlv spenddown to the state.

(d) The commissioner may require those individuals to enroll in the prepaid
medical assistance program who otherwise would have becen excluded under paragraph
(b), clauses (1), (3), and (8), and uncler Minnesota Rules, part 9500.1452, subpart 2,
items I'L K, and L.

(e) Before limitation of choice is implemented, eligible individuals shall be notified
and after notification, shall be allowed to choose only among demonstration providers.
The commissioner may assign an individual with private coverage through a health
maintenance organization, to the same health maintenance organization for medical
assistancce coverage, if the health maintenance organization is under contract for
medical assistance in the individual’s county of residence. After initially choosing a
provider, the recipient is allowed to change that choice only at specified times as
allowed by the commissioner. If a demonstration provider ends participation in the
project for any rcason, a recipient enrolled with that provider must select a new
provider but may change providers without cause once more within the first 60 days
after enrollment with the second provider.

[For text of subds 4b to 3a, see M.S.2000]
Subd. Sb. Prospective reimbursement rates. (a) For prepaid medical assistance and

general assistance medical care program contract rates set by the commissioner under
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subdivision 5 and effective on or after January 1, 1998, capitation rates for nonmetro-
politan counties shall on a wecighted average be no less than 88 percent of the
capitation rates for metropolitan counties, excluding Hennepin county. The commis-
sioner shall make a pro rata adjustment in capitation rates paid to counties other than
nonmetropolitan counties in order to make this provision budgcet neutral.

(b) For prepaid medical assistance program contract rates set by the commissioner
under subdivision 5 and effective on or after January 1, 2001, capitation rates for
nonmetropolitan counties shall, on a weighted average, be no less than 89 percent of
the capitation rates for metropolitan counties, excluding Hennepin county.

(c) This subdivision shall not affect the nongeographically based risk adjusted rates
established under section 62Q.03, subdivision Sa.

Subd. 5c. Medical education and research fund. (a) The commissioner of human
services shall transfer each year to the medical education and research fund established
under section 621.692, the following:

(1) an amount equal to the reduction in the prepaid medical assistance and
prepaid general assistance medical care payments as specified in this clause. Until
January 1, 2002, the county medical assistance and general assistance medical care
capitation base rate prior to plan specific adjustments and after the regional rate
adjustments under section 256B.69, subdivision 5b, is reduced 6.3 percent for Hennepin
county, two percent for the remaining metropolitan counties, and no reduction for
nonmetropolitan Minnesota countics; and after January 1, 2002, the county medical
assistance and general assistance medical care capitation base rate prior to plan specific
adjustments is reduced 6.3 percent for Hennepin county, two percent for the remaining
metropolitan counties, and 1.6 percent for nonmetropolitan Minnesota counties. Nurs-
ing facility and elderly waiver payments and demonstration project payments operating
under subdivision 23 are excluded from this reduction. The amount calculated under
this clause shall not be adjusted for periods already paid due to subsequent changes to
the capitation payments; and

. (2) beginning July 1, 2001, $2,537,000 from the capitation rates paid under this
section plus any federal matching funds on this amount.

(b) This subdivision shall be effective upon approval of a federal waiver which
allows federal financial participation in the medical c¢ducation and research fund.

[For text of subds 5d to 6b, see M.S.2000]

Subd. 6¢. Dental services demonstration project. The commissioner shall establish
a dental services demonstration project in Crow Wing, Todd, Morrison, Wadena, and
Cass counties for provision of dental services to medical assistance, gencral assistance
medical carc, and MinnesotaCare recipicnts. The commissioner may contract on a
prospective per capita payment basis for these dental services with an organization
licensed under chapter 62C, 62D, or 62N in accordance with section 256B.037 or may
establish and administer a fee-for-service system for the reimbursement of dental
services.

