District of Columbia Municipal Regulations


989
LONG TERM CARE SERVICES AND SUPPORTS ASSESSMENT PROCESS 

989.1
The purpose of this section is to establish the Department of Health Care Finance (DHCF) standards governing the District Medicaid assessment process for Long Term Care Services and Supports (LTCSS) and to establish numerical scores pertaining to the level of care required to establish eligibility for a range of LTCSS.
989.2
LTCSS are designed to assist persons with a range of services and supports including assistance with basic tasks of everyday life over an extended period of time. These include, but are not limited to, the Home and Community-Based Services Waiver for the Elderly and Persons with Physical Disabilities (EPD Waiver), Personal Care Aide (PCA) services offered under the Medicaid State Plan, nursing facility services, Adult Day Health Program (ADHP) services under the 1915(i) Home and Community-Based State Plan Option, and other services not intended to serve individuals with intellectual and developmental disabilities.  


989.3
A Registered Nurse (RN) or Licensed Independent Clinical Social Worker (LICSW) employed by DHCF or its designated agent shall conduct an initial face-to-face assessment following the receipt of a request for an assessment for LTCSS made by any individual identified in Subsection 989.5.
989.4
Individuals identified in Subsection 989.5 may request an assessment for LTCSS by submitting a Prescription Order Form (POF). The POF is available on the DHCF website at http://dhcf.dc.gov.

989.5
The request for an assessment shall include any supporting documentation established by the respective long-term care program’s regulations. An initial request for an assessment, or a subsequent request for reassessment for recertification or based upon a change in the individual’s health status or acuity, may be made by the individual seeking services, his/her authorized representative, Elderly and Persons with Physical Disabilities HCBS Waiver (EPD Waiver) case manager, family member, or health care or social services professional.
989.6
With the exception of hospital discharge timelines, which are referenced under Subsection 989.15, the RN or LICSW employed by DHCF or its designated agent shall be responsible for conducting the face-to-face assessment of each applicant or beneficiary using a standardized needs-based assessment tool within five (5) calendar days of the receipt of a request for an assessment, unless:

(a)
The request for an expedited assessment has been made by an individual identified in Subsection 989.5 and DHCF or its designated agent has determined that the individual’s health status requires that an assessment be conducted sooner to expedite the provision of LTCSS;

(b)
The person has requested an assessment at a later date; 


(c)
DHCF or its designated agent is unable to contact the individual to schedule the assessment after making three (3) attempts to do so within five (5) calendar days of receipt of the assessment request; or  

(d)
DHCF or its designated agent determines that an extension is necessary due to extenuating 
circumstances.
989.7
The assessment shall:

(a) Confirm and document the individual’s functional limitations, cognitive/behavioral, and skilled care support needs;
(b) Be conducted in consultation with the individual and his/her authorized representative and/or support team;
(c) Determine and document the individual’s unmet need for services, taking into account his/her current utilization of informal supports and other non-Medicaid resources required to meet the individual’s need for assistance;
(d) Determine the level of care required by the individual for LTCSS; and
(e) At the option of the individual, be conducted in the presence of one or more members of his/her support team.
989.8
The standardized needs-based assessment tool and corresponding user’s manual are available for review in-person at the DHCF offices. To access a paper copy of the assessment tool for review, beneficiaries should contact their case managers and potential applicants should contact DHCF’s Long-Term Care Administration (LTCA) via the LTCA Hotline at 202-442-9533. A summary of the assessment tool and instructions on how to access a paper copy of the complete assessment tool and corresponding user’s manual are available on DHCF’s website at www.dhcf.dc.gov.
989.9
The face-to-face assessment using the standardized needs-based assessment tool  for LTCSS shall result in a total numerical score, which is comprised of three (3) separate scores pertaining to the assessed functional, cognitive/behavioral, and skilled care needs of an individual. The functional assessment includes an assessment and corresponding score correlated to the individual’s ability to manage medications. The three (3) separate assessment scores are used to determine eligibility for specific LTCSS as follows:
(a)
For State Plan Personal Care Aid (PCA) services, eligibility is determined based on only the functional score, without consideration of the medication management assessment score; and
(b)
For all other LTCSS, eligibility is determined based on the sum of the scores for assessed functional, cognitive/behavioral, and skilled care needs, and includes medication management.
989.10
The total numerical score consists of a value from zero to thirty-one (0-31), which may include a score of up to twenty-three (23) on the functional assessment, a score of up to three (3) on the cognitive/behavioral assessment, and a score of up to five (5) on the skilled care needs assessment. 

