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CHAPTER 1:  CALIFORNIA’S HOME AND COMMUNITY-BASED SERVICES WAIVER FOR INDIVIDUALS 
WITH DEVELOPMENTAL DISABILITIES 
 
Background 
 
Medicaid, known as Medi-Cal in California, is a jointly-funded, federal-state health insurance 
program for certain low income and needy people that includes long-term care benefits.  Before 
1981, the long-term care benefits were limited to care provided in an institutional setting such as 
a hospital, nursing home, or intermediate care facility for the developmentally disabled (ICF-
DD1).  In 1981, President Reagan signed into law the Medicaid Home and Community-Based 
Services Waiver program, section 1915c of the Social Security Act to expand long-term care 
options for eligible individuals.  The legislation provided a vehicle for states to offer long-term 
Medicaid funded services and supports in community settings.  
 
The Social Security Act lists specific services that may be provided in Home and Community-
Based Services (HCBS) Waiver programs, including: case management (service coordination), 
homemaker/home health aide services, personal care services, adult day health, habilitation, 
and respite care.  The array of services may be expanded when requested by states and 
approved by the Department of Health and Human Services’ Centers for Medicare and 
Medicaid Services (CMS) to include such services as non-medical transportation, in-home 
support services, special communication services, minor home modifications, and adult day 
care.  

 

 

 

 

For additional information on the Centers for Medicare and Medicaid Services’ Home 
and Community-Based Services Waiver Program, visit: 

CMS HCBS Waiver Program 

 
California’s first Home and Community-Based Services Waiver for Individuals with 
Developmental Disabilities (referred to throughout this manual as the HCBS Waiver) was 
approved in November 1982, effective retroactively to July 1, 1982 with a total enrollment cap of 
3,360 participants.  The State’s current approved HCBS Waiver has an enrollment cap of 
75,000, progressing to 95,000 in fiscal year 2010-2011.  Through this HCBS Waiver certain 
federal Medicaid rules are “waived,” allowing the State to provide services to people with 
developmental disabilities in ways that are not available to other people enrolled in Medicaid 
(Medi-Cal in California).  One federal condition of the HCBS Waiver is that the services and 
supports are different than those available through Medi-Cal. 
 
States have great flexibility in the way they implement their HCBS Waivers.  In many states, the 
HCBS Waiver is used to expand service and support alternatives for individuals found eligible to 
participate.  In these states, HCBS Waiver participants have access to a broader array of 

                                                 

1 The term ICF-DD used throughout the document includes ICF-DD, ICF-DD Habilitation, and ICF-DD 
Nursing facilities. 
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services and supports than individuals whose services are financed solely with state funds.  
However, this is not the case in California.  In California, the HCBS Waiver provides funding for 
services and supports provided through regional centers.  HCBS Waiver participants have 
access to the same array of services and supports as available to all regional center 
consumers. 
 
Administrative Structure of California’s HCBS Waiver 
 
The purpose of this section is to explain the administrative structure of the California HCBS 
Waiver and the roles and responsibilities of the federal, state and local organizations; and to 
summarize the requirements of the HCBS Waiver. 
 
Centers for Medicare and Medicaid Services 
 
The HCBS Waiver program is administered on the federal level by CMS.  As with any federal 
program, the HCBS Waiver imposes administrative requirements on states.  States are required 
to provide six assurances to CMS, as a condition of HCBS Waiver approval.  CMS considers 
the six assurances to be “the backbone of the quality assurance responsibilities of the State vis-
à-vis its 1915(c) Waiver program”2 and expects states to incorporate them into their day-to-day 
operations.   The assurances are: 
 

1. Necessary safeguards have been taken to protect the health and welfare of persons 
receiving services under the HCBS Waiver; 

 
2. Plans of Care are responsive to HCBS Waiver participant needs; 

 
3. Only qualified providers serve HCBS Waiver participants; 

 
4. Level of Care need determinations are consistent with the need for institutional care; 

 
5. The state Medicaid Agency retains administrative authority over the HCBS Waiver 

program; and, 
 

6. The state provides financial accountability for the HCBS Waiver. 
 
States are required to submit an HCBS Waiver application to CMS spelling out their 
administrative structure and quality assurance plan to meet these six assurances.  Approval is 
generally for a five-year period.  CMS verifies compliance with the approved HCBS Waiver 
through review of periodic required reports, an ongoing dialogue with States, and a compliance 
review conducted 18-12 months prior to the HCBS Waiver’s expiration date.  The purpose of 
these reviews is to assess the quality of care and services provided through the HCBS Waiver 

                                                 

2 CMS Regional Office Protocol for Conducting Full Reviews of State Medicaid Home and Community-Based Services Waiver 
Programs, Version 1.2, p. 1 
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and to ascertain if the state is in compliance with its approved HCBS Waiver application and the 
federal regulations governing Medicaid and the HCBS Waiver. 
 
State of California  

Regional Centers
Non profit community based corporations under contract with Department of Developmental Services

Coordinates, provides, arranges or purchases all HCBS Waiver services
Responsible for service provider contracts and payments

Department of Develomental Services
Operates waiver under Department of Health Services' supervision

Serves as fiscal intermediary in payment for services
Oversees and monitors HCBS Waiver implementation in regional centers

Department of Health Care Services
Medicaid Single State Agency

Responsible for oversight and monitoring of programmatic
and fiscal aspects of HCBS Waiver

 

Role and Responsibilities of the Department of Health Care Services 

Medicaid regulations require states to designate a Medicaid Single State Agency that is 
responsible for overseeing all Medicaid funded programs.  The Department of Health Care 
Services (DHCS) is the Medicaid Single State Agency in California.  DHCS administers the 
HCBS Waiver through an Interagency Agreement (IA) with the Department of Developmental 
Services (DDS).  DHCS exercises its administrative and oversight responsibilities through: 

1. Ensuring technical compliance and correctness of the IA; 

2. Maintaining information appropriate to the fiscal and programmatic requirements 
delineated in the IA; 

3. Reviewing, negotiating and approving amendments to the IA; 

4. Reviewing DDS’ HCBS Waiver related policies, procedures, rules or regulations for 
consistency with the HCBS Waiver, Medicaid statutes and regulations; 

5. Approving DDS’ HCBS Waiver Policy Manual, HCBS Waiver program advisories, HCBS 
Waiver technical letters, and other policies, procedures, rules or regulations that are 
related to the HCBS Waiver or any other Medicaid related issues; 

6. Operating and maintaining an invoice tracking payment and reconciliation process;  

7. Reviewing and approving required reports; 

8. Participating in collaborative DDS/DHCS biennial monitoring reviews of regional centers 
with follow-up audits in alternate years; 

9. Performing independent focused reviews to investigate significant special incident 
reports; 

10. Performing monitoring reviews as needed; and, 

11. Providing fiscal oversight for the HCBS Waiver program. 
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Role and Responsibilities of the Department of Developmental Services 
 
DDS is responsible for the provision of services and supports to persons with developmental 
disabilities in California including those funded through the HCBS Waiver.  DDS has been 
delegated the responsibility for operation of the HCBS Waiver through an IA with DHCS.  The 
DDS role and responsibilities for operating the HCBS Waiver are defined in the approved HCBS 
Waiver and the IA with DHCS.  The role and responsibilities of DDS include: 

1. Serving as the fiscal intermediary for DHCS in the payment for HCBS Waiver services 
provided to persons with developmental disabilities through the regional centers; 

2. Ensuring, with the oversight of DHCS, that the HCBS Waiver is implemented by regional 
centers in accordance with Medicaid statute and regulation by: 

a. Performing fiscal audits of each regional center no less than every two years with 
follow-up audits in alternate years; 

b. Participating in collaborative DDS/DHCS biennial program monitoring reviews of 
regional centers with follow-up audits in alternate years;  

c. Performing ongoing training and technical assistance; and, 

d. Performing, as needed, unannounced visits to a regional center or provider. 

3. Overseeing the overall design and operation of a quality assurance program, which 
allows it to continually plan, assess, assure, and improve the quality and effectiveness of 
services and the level of satisfaction of consumers. 