[For text of subds 7 to 22, see M.S.2000]

Subd. 23. Alternative integrated long-term care services; elderly and disabled
persons. (a) The commissioner may implement demonstration projects to create
alternative integrated delivery systems for acute and long-term care scrvices to elderly
persons and persons with disabilitics as defined in section 256B.77, subdivision 7a, that
provide increased coordination, improve access to quality services, and mitigat¢ future
cost increases. The commissioner may seek federal authority to combine Medicare and
Medicaid capitation payments for the purpose of such demonstrations. Medicare funds
and services shall be administered according to the terms and conditions of the federal
waiver and demonstration provisions. For.the purpose of administering medical assis-
tance funds, demonstrations under this subdivision are subject to subdivisions 1 to 22.
The provisions of Minnesota Rules, parts 9500.1450 to 9500.1464, apply to these
demonstrations, with the exceptions of parts 9500.1452, subpart 2, item B; and
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9500.1457, subpart 1, items B and C, which do not apply to persons enrolling in
demonstrations under this section. An initial open enrollment period may be provided.
Persons who disenroll from demonstrations under this subdivision remain subject to
Minnesota Rules, parts 9500.1450 to 9500.1464. When a person is enrolled in a health
plan under these demonstrations and the hecalth plan’s participation is subsequently
terminated for any reason, the person shall be provided an opportunity to select a new
health plan and shall have the right to change health plans within the first 60 days of
enrollment in the second health plan. Persons required to participate in health plans
under this section who fail to make a choice of health plan shall not be randomly
assigned to health plans under these demonstrations. Notwithstanding section 256L.12,
subdivision 5, and Minnesota Rules, part 9505.5220, subpart 1, item A, if adopted, for
the purpose of demonstrations under this subdivision, the commissioner may contract
with managed care organizations, including counties, to serve only elderly persons
eligible for medical assistance, elderly and disabled persons, or disabled persons only.
For persons with primary diagnoses of mental retardation or a related condition,
serious and persistent mental illness, or scrious emotional disturbance, the commission-
er must ensure that the county authority has approved the demonstration and
contracting design. Enrollment in these projects for persons with disabilities shall be
voluntary. The commissioner shall not implement any demonstration project under this
subdivision for persons with primary diagnoses of mental retardation or a related
condition, serious and persistent mental illness, or serious emotional disturbance,
without approval of the county board of the county in which the demonstration is being
implemented.

Before implementation of a demonstration project for disabled persons, the
commissioner must provide information to appropriate committees of the house of
representatives and senate and must involve representatives of affected disability
groups in the design of the demonstration projects.

(b) A nursing facility reimbursed under the alternative reimbursement methodolo-
gy in section 256B.434 may, in collaboration with a hospital, clinic, or other health care
entity provide services under paragraph (a). The commissioner shall amend the state
plan and seek any federal waivers necessary to implement this paragraph.

[For text of subds 24a to 27, see M.S.2000]
History: 2001 ¢ 161 s 49; 2001 ¢ 203 s 14; 15p2001 ¢ 9 art 2 s 49-52

NOTE: The amendment to subdivision 4 by Laws 2001, First Speciul Session chapter 9, article 2, section 49, is effective
July 1, 2002. Laws 2001, First Special Session chapter 9, article 2, section 49, the effective date.

256B.692 COUNTY-BASED PURCHASING.
[For text of subd 1, see M.S.2000]

Subd. 2. Duties of the commissioner of health. (a) Notwithstanding chapters 62D
and 62N, a county that elects to purchase medical assistance and general assistance
medical care in return for a fixed sum without regard to the frequency or extent of
services furnished to any particular enrollee is not required to obtain a certificate of
authority under chapter 62D or 62N. The county board of commissioners is the
governing body of a county-based purchasing program. In a multicounty arrangement,
the governing body is a joint powers board established under section 471.59.

(b) A county that elects to purchase medical assistance and general assistance
medical care services under this section must satisfy the commissioner of health that
the requirements for assurance of consumer protection, provider protection, and fiscal
solvency of chapter 62D, applicable to health maintenance organizations, or chapter
62N, applicable to community integrated service networks, will be met.