989.11
Each face-to-face assessment of an individual using the standardized needs-based assessment tool contains the following components:

(a)
The functional assessment evaluates the type of assistance required for each of the following activities of daily living (ADLs), based on typical experience under ordinary circumstances within the last three (3) days prior to assessment:
(1)
Bathing, which means taking a full-body bath or shower that includes washing of the arms, upper and lower legs, chest, abdomen, and perineal area;

(2) 
Dressing, which means dressing and undressing, both above and below the waist, including belts, fasteners (e.g., buttons, zippers), shoes, prostheses, and orthotics;
(3)
Eating, which means eating and drinking (regardless of skill), including intake of nourishment by a feeding tube or intravenously;
(4)
Transferring, which includes moving in and out of the bathtub or shower, and moving on and off the toilet or commode;
(5)
Mobility, which means moving, whether by walking or using a wheelchair, between locations on the same floor; and moving to and from a lying position, turning from side to side, and positioning one’s body while in bed;
(6)
Toileting, which includes using the toilet, commode, bedpan, or urinal and cleaning oneself afterwards, adjusting clothes, changing bed pads, and managing ostomy or catheter care; and
(7)
Medication Management, which means how medications are managed, including remembering to take medicines, opening bottles, taking correct dosages, giving injections, and applying ointments. The need for assistance with medication management is not considered in determinations of eligibility for State Plan PCA services, in accordance with § 989.9(a);

(b)
The cognitive/behavioral assessment evaluates the presence of and frequency with which certain conditions and behaviors occur, for example:


(1)
Serious mental illness or intellectual disability;



(2)
Difficulty with receptive or expressive communication;



(3)
Hallucinations;



(4)
Delusions;

(5)
Physical behavioral symptoms directed toward others (e.g., hitting, kicking, pushing, grabbing, sexual abuse of others);

(6)
Verbal behavioral symptoms directed toward others (e.g., threatening, screaming, cursing at others); 

(7)
Other physical behaviors not directed toward others (e.g., self-injury, pacing, public sexual acts, disrobing in public, throwing food or waste);



(8)
Rejection of assessment or health care; and



(9)
Eloping or wandering.

(c)
The skilled care needs assessment evaluates whether and how frequently the certain treatments and procedures were provided during the applicable look-back period, for example:
(1)
Whether and how frequently each of the following treatments were provided during the last three (3) days prior to assessment:
(A) Chemotherapy;

(B) Dialysis;

(C) Infection Control;

(D) IV Medication;

(E) Oxygen Therapy;

(F) Radiation;

(G) Suctioning;

(H) Tracheostomy Care;

(I) Transfusion;

(J) Ventilator or Respirator; and

(K) Wound Care.

(2) Whether and how frequently certain programs were used during the last three (3) days prior to assessment, for example:

(A) Scheduled toileting program;

(B) Palliative care program; and

(C) Turning/repositioning program.

(3) Whether and how frequently (days and total minutes) certain types of formal care were provided during the last seven (7) days prior to assessment, for example:

(A) Home health aides;

(B) Home nurse;

(C) Homemaking services;

(D) Meals;

(E) Physical therapy;

(F) Occupational therapy;

(G) Speech-language pathology and audiology; and

(H) Psychological therapy by any licensed mental health professional.