 
Role and Responsibilities of the Regional Centers 
 
The 21 regional centers are charged with the responsibility to coordinate, provide, arrange or 
purchase services and supports for persons with developmental disabilities in California.  The 
regional centers were created under the Lanterman Act and receive their funding through 
contract with DDS.  DDS has delegated responsibility to the regional centers for assuring the 
following HCBS Waiver requirements are met: 

1. Ensuring that HCBS Waiver participants meet the level of care criteria for eligibility for 
HCBS Waiver services; 

2. Developing and implementing a written Plan of Care (also known as Individual Program 
Plans, or IPPs) that assures the health and welfare of HCBS Waiver participants; 

3. Ensuring that adequate safeguards exist for the protection of the health and welfare of 
consumers through the use of standards for service providers; 

4. Ensuring that eligible consumers are given a choice between receiving care in an 
institutional or a home and community-based setting; 

5. Ensuring HCBS Waiver participants are notified of their appeal rights; 
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6. Ensuring a system for monitoring provider standards, IPPs, and quality of care and 
service; 

7. Providing HCBS Waiver services in accordance with the service definitions and provider 
qualifications contained in the approved HCBS Waiver application; and, 

8. Ensuring that HCBS Waiver services, except crisis intervention, have prior regional 
center authorization and are paid in the manner specified by DDS.



CHAPTER 2:  ESTABLISHING AND MAINTAINING ELIGIBILITY FOR THE HCBS WAIVER  
 
Federal statute and regulation, and CMS directives set the eligibility criteria for participation in 
the HCBS Waiver.  Establishing and maintaining eligibility is one aspect of the HCBS Waiver 
where additional requirements are placed upon regional centers over those that are required to 
establish and maintain ongoing eligibility for regional center services.  The purpose of this 
chapter is to explain the process to establish and maintain eligibility for participation in the 
HCBS Waiver. 

California has implemented the HCBS Waiver as a part of its larger developmental disabilities 
service delivery system.  The HCBS Waiver requirements are met, in large part, by applicable 
law and the policies and procedures that apply to the total population served by regional 
centers, including those consumers receiving HCBS Waiver services.  These requirements are 
found in the Lanterman Act, Titles 17 and 22 of the California Code of Regulations, and the 
contract between DDS and regional centers.  Additional policies or requirements specific to the 
HCBS Waiver are found in the approved HCBS Waiver, in contracts between DDS and regional 
centers, and in program directives issued by the State to the regional centers.  The HCBS 
Waiver requirements and their application to HCBS Waiver participants and all ongoing regional 
center consumers are shown in the following table. 

Applies to 

HCBS Waiver Participation Requirements HCBS Waiver 
Participants 

Only 

All Regional 
Center 

Consumers 

Eligibility  
Meet the Lanterman Act definition of developmental 
disability X X 

Be an active regional center consumer X X 
Have or be eligible for full scope Medi-Cal benefits or meet 
the requirements for institutional deeming X  

Meet the level of care for ICF-DD services as documented 
on Medicaid Waiver Eligibility Record (DS 3770) X  

Not be concurrently enrolled in another HCBS Waiver X  
Choose to participate in the HCBS Waiver and live in the 
community as documented on Consumer Choice of 
Service/Living Arrangement Statement (DS 2200) 

X  

HCBS Waiver initial eligibility determination and annual 
recertification is reviewed by a Qualified Mental 
Retardation Professional (QMRP) 

X  

Plans of Care (Individual Program Plans - IPPs) 

IPPs are responsive to consumer’s needs and preferences X X 
IPPs are developed by a planning team [as defined in 
Welfare and Institutions Code § 4512, subd. (j)] that 
includes the consumer, and where appropriate his/her legal 
representative, using a person-centered approach 

X X 
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Applies to 

HCBS Waiver Participation Requirements HCBS Waiver All Regional 
Center 

Consumers 
Participants 

Only 
IPPs specify the type and amount and provider of services 
and supports X X 

IPPs must contain at least one HCBS Waiver funded 
service X  

IPPs must be reviewed at least annually and documented 
through the development of a new IPP or the Standardized 
Annual Review Form (See Appendix 6) 

X  

Fair Hearings 

Have a right to a fair hearing when eligibility is denied or 
terminated or when services are suspended, reduced or 
terminated without the agreement of the consumer 

X X 

Necessary Safeguards to Protect Health and Welfare 
Service coordinators monitor implementation of IPPs to 
assure that services and supports are delivered X X 

Quarterly face-to-face meetings with consumers who live in 
CCFs, FHA, independent and supported living settings X X 

Two unannounced visits to CCFs annually X X 

Scheduled annual CCF facility visit  X X 

Quality assurance monitoring of CCFs every three years X X 
Monthly face-to-face contact for the first 90 days after 
moving from a developmental center to the community X X 

Special incidents are reported in accordance with Title 17 X X 
A review of the general health status of the 
consumer including a medical, dental, and mental health 
needs shall be conducted, as agreed to by the consumer 
or the consumer’s authorized representative. 

X X 

Qualified Providers 
Services and supports are provided in accordance with 
service definitions and provider qualifications specified in 
Title 17 

X X 

Consumers are given a choice of qualified providers X X 
Quarterly or semiannual progress reports from CCFs and 
day programs documenting progress toward achieving IPP 
objectives 

X X 
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Eligibility Criteria 
 
As shown in the matrix above, there are six criteria that the individual must meet for participation 
in the California HCBS Waiver as mutually agreed upon by CMS and the State of California.  In 
order to be eligible a person must: 
 

1. Meet the Lanterman Act definition of developmental disability (See Chapter 3, page 3); 
 
2. Be an active regional center consumer; 
 
3. Have full-scope Medi-Cal benefits, i.e., be eligible to access all services available 

through Medi-Cal, or meet the requirements for institutional deeming (See Chapter 3, 
page 6); 

 
4. Have substantial limitations in his or her present adaptive functioning (See Chapter 3, 

page 3) which qualifies the consumer for the level of care provided in an ICF-DD, 
intermediate care facility for the developmentally disabled-Habilitation (ICF/DD-H) or 
intermediate care facility for the developmentally disabled-Nursing (ICF/DD-N).  
Evaluation of each consumer’s level of care needs is based on his/her ability to perform 
activities of daily living and community participation.  This qualification is important, not 
because a person will be admitted to such a facility, but because the HCBS Waiver 
provides funding for services only to individuals who, but for the provision of these 
services, would require the level of care provided in an ICF-DD;  

 
5. Not be concurrently enrolled in another HCBS Waiver; and, 
 
6. Choose to participate and receive services through the HCBS Waiver and to reside in a 

community setting.    
 
Regional Center Role in Establishing Initial HCBS Waiver Eligibility  
 
 Regional centers are responsible for determining level of care eligibility for the HCBS Waiver 
and determining consumer choice.  The HCBS Waiver eligibility process can be separated into 
three components: 
 

• Verification that the person has been found eligible for regional center services and 
either receives full scope Medi-Cal or may be eligible for Medi-Cal through institutional 
deeming (See Chapter 3 for more information). 

 
• A determination that the consumer has substantial limitations in his or her present 

adaptive functioning that would qualify the consumer for the level of care provided in an 
ICF-DD (See Appendix 2 for more information).  This determination must be 
documented by the regional center on the Medicaid Waiver Eligibility Record (form DS 
3770) and reviewed annually. 

 
• The consumer chooses to participate in the HCBS Waiver and the IPP is developed that 

includes the services and supports needed to maintain him or her in the community (See 
Chapter 4 for more information).   
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The consumer or authorized representative must indicate their choice of receiving HCBS Waiver 
Services and living in a community setting by signing the Medicaid Waiver Consumer Choice of 
Services/Living Arrangement Statement DS 2200 (See Appendix 4 for more information).  
The consumer’s choice to participate in the HCBS Waiver must be documented at the time of: 
 

 Determination of initial eligibility of HCBS Waiver funding; 
 

 Reactivation of eligibility for HCBS Waiver funding after a person’s termination from 
participation in the HCBS Waiver; or, 

 
 Transition from minor to adult status. 

There is a federal requirement that the regional center staff person who makes the 
determination meet the educational and professional qualifications to be a Qualified Mental 
Retardation Professional (QMRP).  A QMRP has one-year experience working with persons 
with developmental disabilities, and is either a doctor of medicine or osteopathy, a registered 
nurse, or an individual who holds at least a bachelor’s degree in one or more of a number of 
professional categories including social worker and human services professional.  