(c) A county must also assure the commissioner of health that the requirements of
scctions 62J.041; 62J.48; 62].71 to 62J.73; 62M.01 to 62M.16; all applicable provisions
of chapter 62Q, including sections 62Q.075; 62Q.1055; 62Q.106: 62Q.12; 62Q.135;
62Q.14; 62Q.145; 62Q.19; 62Q.23, paragraph (c); 62Q.43; 62Q.47; 62Q.50; 62Q.52 to
02Q.56; 62Q.58; 62Q.64; 62Q.68 to 62Q.72; and 72A.201 will be met.
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(d) All enforcement and rulemaking powers available under chapters 62D, 62],
62M, 62N, and 62Q are hereby granted to the commissioner of health with respect to
counties that purchase medical assistance and general assistance medical care scrvices
under this section.

(e) The commissioner, in consultation with county government, shall develop
administrative and financial reporting. requirements for county-based purchasing pro-
grams relating to sections 62D.041, 62D.042, 62D.045, 62D.08, 62N.28, 62N.29, and
62N.31, and other sections as necessary, that are specific to county administrative,
accounting, and reporting systems and consistent with other statutory requirements of
counties.

[For text of subds 3 to 10, see M.S.2000]
History: 2001 ¢ 1 70 s&

256B.75 HOSPITAL OUTPATIENT REIMBURSEMENT.

(a) For outpatient hospital facility fee payments for services rendered on or after
October 1, 1992, the commissioner of human services shall pay the lower of (1)
submitted charge, or (2) 32 percent above the rate in effect on June 30, 1992, except
for those services for which there is a federal maximum allowable payment. Effective
for services rendered on or after January 1, 2000, payment rates for nonsurgical
outpatient hospital facility fees and emergency room facility fees shall be increased by
eight percent over the rates in effect on December 31, 1999, except for those services
for which there is a federal maximum allowable payment. Services for which there is a
federal maximum allowable payment shall be paid at the lower of (1) submitted charge,
or (2) the federal maximum allowable payment. Total aggregate payment for outpatient
hospital facility fee scrvices shall not exceed the Medicare upper limit. If it is
determined that a provision of this section conflicts with existing or future requirements
of the United States government with respect to federal financial participation in
medical assistance, the federal requirements prevail. The commissioner may, in the
aggregate, prospectively reduce payment rates to avoid reduced federal financial
participation resulting from rates that are in excess of the Medicare upper limitations.

(b) Notwithstanding paragraph (a), payment for outpatient, emergency, and ambu-
latory surgery hospital facility fee services for critical access hospitals designated under
section 144.1483, clause (11), shall be paid on a cost-based payment system that is
based on the cost-finding methods and allowable costs of thc Medicarc program.

() Effective for services provided on or after July 1, 2002, rates that are based on
the Medicare outpaticnt prospective payment system shall be replaced by a budget
neutral prospective payment system that is derived using medical assistance data. The
commissioncr shall provide a proposal to the 2002 legislature to define and implement
this provision.

History: 1Sp2001 ¢ 9 art 2 s 53

256B.76 PHYSICIAN AND DENTAL REIMBURSEMENT.

(a) Effective for services rendered on or after October 1, 1992, the commissioner
shall make payments for physician services as follows:

(1) payment for level one Health Care Finance Administration’s common proce-
dural coding system (HCPCS) codes titled “officc and other outpatient services,
“preventive mechcme new and established patient,” “delivery, antcpartum, and postpar-
tum care,” “critical care,” cesarean delivery and pharmacologic management provided
to psychlatrlc patients, and HCPCS level three codes for enhanced services for prenatal
high risk, shall be paid at the lower of (i) submitted charges, or (ii) 25 percent above
the rate in effect on June 30, 1992. If the rate on any procedure code within these
categories is different than the rate that would have been paid under the methodology
in section 256B.74, subdivision 2, then the larger rate shall be paid;

“(2) payments for all other services.shall be paid at thc lower of (i) submitted
charges, or (ii) 15.4 percent above the rate in effect on June 30, 1992;
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(3) all physician rates shall be converted from the 50th percentile of 1982 to the
50th percentile of 1989, less the percent in aggregate necessary to equal the above
increases except that payment rates for home health agency services shall be the rates
in effect on September 30, 1992;

(4) effective for services rendered on or after January 1, 2000, payment rates for
physician and professional services shall be increased by three percent over the rates in
effect on December 31, 1999, except for home health agency and family planning
agency services; and

(5) the increases in clause (4) shall be implemented January 1, 2000, for managed
carc.