(4) Whether and how frequently certain types of medical visits occurred during the last ninety (90) days prior to assessment, for example:

(A) Inpatient acute hospital visit with overnight stay;

(B) Emergency room visit with no overnight stay; and

(C) Physician visit (includes authorized assistant or practitioner).

(5) For individuals in a hospital or nursing facility, whether physical restraints were used during the last three (3) days prior to the assessment.

989.12
The total numerical scores reflect a person’s eligibility for LTCSS as follows:

(a) A score of four (4) or higher on the functional assessment, as described in § 989.9(a), is needed for State Plan PCA services; 

(b) A score of four (4) or five (5) is needed for ADHP acuity level 1 services;

(c) A score of six (6) or higher is needed for ADHP acuity level 2 services; and

(d) 
A score of nine (9) or higher is needed for nursing facility, EPD Waiver, or other programs/services that require a nursing facility level of care. 

989.13
Based on the results of the face-to-face assessment, DHCF or its designated agent shall issue to the individual an assessment determination that specifies his/her required level of care and a corresponding range of LTCSS for which the individual is eligible.
989.14
The assessment determination shall include the types of LTCSS available to the person based on the scores received and shall be issued to the person no later than forty-eight (48) hours after the assessment is completed, unless the person’s condition necessitates that services be authorized and provided earlier. 

989.15
For hospital discharges, the timeline for completing the LTCSS assessment, including the issuance of an assessment determination referenced in Subsection 989.13 and the authorization of services included in the determination, shall be forty eight (48) hours from the receipt of a request for an assessment. 
989.16
An RN or LICSW employed by DHCF or its designated agent shall conduct a face-to-face reassessment of each beneficiary’s need for the receipt of LTCSS as follows:
(a)
For Adult Day Health Program services, a reassessment shall be conducted at least every twelve (12) months or upon a significant change in the beneficiary’s health status or acuity.  Requests for reassessments shall be made by the supervisory nurse.
(b)
For State Plan PCA services, a reassessment shall be conducted at least once every twelve (12) months or upon a significant change in the beneficiary’s health status. Requests for reassessments shall be made by the supervisory nurse.
(c)
For all EPD Waiver services, a reassessment shall be conducted at least once every twelve (12) months or upon a significant change in the beneficiary’s health status. Requests for reassessments shall be made by the beneficiary’s case manager.
989.17
For nursing facility services, DHCF or its designated agent shall conduct utilization reviews at six (6) months and twelve (12) months post admission, and annually thereafter, as follows:
(a)
The utilization review shall determine whether there has been an improvement in the beneficiary’s health status; and
(b)
If the utilization review results in a determination that there has been an improvement in the beneficiary’s health status, DHCF or its designated agent shall request that a face-to-face reassessment be conducted in accordance with policy guidance issued by DHCF.
989.18
For EPD Waiver services, DHCF may, at its discretion, extend the level of care reauthorization period pursuant to the face-to-face reassessment for a timeframe not to exceed eighteen (18) months to align the assessment date with the beneficiary’s Medicaid renewal date.
989.19
Requests to conduct re-assessments shall be made in accordance with the requirements under Subsection 989.5. 
989.20
If an individual meets the required level of care as determined by a numerical score affiliated with each long-term care service in accordance with § 989.12, and chooses to participate in a long-term care program, DHCF or its designated agent shall refer the individual to the long-term care service provider of his/her choice.
989.21
The individual shall choose a provider based upon the level of care determination and the availability and ability of the provider to safely care for him/her in the setting of the individual’s choice.
989.22
DHCF or its authorized agent shall maintain the completed standardized assessment tool and documentation reflecting that the person was given a free choice of providers from a list of qualified providers. 
989.23
If the person has not made a choice, or needs further assistance, DHCF or its authorized agent shall refer the person to the Aging and Disability Resource Center for additional assistance, options counseling, and person-centered planning as appropriate.  