 
For additional information about the professional qualifications of a QMRP, visit:   

QMRP Professional Qualifications 

 
Regional Center Role in Recertification of HCBS Waiver Eligibility 
 
Every person who receives funding through the HCBS Waiver must have his or her HCBS 
Waiver eligibility reviewed by the regional center at least annually.  The regional center must re-
evaluate the consumer’s level of care and needs.  A recertification of eligibility must be 
determined by a regional center QMRP. 
 
Regional Center Denial of Initial or Ongoing HCBS Waiver Eligibility 
 
A person must be terminated from the HCBS Waiver if he or she no longer meets the HCBS 
Waiver eligibility criteria.  Specifically, individuals must be terminated from the HCBS Waiver if: 
 

1. The consumer loses Medicaid (Medi-Cal) eligibility. 
 

2. The consumer elects, in writing, to terminate HCBS Waiver services. 
 

3. The consumer’s condition changes to the point that he/she no longer meets the level of 
care criteria for the HCBS Waiver. 

 
4. The consumer does not meet the criteria in the HCBS Waiver, excluding Medi-Cal 

eligibility and level of care. 
 

5. Death of the consumer. 
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A Notice of Proposed Action and the Fair Hearing forms must be forwarded to the consumer or 
their authorized representative by the regional center when: 
 

1. HCBS Waiver services are denied or reduced; and/or, 
 

2. The consumer is terminated from the HCBS Waiver for failure to meet the level of care 
criteria. 

 
The consumer or authorized representative may choose to voluntarily disenroll from the HCBS 
Waiver in which case a Notice of Proposed Action from the regional center is not required. 
 
The Effects of Transfer Between Regional Centers on HCBS Waiver Eligibility 
 
Under federal regulations, Medi-Cal funding is “portable” within a state.  Thus, an individual may 
move from one location to another within the same state and retain his or her eligibility for Medi-
Cal and the HCBS Waiver as well as access to the services identified in his or her IPP. Since 
HCBS Waiver eligibility is valid throughout California, a person transferring between regional 
centers continues to be eligible for the HCBS Waiver funding.  Appendix 5 contains the 
technical rules and procedures for regional centers to use in certifying, recertifying and 
terminating an individual's HCBS Waiver eligibility. 
 
 
 



CHAPTER 3:  ELIGIBILITY FOR REGIONAL CENTER AND MEDI-CAL SERVICES 
 
Participation in the HCBS Waiver requires a person be:  1) found eligible to receive regional 
center services; 2) have full scope Medi-Cal or be eligible for institutional deeming; 3) have 
conditions that would qualify him or her for care in an ICF-DD; and, 4) choose to participate in 
the HCBS Waiver and receive services in the community.  The purpose of this chapter is to 
explain the eligibility criteria for regional center services and Medi-Cal.  It should be noted that 
the eligibility requirements for regional center services and Medi-Cal apply to all Californians. 
 
Regional Center Eligibility 
 
Overview 
 
Regional centers, as established by the Lanterman Developmental Disabilities Act, provide fixed 
points of contact in the community for persons with developmental disabilities and their families.  
Regional centers coordinate and/or provide community-based services to eligible individuals.  
The regional centers are community-based nonprofit corporations governed by volunteer 
Boards of Directors that include individuals with developmental disabilities, families, a 
representative of the vendor community, and other defined community representatives.   
 
Regional centers are funded through contracts with DDS.  They are responsible for the direct 
provision of outreach, intake and assessment, evaluation and diagnostic services, preventive 
services, and case management/service coordination for persons with developmental 
disabilities and persons who are at risk of becoming developmentally disabled.  In addition, 
regional centers are responsible for developing, maintaining, monitoring and funding a wide 
range of services and supports to implement the IPPs for the consumers in their caseloads.  
The IPPs are developed using a person-centered planning approach.  Regional centers also 
conduct quality assurance activities in the community, and maintain and monitor a wide array of 
qualified service providers. 
 
Regional centers implement the HCBS Waiver by conducting individualized assessments to 
establish eligibility, developing, monitoring and updating IPPs in response to changing needs, 
monitoring the delivery of services, and ensuring the health and safety of HCBS Waiver 
participants. 
 

For additional information about services provided by regional centers, visit: 

Services Provided by Regional Centers 

 

For additional detailed information about various day, residential and support program options 
and the early intervention program, visit: 

Information about Programs and Services 

 
Outreach 
 
Regional centers are required to conduct outreach activities to inform their communities of their 
services and to actively pursue individuals in need of services.  Outreach and other information 
developed and used by regional centers must be available in English and other languages that 
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are reflected in the populations they serve.  Outreach activities lead to persons with 
developmental disabilities finding or being referred to regional centers for intake and 
assessment and a determination of eligibility for services.  
 
In California, the intake and assessment process is guided by timelines and expectations that 
are defined through the Lanterman Act (§ 4641 et seq.) and Title 17 regulations.  As with all 
regional center processes and decisions that touch consumers and applicants, there is an 
appeal or fair hearing process to protect the rights of the individual against erroneous or 
arbitrary decisions (Lanterman Act § 4700 et seq.).  The fair hearing process is discussed in 
Chapter 4. 
 
Intake and Assessment Timelines 
 
The Lanterman Act establishes a right to initial intake, diagnostic and counseling services and a 
determination regarding the need for assessment to any California resident believed to have a 
developmental disability or to be at high risk of parenting an infant with a developmental 
disability.  People who are at high risk of parenting an infant with a developmental disability are 
not eligible to receive ongoing regional center services unless they are found to meet the 
California definition of developmental disability.   
 
Section 4642 of the Lanterman Act defines the intake timelines and expectations.  The Act 
provides that initial intake (the provision of “information and advice about the nature and 
availability of services provided by the regional center and other agencies…”) shall be 
performed within 15 working days following the request for assistance.  The regional center 
must make a decision whether to provide an assessment as a part of the initial intake decision. 
 
Assessments are performed to determine whether the person meets the California definition of 
having a developmental disability (Lanterman Act Section 4512).  An assessment can take 
many forms.  It can include a psychological history, psychological evaluation, medical 
evaluation, and/or review of records obtained from schools, physicians, hospitals, psychologists, 
speech and language specialists, vocational services, and other agencies.  The sole purpose of 
the assessment process is to gather enough information for the regional center to make an 
informed decision regarding eligibility.  Qualified professionals are required to perform the 
assessments.  There is no cost to the applicant or his or her family for the assessments 
performed by regional centers.   
 
If an assessment is needed, it must be performed within 120 days following the initial intake.  
The timeframe is reduced to 60 days if a delay would expose the person to unnecessary health 
and safety risk or a significant further delay in mental or physical development; or if the person 
is at imminent risk of placement in a more restrictive environment. 
 

For more information about the intake and assessment process for people seeking services and 
supports through the regional centers, visit: 

Lanterman Act, Section 4642 
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Determining Eligibility For Regional Center Services 
 
An interdisciplinary team makes a determination of eligibility for ongoing regional center 
services after the intake and assessment process is complete.  The determination must meet all 
of the California requirements for eligibility specified in Section 4512(a) of the Lanterman Act, 
and Sections 54000, 54001, 54002, and 54010 of the Title 17 regulations.   
 
A “developmental disability” means a disability which begins before age 18, is expected to 
continue indefinitely, presents a substantial disability for the individual, and is due to mental 
retardation, cerebral palsy, epilepsy, autism or a disabling condition closely related to mental 
retardation or requiring treatment similar to that required for individuals with mental retardation.  
The definition expressly excludes other handicapping conditions that are solely learning 
disabilities, psychiatric disorders or physical in nature. 
 