(b) Effective for services rendered on or after October 1, 1992, the commissioner
shall make payments for dental services as follows:

(1) dental services shall be paid at the lower of (i) submitted charges, or (ii) 25
percent above the rate in effect on June 30, 1992;

(2) dental rates shall be converted from the 50th percentile of 1982 to the 50th
percentile of 1989, less the percent in aggregate nccessary to equal the above increases;

(3) effective for services rendered on or after January 1, 2000, payment rates for
dental services shall be increased by three percent over the rates in effect on December
31, 1999;

(4) the commissioner shall award grants to community clinics or other nonprofit
community organizations, political subdivisions, professional associations, or other
organizations that demonstrate the ability to provide dental services effectively to
public program recipients, Grants may be uscd to fund the costs related to coordinating
access for recipients, developing and implementing patient care criteria, upgrading or
establishing new facilities, acquiring furnishings or equipment, recruiting new providers,
or other development costs that will improve access to dental care in a region. In
awarding grants, the commissioner shall give priority to applicants that plan to scrve
arcas of the state in which the number of dental providers is not currently sufficient to
meet the needs of recipients of .public programs or uninsured individuals. The
commissioner shall consider the following in awarding the grants:

(i) potential to successfully increase access to an underserved population;

(ii) the ability to raise matching funds;

(iii) the long-term viability of the project to improve access beyond the period of
initial funding;

(iv) the efficiency in the usc of the funding; and

(v) the experience of the proposers in providing services to the target population.

The commissioner shall monitor the grants and may terminate a grant if the
grantee does not increase dental access for public program recipients. The commission-
cr shall consider grants for the following:

(i) implementation of new programs or continucd expansion of current access
programs that have demonstrated success in providing dental services in underserved
areas;

(ii) a pilot program for utilizing hygienists outslde of a traditional dental office to
provide dental hygiene services; and

(iii) a program that organizes a network of volunteer dentists, cstablishes a system
to refer eligible individuals to volunteer dentists, and through that network provides
donated dental care services to public program recipients or uninsured individuals;

(5) beginning October 1, 1999, the payment for tooth sealants and fluoride
trcatments shall be the lower of (i) submitted charge, or (ii) 80 percent of median 1997
charges; :

(6) the increases listed in clauses (3) and (5) shall be implemented Janua1y 1,
2000, for managed care; and

Copyright © 2001 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 2001 SUPPLEMENT

243 MEDICAL ASSISTANCE FOR NEEDY PERSONS  256B.78

(7) effective for services provided on or after January I, 2002, payment for
diagnostic examinations and dental x-rays provided to children under age 21 shall be
the lower of (i) the submitted charge, or (ii) 85 percent of median 1999 charges.

(c¢) Effective for dental services rendered on or after January 1, 2002, the
commissioner may, within the limits of available appropriation, increasc reimburse-
ments to dentists and dental clinics deemed by the commissioner to be critical access
dental providers. Reimbursement to a critical access dental provider may be increased
by not more than 50 pcrcent above the reimbursement rate that would otherwise be
paid to the provider. Payments to health plan companies shall be adjusted to reflect
increased reimbursements to critical access dental providers as approved by the
commissioner. In determining which dentists and dental clinics shall be deemed critical
access dental providers, the commissioner shall review:

(1) the utilization rate in the service area in which the dentist or. dental clinic
operates for dental services to patients covered by medical assistance, general assis-
tance medical care, or MinnesotaCare as their primary source of coverage;

(2) the level of services provided by the dentist or dental clinic to patients covered
by medical assistance, gencral assistance medical care, or MinnesotaCare as their
primary source of coverage; and

(3) whether the level of services provided by the dentist or dental clinic is critical
to maintaining adequate levels of patient access within the service area.