989.24
If the RN or LICSW employed by DHCF or its designated agent is unable to conduct the face-to-face assessment or reassessment described in this section after making three (3) attempts to do so within five (5) calendar days, an initial Administrative Denial Letter shall be issued to the individual. The initial Administrative Denial Letter shall contain the following information:

(a)
A clear statement of the administrative denial of the assessment request;


(b)
An explanation of the reason for the administrative denial, including 
documentation of the three (3) attempts that were made to conduct the 
assessment;


(c)
Citation to regulations supporting the administrative denial; 

(d)
A clear statement that the individual has twenty-one (21) days from the date the letter was issued to contact DHCF or its designated agent to request the assessment, including all necessary contact information; and
(e)
For reassessment requests, a clear statement that if the beneficiary fails to contact DHCF or its designated agent within twenty-one (21) days of the date the letter was issued, the 
beneficiary’s current LTCSS shall be terminated.
989.25
If a person currently receiving LTCSS receives an initial Administrative Denial Letter in accordance with § 989.24 and fails to contact DHCF or its agent to request a re-assessment within twenty-one (21) days of the date the letter was issued, a subsequent Administrative Denial Letter shall be issued to the person. The subsequent Administrative Denial Letter shall contain the following information:


(a)
A clear statement of the intended termination of the person’s current 
LTCSS due to administrative denial of the re-assessment request;


(b)
An explanation of the reason for the administrative denial, including 
documentation of the three (3) attempts that were made to conduct the 
assessment and reference to the Administrative Denial Letter;


(c)
Citation to regulations supporting the administrative denial and intended 
termination; 


(d)
Information regarding the right to appeal the decision by filing a hearing request with the Office of Administrative Hearings (OAH) and the timeframe for filing a hearing request, as well as an explanation that a reconsideration request is not required prior to filing a hearing request; 


(e)
An explanation of the circumstances under which the person’s current 
level of LTCSS will be continued if the person files a timely hearing 
request with OAH; and


(f)
Information regarding legal resources available to assist the person with 
the appeal process.  

989.26
DHCF or its designated agent shall issue a Beneficiary Denial or Change of Services Letter if, based upon the assessment or reassessment conducted pursuant to this section, an applicant or beneficiary is determined ineligible, or to not meet the level of care, for LTCSS. The Beneficiary Denial or Change of Services Letter shall contain the following information:

(a)
A clear statement of the intended denial, reduction, or termination of 
LTCSS;


(b)
An explanation of the reason(s) for the intended denial, reduction, or 
termination of LTCSS;


(c)
Citation to regulations supporting the intended denial, reduction, or 
termination of LTCSS; 


(d)
Information regarding the right to request that DHCF reconsider its 
decision and the timeframe for making a reconsideration request;

(e)
Information regarding the right to appeal the decision by filing a hearing request with OAH and the timeframe for filing a hearing request, as well as an explanation that a reconsideration request is not required prior to filing a hearing request;
(f)
An explanation of the circumstances under which the individual's current level of LTCSS will be continued if the individual files a timely hearing request with OAH; and
(g)
Information regarding legal resources available to assist the individual with the appeal process.
989.27
A request for reconsideration of an individual's required level of care as determined by the assessment tool, pursuant to § 989.26(d), must be submitted in writing, by mail, fax, or in person, to DHCF's Office of the Senior Deputy Director/Medicaid Director, within twenty-one (21) calendar days of the date of the notice of denial, termination, or reduction of LTCSS. The request for reconsideration shall include the following information and documentation:
(a) A written statement by the individual, or the individual's authorized representative, describing the reason(s) why the decision to deny, terminate, or reduce LTCSS services should not be upheld;
(b) A written statement by a physician familiar with the individual's health care needs; and
(c) Any additional, relevant documentation in support of the request.
989.28
For beneficiaries currently receiving services, a timely filed request for reconsideration will stay the reduction or termination of services until a reconsideration decision is issued.

989.29
DHCF shall issue a reconsideration decision no more than forty-five (45) calendar days from the date of receipt of the documentation required in § 989.27. 