The criteria for determination of a substantial disability are defined in Section 54001 of Title 17, 
California Code of Regulations:  A substantial disability is defined as: 

1. A condition which results in major impairment of cognitive and/or social functioning, 
representing sufficient impairment to require interdisciplinary planning and coordination 
of special or generic services to assist the individual in achieving maximum potential; 
and  

2. The existence of significant functional limitations, as determined by the regional center, 
in three or more of the following areas of major life activity, as appropriate to the 
person’s age: 

a. Receptive and expressive language 
 

b. Learning 
 

c. Self-care 
 

d. Mobility 
 

e. Self-direction 
 

f. Capacity for independent living 
 

g. Economic self-sufficiency 
 
Title 17 regulations require a group of regional center professionals of differing disciplines to 
make the assessment.  There is a requirement that the assessment include consideration of 
similarly qualified appraisals performed by other interdisciplinary bodies of the Department(s) 
serving the potential client.  Title 17 goes on to say, “The regional center professional group 
shall consult the potential client, parents, guardians/conservators, educators, advocates, and 
other client representatives to the extent that they are willing and available to participate in its 
deliberations and to the extent that the appropriate consent is obtained.”  If there is a 
reassessment of substantial disability for the purposes of continuing eligibility, the same criteria 
that were used in the original determination of eligibility must apply. 
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Other Regional Center Eligibility Categories 
 
Infants and toddlers (age 0 to 36 months) who are at risk of a developmental disability or who 
have a developmental delay may also qualify for early intervention services. The criteria for 
determining the eligibility of infants and toddlers are specified in Section 95014 of the California 
Government Code. 
 
Individuals at risk of having a child with a developmental disability may be eligible for genetic 
diagnosis, counseling, and other prevention services. 
 

For more information about the intake and assessment process for people seeking services and 
supports through the regional centers, visit: 

 For additional information about who is eligible to receive Regional Center services, visit: 

Eligibility for Services in California 
 

 
Medi-Cal Services 
 
Medi-Cal is a jointly funded federal and state Medicaid program that pays for a variety of 
medical services for children and adults with limited income and resources.  Medi-Cal is 
available to all California residents who meet the eligibility criteria.  Once eligibility is 
established, Medi-Cal continues as long as the person meets the eligibility requirements.  
However, eligibility is re-determined every 12 months as required by Title 22, California Code of 
Regulations, Section 50189. 
 
DHCS, as the single state Medicaid agency, administers the Medi-Cal program.  The program 
provides a variety of services to different groups of individuals, including those served by 
California’s six federal HCBS Waivers.  The Departments of Aging, Mental Health, Social 
Services and Developmental Services play prominent roles in ensuring the needs of eligible 
individuals are met.  The basic eligibility requirements for Medi-Cal are consistent across all of 
the involved programs and departments.   
 
Medi-Cal is a requirement for participation in the HCBS Waiver.  It is not a requirement for 
regional center services, though many consumers receive Medi-Cal. 
 

 
For more information about California’s Home and Community Based Services Waivers, visit: 

CMS Website--California's Waivers 

 
Eligibility for Medi-Cal 
 
County social services offices make Medi-Cal eligibility determinations.  California residency is a 
basic eligibility requirement.  In addition, a California resident must meet other specified criteria, 
(i.e., SSI/SSP beneficiary) or have been made eligible for the HCBS Waiver through institutional 
deeming (see below).  Regional centers are authorized to apply for Medi-Cal on behalf of their 
adult consumers who do not have a legal guardian or conservator. 

http://www.dds.ca.gov/general/Eligibility.cfm
http://www.cms.hhs.gov/MedicaidStWaivProgDemoPGI/MWDL/list.asp?filtertype=dual&datefilterinterval=&filtertype=data&datafiltertype=2&datafiltervalue=California&keyword=&intNumPerPage=10&cmdFilterList=Show%2bItems


 
Cash Assistance Program Eligibility 
 
A California resident may automatically be eligible for Medi-Cal if he or she receives cash 
assistance under one of the following programs: 
 

a. Supplemental Security Income/State Supplemental Program (SSI/SSP); 
 

b. California Work Opportunity and Responsibility to Kids (CalWORKs), formerly known as 
Aid to Families with Dependent Children (AFDC); 

 
c. Refugee Assistance;  

 
d. Foster Care or Adoption Assistance program; or, 

 
e. In Home Supportive Services. 

 
Other Specified Criteria  
 
A California resident may be eligible for Medi-Cal if he or she meets one of the following criteria:  
 

a. 65 or older; 
 

b. Blind; 
 

c. Disabled; 
 

d. Under 21; 
 

e. Pregnant; 
 

f. Diagnosed with breast or cervical cancer; 
 

g. In a skilled nursing or ICF-DD; 
 

h. Refugee status during a limited period of eligibility.  Adult refugees may or may not be 
eligible depending on how long they have been in the USA; 

 
i. Parent or caretaker relative of a child under 21 and: 

 
1. The child’s parent is deceased or doesn’t live with the child, or 
2. The child’s parent is incapacitated, or 
3. The child’s parent who is the primary wage earner is unemployed or 

underemployed. 
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Institutional Deeming 
 
California amended its HCBS Waiver in 1993 to allow waiver of spousal and parental deeming 
of income and resources if the consumer lives at home.  It also allowed the application of 
spousal impoverishment provisions as if the HCBS Waiver beneficiary were institutionalized 
even if he or she lives at home or in a community setting.  To be eligible for institutional 
deeming through the HCBS Waiver, an individual must be referred to a County social service 
office by a regional center.   
 
The individual must meet all regular Medi-Cal eligibility rules including exemptions and 
deductions for a disabled person except that: 
 

• Spousal impoverishment rules apply, if appropriate, as if the applicant were 
institutionalized and has a spouse living at home. 

 
• Parental income and resources are not considered even if the child lives at home. 

 
• The maintenance need or income limit is determined by the particular program limit for 

which the applicant is eligible. 
 

• The county determines eligibility based upon the criteria for the HCBS Waiver.   
 
 

 
For more information about Medi-Cal services and eligibility, visit: 

  
Medi-Cal Services and Eligibility 

 
 
A Notice of Action is sent to the applicant and the regional center to inform them that the 
application has been approved or denied. If the applicant is approved, the Notice of Action 
includes the actual effective date. 

http://www.dhs.ca.gov/mcs/medi-calhome/FAQs2.htm


CHAPTER 4:  DEVELOPING PLANS OF CARE (INDIVIDUAL PROGRAM PLANS)  
 
The CMS expects states to have policies and procedures in place to define the development 
and approval of participant Plans of Care (IPPs), and review mechanisms to assure that 
services on the plan are delivered and are satisfactory to the consumer.  The purpose of this 
chapter is to delineate California’s and the CMS approved HCBS Waiver requirements for the 
development and review of IPPs.  It should be noted that the requirements in this chapter apply 
to all IPPs developed for regional center consumers and are not specifically targeted at those 
who participate in the HCBS Waiver with one exception:  federal law requires an annual review 
of the plan of care for HCBS Waiver participants and that the plan is revised as necessary to 
reflect the changing needs of the individual.  California law specifies that IPPs shall be reviewed 
and revised by the consumer’s planning team as necessary, in response to the person’s 
achievement or changing needs, and no less than once every three years.  
 
Background 
 
The Lanterman Developmental Disabilities Services Act (Welfare & Institutions Code Section 
4500 et.seq.), also known as the Lanterman Act, is the foundational legislation for California’s 
developmental disabilities service delivery system.  The Act is highly prescriptive and sets forth 
the policy that defines and guides processes for the system.  One such process is the 
development of IPPs for all individuals served by the system, including HCBS Waiver 
participants.  For HCBS Waiver participants, the terms “IPP” and “Plan of Care” are 
synonymous. 
 
The 1992 amendments to the Lanterman Act require a person-centered approach to individual 
program plans.  The basic requirements related to IPPs are:   
 

1. IPPs will be centered on the person and family; 
 

2. The DDS will prepare a standard format for IPPs with instructions.  The format and 
instructions will embody an approach centered on the person and family; 

 
3. DDS will prepare training materials to implement a person-centered approach; 

 
4. To ensure a person-centered approach to IPPs, each regional center shall use the 

standard format, instructions, and training materials prepared by DDS; 
 

5. All public or private agencies receiving state funds for the purpose of providing the 
services and supports selected through the IPP process shall respect choices made by 
consumers; 

 
6. Information needed by consumers and families to exercise their right to make the 

choices necessary for person-centered IPPs will be provided in an understandable form; 
 

7. The activities of employees of the regional centers and service providers related to 
person-centered IPPs shall reflect awareness of, and sensitivity to, the lifestyle and 
cultural background of the consumer and family; 

 
8. Individuals receiving regional center services have an IPP, or individual family services 

plan (IFSP) in the case of children birth through two years of age, developed with their 
participation.  The IPP a tool for ensuring the health and welfare of the people receiving 
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HCBS Waiver supports and services funded under the HCBS Waiver are addressed; 
and,   

 
9. Decisions concerning the consumer’s goals, objectives, and services and supports that 

will be included in the IPP and purchased by the regional center, or obtained from 
generic agencies, shall be made jointly by the planning team at the program plan 
meeting. 