In the absence of a critical access dental provider in a service arca, the commissioner

may designate a dentist or dental clinic as a critical access dental prov1der if the dentist
or dental clinic is willing to provide care to patients covered by medical assistance,
general assistance medlcal care, .or MinnesotaCare at a level which significantly
increases access to dental care in the service area.

(d) An entity that operates both a Medicare certified comprehensive outpatient
rehabilitation facility and a facility which was certified prior to January 1, 1993, that is
licensed under Minnesota Rules, parts 9570.2000 to 9570.3600, and for whom at least
33 percent of the clients receiving rehabilitation services in the most recent caléndar
year are medical assistance recipicnts, shall be reimbursed by the commissioner for
rehabilitation services at rates that are 38 percent greater than the maximum reim-
bursement rate allowed under paragraph (a), clause. (2), when those services are (1)
provided within the comprehensive outpatient rehabilitation facility and (2) provided to
residents of nursing facilities owned by the entity.

History: jSpZOOI cOart2s54
256B.761 REIMBURSEMENT FOR MENTAL HEALTH SERVICES.

Effective for services rendered on or after July 1, 2001, payment for medication
management provided to psychiatric patients, outpatient mental health services, day
treatment services, home-based mental health services, and family community support
services shall be paid at the lower of (1) submitted charges, or (2) 75.6 percent of the
50th percentile of 1999 charges.

History: 1Sp2001 ¢ 9 art 95 43

256B.78 MEDICAL ASSISTANCE DEMONSTRATION PROJECT FOR FAMILY
PLANNING SERVICES.

(a) The commissioner of human services shall establish a medical assistance
demonstration project to determine whether improved access to coverage of prepreg-
nancy family planning services reduces medical assistance and MFIP costs.

(b) This section is effective upon federal approval of the demonstration project.
History: /Sp2001 ¢ 9 art 2 s 55
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256B.81 MENTAL HEALTH PROVIDER APPEAL PROCESS.

If a county contract or certification is required to enroll as an authorized provider
of mental health services under medical assistance, and if a county rcfuses to grant the
necessary contract or certification, the provider may appeal the county decision to the
commissioner. A recipient may initiate an appeal on behalf of a provider who has been
denied certification. The commissioner shall determine whether the provider meets
applicable standards under state laws and rules based on an independent review of the
facts, including comments from the county review. If the commissioner finds that the
provider meets the applicable standards, the commissioner shall enroll the provider as
an authorized provider. The commissioner shall develop procedures for providers and
recipients to appeal a county decision to refuse to enroll a provider. After the
commissioner makes a decision regarding an appeal, the county, provider, or recipient
may request that the commissioner reconsider the commissioner’s initial decision. The
commissioner’s reconsideration decision is final and not subject to further appeal.

History: 15p200] ¢ 9art 9 s 44

256B.82 PREPAID PLANS AND MENTAL HEALTH REHABILITATIVE SERVICES.

Medical assistance and MinnesotaCare prepaid health plans may include coverage
for adult mental health rehabilitative services under section 256B.0623 and adult
mental health crisis response services under section 256B.0624, beginning January 1,
2004,

By January 15, 2003, the commissioner shall report to the lcgislature how these
services should be included in prepaid plans. The commissioner shall consult with
mental health advocates, health plans, and counties in developing this report. The
report recommendations must include a plan to ensure coordination of these services
between health plans and counties, assure recipient access to essential community
providers, and monitor the health plans’ delivery of services through utilization review
and quality standards.

History: 1Sp2001 ¢ 9 art 95 45

256B.83 MAINTENANCE OF EFFORT FOR CERTAIN MENTAL HEALTH SER-
VICES.

Any net increase in revenue to the county as a result of the change in sectjon
256B.0623 or 256B.0624 must be used to provide expanded mental health services as
defined in sections 245.461 to 245.486, the Comprehensive Adult Mental Health Act,
excluding inpatient and residential treatment. Increased revenue may also be used for
services and consumer supports, which are part of adult mental health projects
approved under section 245.4661. “Increased revenue” has the meaning given in
Minnesota Rules, part 9520.0903, subpart 3.

History: 15p2001 ¢ 9 art 9 s 46
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