989.30
If DHCF decides to uphold the assessment determination, the reconsideration decision shall contain the following:



(a)
A description of all documents that were reviewed;  

(b)
The justification(s) for the intended action(s) and the effective date of the 


action(s); 

(c)
An explanation of the beneficiary’s right to request a fair hearing; and

(d)  
The circumstances under which Medicaid LTCSS is provided during the pendency of a fair hearing. 

989.31
A request to appeal the reconsideration decision, pursuant to  § 989.30, must be submitted within ninety (90) calendar days of the date of issuance of the reconsideration decision by requesting a fair hearing with OAH in writing, in person, or by telephone, in accordance with 1 DCMR § 2971.
989.32
A request to appeal the denial, reduction, or termination of services, pursuant to § 989.26(e), must be submitted within ninety (90) calendar days of the date of the Beneficiary Denial or Change of Services Letter by requesting a fair hearing with OAH in writing, in person, or by telephone, in accordance with 1 DCMR § 2971.

989.33
DHCF shall not reduce or terminate LTCSS services while a fair hearing is pending if a beneficiary who was receiving services files the hearing request prior to the effective date of the proposed action to reduce or terminate LTCSS. 

989.99

DEFINITIONS

When used in this section, the following terms and phrases shall have the meanings ascribed:
Activities of Daily Living – Daily tasks required to maintain an individual’s health including eating, bathing, dressing, toileting, grooming, transferring, walking, and continence.

Acuity – The intensity of services required for a Medicaid beneficiary wherein those with a high acuity require more care and those with lower acuity require less care.
Authorized Representative – An individual other than a provider:

(a)
Who is knowledgeable about the applicant’s or beneficiary’s circumstances and has been designated by that applicant or beneficiary to represent him or her; or

(b)
Who is legally authorized either to administer an applicant’s or beneficiary’s financial or personal affairs or to protect and advocate for his/her rights. 

Beneficiary – An individual deemed eligible to receive Medicaid services. 

Cognitive/Behavioral Functionality – An individual’s ability to appropriately acquire and use information, reason, problem solve, complete tasks, and communicate needs; as well as the presence of serious mental illness or intellectual disability, hallucinations or delusions, and verbal or physical behaviors directed at oneself or others.

Contact Attempt – A completed or incomplete telephonic or other person-to-person outreach by DHCF or its designated agent intended to permit communication or information-sharing. Contact attempts may include outbound telephone calls to individuals or their representatives in order to complete contact.

Face-to-Face Assessment – An assessment that is conducted in-person by a Registered Nurse (RN) or Licensed Independent Clinical Social Worker (LICSW) to determine an individual’s need for long-term care services.

Informal Supports – Assistance provided by the beneficiary’s family member or another individual who is unrelated to the beneficiary.

Level of Care – A threshold determination as to the long-term care services or supports required by an individual. 
Non-Medicaid Resources – The individual’s utilization of resources including but not limited to, housing assistance, vocational rehabilitation or job help, and transportation. 
 Person-Centered Planning Process – A process used to assess an individual’s needs and options for choices of services that focuses on the individual’s strengths, weaknesses, needs, and goals.   

Provider – The individual, organization, or corporation, public or private, that provides long-term care services and seeks reimbursement for providing those services under the Medicaid program.

Skilled Care – Medically necessary care ordered by a doctor and provided by or under the supervision of skilled or licensed health care professionals such as nurses and physical therapists. Examples of skilled care include, but are not limited to, physical therapy, occupational therapy, wound care, intravenous injections, and catheter care.

Support Team – A team chosen by the applicant or beneficiary that includes, but is not limited to, the applicant’s or beneficiary’s family members, friends, community social worker, and/or medical providers. 

SOURCE: Final Rulemaking published at 64 DCR 6772 (July 21, 2017); as amended by Final Rulemaking published at 68 DCR 3783 (April 9, 2021).
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