 
IPP Development 
 
A consumer’s IPP is developed through a process of individualized needs determination that 
includes efforts to identify and address potential and perceived risks (example:  health risks, 
behavioral risks, or risks to personal safety).  The planning process includes gathering 
information and conducting assessments (by qualified individuals) to determine the life goals, 
capabilities, strengths, preferences, barriers, and concerns or problems of the person with 
developmental disabilities.  Information is gathered from the consumer, his or her parents and 
other family members, his or her friends, advocates, providers of services and supports, and 
other agencies.  The individual with developmental disabilities, and, where appropriate, his or 
her family, legal guardian or conservator or authorized representative, shall have the opportunity 
to actively participate in the development of the plan.  The IPP includes a schedule of the type 
and amount of services and supports to be purchased by the regional center or obtained from 
generic resources or other resources, and identification of the provider or providers of service 
responsible for each objective.  For HCBS Waiver beneficiaries, the IPP must address the 
conditions that qualify the person for the level of care required in an ICF-DD.  Federal law 
requires the delivery of plan of care services by “qualified providers.”  To qualify as a potential 
HCBS Waiver provider, regional center vendorization is required (See Chapter 5).  The 
Lanterman Act provides that a person’s choice of service provider should be based on: 
 

1. The consumer’s choice of providers; 
 

2. A provider's ability to deliver quality services or supports that can accomplish all or part 
of the person's program plan; 

 
3. A provider's success in achieving the objectives set forth in the person’s IPP; 

 
4. Where appropriate, the existence of licensing, accreditation, or professional certification; 

 
5. The cost of providing services or supports of comparable quality by different providers, if 

available; 
 

6. The eligibility of the consumer for the same, or similar, services and supports from any 
publicly funded agency that has a legal responsibility to serve all members of the general 
public; 

 
7. The cost effective use of public resources. 

 
By signing the IPP, the person or person’s designated representative is formally documenting 
their agreement with the services, supports and service providers reflected in their plan and 
agreed to in the planning meeting.  The Lanterman Act provides that no service or support 
provided by any agency or individual shall be continued unless the consumer or their 
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designated representative is satisfied and agree that planned supports and services have been 
provided, and reasonable progress toward objectives has been made. 
 
IPP Review Process for HCBS Waiver Participants 
 
Regional centers are required to develop a new IPP for all consumers at least every three 
years.  However, by federal law, regional centers are required to review the IPPs of HCBS 
Waiver participants at least once every 12 months.  As such, the IPPs of HCBS Waiver 
participants are reviewed at least annually to determine the appropriateness and adequacy of 
the supports and services, and to ensure that the services and supports are consistent with the 
person’s preferred future.  The planning team conducts the annual IPP review, which is then 
documented as follows: 
 

1. If a new IPP is developed as a part of the annual review, completion of the Standardized 
Annual Review Form (Appendix 6) is not required.  

 
2. If a new IPP is not developed as the existing IPP is found to be complete and reflective of 

the current preferences and needs of the consumer, this must be documented on the 
Standardized Annual Review Form (See Appendix 6).  The planning team 
participants must sign this form. 

 
3. If the existing IPP is amended to reflect changes in services and supports, this must be 

documented on the Standardized Annual Review Form.  The planning team participants 
sign the form to document that the remainder of the IPP is appropriate in meeting the 
needs and preferences of the consumer. 

 
HCBS Waiver participants (as are all consumers) and their families and service/support 
providers, as appropriate, are directly involved in IPP reviews.  Through the planning team 
process and scheduled periodic reviews they provide feedback to the regional center as to 
whether the supports and services identified in the IPP are being delivered in accordance with 
the IPP, that objectives have been fulfilled within the times specified, and that consumers and 
families are satisfied with the IPP’s implementation. 
 
IPPs may be reviewed more often if there are changes in the consumers needs or if the 
consumer’s planning team has determined that more frequent reviews are necessary.  In 
addition, the Lanterman Act requires that an IPP review be conducted within 30 days after the 
request has been submitted by a consumer (Welfare and Institutions Code Section 4646.5(b)). 
 

For additional information about the Lanterman Act requirements for IPP development and 
review, visit Welfare and Institutions Code Section 4646: 

Lanterman Act Requirements for IPP Development and Review 
 

 
Service Coordination  
 
Every regional center consumer is assigned a service coordinator.  Service coordinators are 
also referred to as case managers, counselors and client program coordinators.  Service 
coordination is among the most important services and supports provided by regional centers.  
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There is a provision in the Lanterman Act section 4647 that no individual shall continue to serve 
as the consumer’s service coordinator unless all parties, including the person, agree with the 
assignment of service coordinator. 
 
The service coordinator has many responsibilities including: working in concert with the 
consumer and others in developing the consumer’s IPP; ensuring that needed supports and 
services are available to the person; referral and linkage; advocacy; and implementing and 
monitoring a person’s IPP to ascertain that objectives are met.  The service coordinator is also 
responsible for informing the person of feasible alternatives for obtaining necessary supports 
and services.  
 
The service coordinator, or other appropriate regional center personnel, ensures that the 
consumer, his or her legal representative(s), parents, relatives or involved persons, are 
informed of the choice of either participating or not participating in the HCBS Waiver program.   
 
IPP Service Disagreements:  Fair Hearing Process 
 
CMS requires states to provide an opportunity for a fair hearing to any person when Medicaid 
eligibility or covered services are denied, suspended, reduced, or terminated.  The fair hearing 
process must include the opportunity for a hearing before the agency that suspends, reduces or 
terminates the eligibility or services with a right to appeal the decision of the agency to a state 
agency hearing.  The agency must issue and publicize the hearing procedures and inform every 
applicant or recipient in writing of his or her right to a hearing, the method by which he or she 
may obtain a hearing, and that they may represent themselves, have legal counsel or be 
represented by any other person.  The information must be given to the individual at the time of 
application and at the time of any action affecting them.  There is a requirement that the agency 
send a notice detailing the proposed action at least 10 days before the date of the action with 
information on the fair hearing process.  If a fair hearing is requested, the agency cannot 
terminate or reduce services until a decision is rendered after the hearing (42 CFR Part 431, 
Subpart E). 
 
The fair hearing procedure in the Lanterman Act satisfies the CMS requirement (Welfare and 
Institutions Code Sections 4700-4731).  The fair hearing procedure applies to all consumers.  
With respect to the IPP, a notice of fair hearing must be given to a consumer when the regional 
center reduces, terminates or changes services that are on the IPP without mutual consent of 
the consumer and/or authorized representative. 
 
It is important that consumers, family members, and others feel free to voice their complaints.  
The State issued a policy prohibiting reprisals against individuals who make a complaint against 
a service provider or regional center.  See Appendix 7 for the full text of this policy. 
 
The Lanterman Act also provides a complaint process by which each consumer or 
representative acting on behalf of any consumer or consumers, who believes that any right to 
which a consumer is entitled has been abused, punitively withheld, or improperly or 
unreasonably denied by a regional center or service provider, may pursue a complaint as 
provided in section 4731.  The complaint is first filed with the regional center director, who will 
review the complaint and propose a resolution.  If the consumer or authorized representative is 
not satisfied with the proposed resolution of the regional center director, then the complainant 
may forward the complaint to the Director of DDS, who will issue a written administrative 
decision.   
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 For additional information about how the fair hearing process works, how to file for a fair 
hearing, and forms to file for a fair hearing, visit: 

Fair Hearing Process 

Additional information on the fair hearing process can also be found by visiting: 
Fair Hearing Procedure in Lanterman Act 

 
For information about complaint process specified in Welfare and Institutions Code 

Section 4731, visit: 
 

4731 Complaint Process 
 

 
IPP Resource Materials 
 
DDS, in cooperation with individuals with developmental disabilities, families, and organizations 
who represent important components of the service delivery system, developed a resource 
manual entitled “Individual Program Plan Resource Manual, A Person-Centered Approach” and 
a pocket guide to person-centered planning.  The resource manual sets forth the policies, 
values, expectations, and outcomes for developing an IPP using a person-centered approach.  
The manual explains the planning conference, the written IPP, values, roles and responsibilities 
within the system, and presents the format and instructions for developing and monitoring the 
IPP.  The manual also contains training material.  The pocket guide excerpts portions of the 
resource manual and presents the information in simplified language.  The resource manual and 
pocket guide are incorporated into this policy manual by reference and serve as California’s 
policies and procedures that define the development and approval of plans of care.  The manual 
also references the role of the service coordinator in monitoring the implementation of the IPP.  
A copy of this manual is available on the DDS website. 
 

 
For a copy of the “Individual Program Plan Resource Manual, A Person-Centered Approach”, 

visit: 
 

IPP Resource Manual 
 

http://www.dds.ca.gov/complaints/complt_fh.cfm
http://www.dds.ca.gov/statutes/WICSectionView.cfm?Section=4710-4714.htm
http://www.dds.ca.gov/statutes/WICSectionView.cfm?Section=4725-4731.htm
http://www.dds.ca.gov/RC/IPPManual.cfm


CHAPTER 5:  VENDORIZATION, SERVICE PROVIDER ACCOUNTABILITY AND RATES 
 
CMS expects states to have policies and procedures in place to ensure providers of HCBS 
Waiver services are qualified.  The purpose of this chapter is to delineate California’s policies 
and procedures to ensure that providers are qualified.  It should be noted that the policies and 
procedures apply to all providers vendored by the regional center to provide consumer services 
and are not specifically targeted at those who participate in the HCBS Waiver.  This includes the 
requirement that vendors (approved providers) sign a Medicaid Provider Agreement as a 
condition of approval. 
 
Title 17, California Code of Regulations 
 
In California, all of the policies and procedures that govern provider qualifications, expectations, 
rates, the process to become eligible to provide services and supports, receive funding from 
regional centers and the provider appeal procedure are found in Title 17, California Code of 
Regulations.  Therefore, Title 17 is incorporated in this manual by reference.  The procedures 
are briefly described below. 
 
Vendorization and Provider Qualifications 
 
Vendorization encompasses the entire approval process to enable an individual or agency to 
provide services to people with developmental disabilities funded through a regional center.  
Regional centers are responsible for the Title 17 vendorization process in their catchment areas.  
Service providers must be vendored by a regional center before they can provide and be 
reimbursed by the regional center for the provision of services and supports included in a 
consumer’s IPP. 
 
The vendorization process allows regional centers to verify that a vendor applicant meets all of 
the requirements and standards specified in Title 17 regulations, determine the appropriate 
vendor category for the service to be provided, and approve or disapprove vendorization based 
upon their review of the documentation submitted by the applicant.  Applicants who meet all 
specified requirements and standards are assigned a unique vendor identification number and 
service code.  
 
To become a vendor, a Vendor Application Form (DS 1890) (See Appendix 8), must be 
submitted along with the documentation specified in Title 17, Section 54310.  Once a potential 
service provider has obtained all necessary licenses, submitted a complete application and all 
necessary documentation to the vendoring regional center, the regional center has 45 days to 
approve or disapprove vendorization. Once vendored, the service provider may be utilized by 
other regional centers, known as "user" or "utilizing" regional centers, as well as the vendoring 
regional center. The vendor identification number assigned by the vendoring regional center 
must be used by all regional centers purchasing the vendored service. 
 
Approved service providers are required to sign a Home and Community Based-Services 
Provider Agreement (See Appendix 9).  The Agreement is a requirement of the HCBS Waiver 
and is subject to review in DDS’ fiscal audits and the CMS reviews. 
 
Although a regional center must vendor an applicant who meets all the requirements for the 
service to be provided, vendorization in no way obligates that regional center to purchase 
services from that vendor.   

Chapter 5 – Vendorization, Service Provider Accountability and Rates 22



Title 17 sets the provider qualification standards for all services and support categories.  To 
become a qualified HCBS Waiver Provider, one must be vendorized by the regional center and 
providing services and supports included in the state’s HCBS Waiver.  See Appendix 9 for a list 
of all services funded through the HCBS Waiver. 

For additional information about the vendorization process, including how to become a vendor, 
vendor application requirements, general requirements for vendors and regional centers, and a 

description of service codes, visit: 

Vendorization and Rates home page 
 

 
Direct Support Professional Training 
 
Community Care Facilities (CCFs) licensed by the Department of Social Services are the 
backbone of DDS’s community residential system, serving over 75 percent of people with 
developmental disabilities living in licensed facilities.  Direct support professionals are employed 
by CCFs to provide the day-to-day care and supervision for the consumers who reside in the 
facilities.  Trained and competent direct support professionals are the key to the provision of 
quality care.  
 
DDS has implemented a two-year, 70-hour standardized statewide competency-based training 
program, which is mandatory for all CCF direct support professionals and CCF administrators 
who provide direct care.  The 70 hours of training are divided into two equal parts of 35 hours 
each to be completed in successive years.  Those required to take the training have the 
opportunity to take a challenge test for each of the 35-hour segments.  Those who pass the 
challenge test for either of the 35-hour training segments are not required to take that segment.  
Testing and training are based upon core competencies or skills necessary for satisfactory 
direct support professionals’ job performance. 
 
The training is provided by local Regional Occupational Centers and Programs (ROPs) in 
communities throughout the state.  The ROPs use instructors who have practical work 
experience in the provision of services to people with developmental disabilities.  
 
 

For additional information about the Direct Support Professional training provided by ROPs, 
visit: 

Direct Support Professional Training 
 

 
Service Provider Program and Administrative Accountability 
 
Various sections of Title 17 focus on service provider and/or regional center accountability for 
the health and safety for people with developmental disabilities receiving services and the 
provision of the highest quality services by service providers/vendors.  These sections of Title 
17 are summarized below: 
 

1. Service provider accountability (Chapter 1, Subchapter 6, Article 1, Sections 50601-50612);  
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2. General requirements for vendors and regional centers (Chapter 3, Subchapter 2, Article 2, 

Section 54326); 
 
3. Special incident reporting requirements for vendors and long term care health facilities 

(Chapter 3, Subchapter 2, Article 2, Section 54327); 
 
4. Termination of vendorization for noncompliance (Chapter 3, Subchapter 2, Article 4, Section 

54370); 
 
5. Residential service provider orientation by regional centers (Chapter 3, Subchapter 4, Article 

2, Section 56003); 
 
6. Residential facility program design requirements (Chapter 3, Subchapter 4, Article 3, Section 

56013); 
 
7. Contract and vendorization with a family home agency (Chapter 3, Subchapter 4.1, Article 3, 

Section 56082); 
 
8. Service contract between a regional center and community-based day program vendor 

(Chapter 3, Subchapter 9, Article 4, Section 57540); 
 
9. Regional centers purchasing transportation services (Chapter 3, Subchapter 18, Article 2, 

Section 58510); and, 
 
10. Contract with supported living vendors (Chapter 3, Subchapter 19, Article 8, Section 58671). 
 

Rates and Billing Procedures 
 
DDS operates as the fiscal agent for the HCBS Waiver through an interagency agreement with 
DHCS as the single state Medicaid agency.  The regional centers in turn operate under contract 
with DDS.  Regional centers purchase services for consumers, pursuant to their IPP through 
providers who have been vendored by the regional center in accordance with applicable Title 17 
regulations.  The regional centers pay the providers for the authorized services then bill DDS for 
services provided. 
 
The amount that a regional center pays for any support or service is determined either through 
contract negotiations between the regional center and the vendor or through rate methodologies 
established by the DDS.  These methods apply to all services financed by the DDS. 
 
For each service that involves a rate rather than a contract negotiation, Title 17 identifies the 
methodologies that are used by DDS to set these payment rates. Title 17 also describes the 
conditions under which a regional center is able to negotiate payment levels through contractual 
agreements. These regulatory parameters (as described in Title 17) apply to supports and 
services that can be billed to the federal government through the HCBS Waiver as well as those 
services that cannot be billed to the federal government. 
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For additional information on the rate setting methodology and actual rates of reimbursement for 

Community-Based Day Programs and Respite Programs, Community Care (residential) 
Facilities, Long-Term Care Facilities, and for services covered by the Medi-Cal Schedule of 

Maximum Allowances (SMA), visit: 
 

Reimbursement Rates 
 

This site also presents frequently asked questions regarding reimbursement rates for services 
provided to people with developmental disabilities. 

 
 
 

http://www.dds.ca.gov/Rates/ReimbRates.cfm
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CHAPTER 6:  MONITORING THE HCBS WAIVER 
 
The foremost responsibility of any service system is to ensure the health, welfare and safety of 
individuals being served.  Within California’s developmental disabilities service delivery system, 
protocols are in place to ensure that health and welfare standards are continuously met and that 
Medicaid services, including those funded through HCBS Waiver are implemented in 
accordance with Medicaid statute, HCBS Waiver requirements and programmatic standards.  
 
Components of the local quality assurance system include: 
 

a. Development and review of IPPs; 
 

b. Quarterly monitoring of each person living in a licensed residential health and community 
care facility, an independent living setting or receiving services from supported living or 
adult family home agencies; 

 
c. Enhanced service coordination for individuals moving from developmental centers to 

community living arrangements; 
 

d. Annual regulatory required programmatic reviews of each community residential care 
facility and adult family home agency to assure services are consistent with program 
design and applicable law; 

 
e. Not less than two unannounced visits annually to community residential care facilities, 

family home agency homes and licensed long-term health care facilities; 
 

f. Quality assurance reviews of community care residential facilities every three years; 
 

g. Review and investigations of health and safety complaints by protective agencies; 
 

h. Training and technical assistance; 
 

i. Review and follow-up on special incident reports; 
 

j. Collection and analysis of special incident data to identify trends and initiate quality 
improvement strategies; 

 
k. Regional Center Risk Management/Mitigation Planning Committees. 

 
The regional centers’ performance of these activities is monitored through the State’s onsite 
HCBS Waiver programmatic reviews. 
 
HCBS Waiver Monitoring Protocol 
 
Overview 
 
It is DDS’ responsibility to ensure, with the oversight and collaboration of DHCS that the HCBS 
Waiver is implemented by regional centers in accordance with Medicaid statute and regulation.  
DDS carries out this responsibility through the existing HCBS Waiver Monitoring Protocol.   
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Under the Protocol, monitoring reviews are a collaborative effort between DDS and DHCS.  The 
review team includes DHCS staff, with specific duties assigned to prevent duplication of effort 
by the two departments.  The review cycle for the 21 regional centers is completed over a two-
year period.  The collaborative reviews of the 21 regional centers are conducted over a two-year 
period.  Each review has three phases, pre-review, on-site review and post review. 
 

Pre-review phase - Include notification of the regional center, sending out the regional 
center self-assessment tool and selecting a stratified random sample of HCBS Waiver 
participants. 
 
On-site review phase - Includes the review of consumer records at the regional center, 
residential facilities and day programs; interviews with consumers, regional center 
service coordinators, clinical services staff, and quality assurance staff; interviews with 
service providers and direct support staff; program/facility reviews; and a review of 
special incident reports. 
 
Post review phase - Includes developing the report of the review that delineates areas 
regional centers need to address, and receiving and reviewing a plan of action from the 
regional center.  Follow-up reviews are conducted when warranted by findings in the 
review. 

 
Regional Center Self Assessment 
 
The purpose of the regional center self-assessment is to gain assurance from the regional 
center that it has written policies, procedures and practices and a system to assure compliance 
in 24 areas associated with the HCBS Waiver assurances.  The 24 regional center assurances 
are limited to areas on which DDS does not routinely collect information from the regional 
centers, which includes information on their risk management system.  The report to the 
regional center on the results of the review will contain comments and recommendations for 
those regional center assurances where there is a need for improvement. 
 
Regional Center Consumer Record Review 
 
The consumer record is one of the primary tools used to monitor regional center compliance 
with the HCBS Waiver requirements.  It is a document that is reviewed by the DDS/DHCS 
monitoring team as well as CMS during compliance audits.  In the DDS/DHCS review, the 
consumer record establishes the baseline for the consumer interview, the service coordinator 
interview, the service provider interview, the direct support staff interview, the community care 
facility record review, the day program record review, and the Special Incident Report (SIR) 
review.  The record review consists of 31 criteria associated with Waver eligibility certification 
and recertification, choice, fair hearings, health status, IPP development and implementation, 
and monitoring of services.  
 
Community Care Facility Consumer Record Review 
 
The HCBS Waiver review follows consumers into the community to assure that they are living in 
safe environments, receiving the services identified on their IPPs and being treated with respect 
and dignity, and that their health is safeguarded.  The 19 review criteria for CCF consumer 
records associated with documentation requirements relative to IPP implementation, consumer 
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health and safety, medication safeguards, quarterly and semiannual reports, and special 
incident reporting.    
 
Day Program Consumer Record Review 
 
The HCBS Waiver review follows consumers into the community to assure that they are 
receiving day services in safe, productive environments that will assist in achieving the goals 
and objectives documented on their IPPs.  The 17 review criteria address the day program 
requirements associated with documentation relative to maintaining consumer records and 
preparing written reports of consumer progress toward achievement of IPP services for which 
the program is responsible.   
 
Interviews with Consumers 
 
Consumers are interviewed and observed by the monitoring team at the day programs, 
residential homes or other locations.  The purpose of consumer interviews and observations is 
twofold.  First, the interviews are conducted with consumers who are willing to participate to 
capture the consumer’s own feelings about his or her life.  The interview format is designed to 
elicit information about consumer satisfaction with living arrangements and the staff who assist 
them in the residences, school or day program and respective assisting staff, choice, time spent 
with friends, food, recreation, interactions with the regional center, safety, and health.  Secondly, 
the observations are conducted to verify that the consumers appear to be healthy and clean.  A 
standardized checklist is used to document the observations.  
 
Interviews with Regional Center Staff 
 
Service Coordinator Interview 
 
The service coordinator has a critical role in the life of the consumer.  Among other things, he or 
she is responsible for assessing the needs of the consumer, facilitating the development of a 
person-centered IPP, linking the consumer to services and supports identified in the IPP, 
monitoring progress and service delivery, monitoring health and safety, and advocating for the 
consumer.  The purpose of the interview is to determine how well the service coordinator knows 
the consumer, the extent of the assessment process for the annual IPP development and/or 
review, the extent of their participation in the plan, how the plan was developed, how services 
are monitored, how health issues are addressed and monitored, and how safety is monitored.   
 
Clinical Services Interview 
 
Regional center clinical services staff and contractors provide support to consumers and service 
coordinators on matters affecting the health, safety and medical needs of consumers living in 
the community.  An informational interview is conducted with the clinical staff to ascertain how 
the regional center has organized itself to provide the support.  The interview questions ask 
what processes the regional center has in place for routine monitoring of consumers with 
medical issues, monitoring of medications, monitoring of behavior plans, coordination of medical 
and mental health services, improvements in access to preventive health care resources, and 
the role of clinical services in special incident reporting and the Risk Management Committee. 
 
Quality Assurance Staff Interview 
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Quality Assurance (QA) is an important component in assuring the health and safety of 
consumers in the community and provider competence.  An informational interview is conducted 
with QA staff to gain an understanding of how the regional center has organized itself to 
conduct: Title 17 monitoring of community care facilities (CCFs); two unannounced visits to 
CCFs annually; QA evaluations of CCFs; and service provider training.  The interview also 
inquires about verification of provider qualifications, resource development activities, and to 
ascertain what is done to assure quality among programs and providers. 
 
Interviews with Service Providers and Direct Support Staff 
 
Service Provider Interview 
 
The service provider plays a significant role in the life of the consumer.  The service provider is 
responsible for assessing the needs of the consumer, participating in the development a 
person-centered IPP, providing services and supports identified on the IPP, fostering consumer 
progress, ensuring the health and safety of the consumer, and reporting special incidents and 
taking action to assure consumer health and safety.  The purpose of the interview is to 
determine how well the service provider knows the consumer, the extent of the assessment 
process for the annual IPP development and/or review, the extent of plan participation, how the 
plan was developed, how the accuracy of documentation is ensured, communication, how 
medications are safeguarded, how health issues are addressed and monitored, emergency 
preparedness, and how safety is monitored.   
 
Direct Support Staff Interview 
 
Direct support staff are the individuals who work with and assist the consumers in day programs 
and residential settings.  Direct support staff play an important role in the implementation of the 
IPP.  The purpose of the interview is to determine the direct support staff’s familiarity with the 
consumer, understanding of the IPP and service delivery requirements, special incident 
reporting requirements, communication, level of preparedness to address safety issues, 
understanding of emergency preparedness, and knowledge about safeguarding medications.   
 
Vendor Monitoring Review  
 
Residential programs and day programs are reviewed by the monitoring team utilizing a vendor 
monitoring review form consisting of 25 review criteria.  The purpose of the vendor review is to 
ensure the consumers are served in safe, healthy, positive environments where their rights are 
respected.   The 25 criteria are divided into five categories: environment and safety; health and 
medications; services and staff; money (applies to residential programs); and rights.  Each 
review criterion has interpretive guidelines to clarify the expectations and to provide a 
framework to promote effective and efficient provisions of services and supports to enable the 
consumers to reach their goals.  The review is conducted through an inspection of the physical 
environment of the program and observations.   
 
Special Incident Reports (SIRs)  
 
The purpose of this section is to verify that special incidents have been reported within the 
timelines, that the documentation meets the requirements of Title 17, and that the follow-up was 
complete and appropriate action was taken to safeguard consumers.  Special incidents are 
discussed in the next section. 
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Other Health and Safety Monitoring  
 
Special Incidents 
 
Special incidents are unplanned events that threaten the health and/or safety of consumers.  
Title 17 California Code of Regulations defines the categories of reportable special incidents, 
assigns responsibility for reporting for vendors, long-term health care facilities and regional 
centers, and establishes reporting timeframes.  Special incident reporting applies to all 
consumers served by regional centers. 
 
Vendors 
 
Title 17 Section 54327 sets forth the special incident reporting requirements for vendors and 
long-term health care facilities.  Vendors and long-term health care facilities are required to 
report special incidents to regional centers immediately but not more than 24-hours after 
learning of the occurrence, with a written report due within 48-hours of the occurrence. The 
required contents of the reports include: identification of the vendor; date, time and location of 
the special incident; name and date of birth of consumers involved in the incident; a description 
of the special incident; a description of the alleged perpetrator, if any; treatment provided to the 
consumer, if any; names and addresses of witnesses, if any; actions taken by the vendor, 
consumer or any other agency(ies) or individual(s) in response to the incident; other agencies 
notified, including law enforcement, licensing and/or protective services agencies; and family 
members or authorized representatives who were contacted and informed of the incident.  
The definition of reportable special incidents is divided into two broad categories, those that 
have to be reported regardless of when or where they occurred and those that have to be 
reported if they occurred during the time the consumer was receiving services and supports 
from a vendor or long-term health care facility. 
 
Incidents that must be reported by the vendor to the regional center regardless of when or 
where they occur: 
 
1. The death of any consumer, regardless of the cause; 
 
2. The consumer is a victim of robbery, aggravated assault, larceny, burglary, or rape 

(including attempted rape). 
 
The following types of incidents must be reported by the vendor to the regional center if they 
occurred during the time the consumer was receiving services and supports from the vendor: 
 
1.  The consumer is missing and a missing persons report has been filed with a law 

enforcement agency; 
 
2.  Reasonably suspected abuse/exploitation including physical, sexual, fiduciary, 

emotional/mental or physical and/or chemical restraint; 
 
3.  Reasonably suspected neglect, including failure to: 

 
a. Provide medical care for physical and mental health needs; 
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b. Prevent malnutrition or dehydration; 
 
c. Protect from health and safety hazards; 
 
d. Assist in personal hygiene, or the provision of food, clothing or shelter; or 
 
e. Exercise the degree of care that a reasonable person would exercise in the position of 

having care and custody of an elder or a dependent adult. 
 
4.  A serious injury/accident including: 
 

a. Lacerations requiring sutures or staples; 
 
b. Puncture wounds requiring medical treatment beyond first aid; 
 
c. Fractures; 
 
d. Dislocations; 
 
e. Bites that break the skin and require medical treatment beyond first aid; 
 
f. Internal bleeding requiring medical treatment beyond first aid; 
 
g. Any medication errors; 
 
h. Medication reactions that require medical treatment beyond first aid; or 
 
i. Burns that require medical treatment beyond first aid. 

 
5.  Any unplanned or unscheduled hospitalizations due to the following conditions:  

 
a. Respiratory illness; 
 
b. Seizure-related; 
 
c. Cardiac-related; 
 
d. Internal infections; 
 
e. Diabetes; 
 
f. Wound/skin care;  
 
g. Nutritional deficiencies; or  
 
h. Involuntary psychiatric admission. 

 
Regional Centers 
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The regional centers have overall responsibility to follow up on Special Incident Reports (SIRs).  
The follow-up includes verification of the facts reported by the vendor or long-term health care 
facility and appropriate actions to ensure the immediate health and safety of the consumer as 
well as to mitigate future risk.   
 
The regional centers are responsible for reporting to DDS special incidents that fall in the 
definitions listed on pages 29 and 30 of this chapter.  The reports are made utilizing DDS’ 
electronic special incident reporting system. 
 
Title 17 Section 54327.1 sets forth regional center responsibilities with respect to reporting 
special incidents to DDS.  Initial reports of special incidents as defined on the previous pages 
must be submitted to DDS within two working days following receipt of the report from the 
vendor or long-term health care facility or within two working days of learning of an incident that 
was not reported by the vendor or long-term health facility.  The initial report includes: the name, 
date of birth and UCI number of the consumer; identification of the vendor or long-term health 
care facility; identification of a regional center contact person; name of the consumer’s 
conservator or guardian, if any; date, time and location of the incident; date incident was 
reported to the regional center; identification of the person preparing the report; date the report 
of the incident was prepared; type of incident; medical care or treatment required as a result of 
the incident; relationship of the alleged perpetrator to the consumer, if any; identification of 
persons or entities notified of the incident; a description of the special incident; if the incident 
was a death, indication if it was disease related, non-disease related or unknown; a description 
of any actions or outcomes taken by the regional center, vendor or long-term health care facility, 
or other protective agencies  in response to the special incident; and any other information that 
the regional center determines is necessary to describe the incident. 
 
Any required information that is not submitted with the initial report shall be submitted to DDS 
within 30 working days, or thereafter following receipt of the report of the special incident from 
the vendor or long-term health care facility. 
 

 
For additional information on the regulations pertaining to Special Incidents and Special 

Incident Reporting, visit: 
 

Special Incident Reporting Requirements for Vendors 
 

Special Incident Reporting Requirements for Regional Centers 
 
 
Risk Mitigation and Management System 
 
The size, complexity, and diversity of California pose unique challenges with respect to 
implementing a risk management system.  Among these challenges are communication, 
coordination, data analysis, reporting, training, resources, standardization, and monitoring.  
Beginning in fiscal year 2001-2002, the Legislature appropriated funds to DDS and regional 
centers to develop a comprehensive risk management system to enhance consumers’ health, 
safety, and/or well-being and to implement preventive strategies and interventions to mitigate 
such risks.  The level of funding has increased each subsequent fiscal year as the number of 
consumers served by the regional centers has increased.  The system contemplated in fiscal 

http://www.dds.ca.gov/Title17/T17SectionView.cfm?Section=54327.htm&SearchString=54327&Anchor=54327#54327
http://www.dds.ca.gov/Title17/T17SectionView.cfm?Section=54327.1.htm&SearchString=54327&Anchor=54327#54327
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year 2001-2002 is now fully implemented statewide and applies to all regional center 
consumers. 
 
This risk management system addresses the challenges of California, while respecting the basic 
roles and responsibilities of the State’s protective service and developmental disabilities 
services system structures.  The overall risk management system for the State involves 
numerous entities; however, the three key entities involved in risk management and risk 
mitigation activities within the developmental disabilities services system are the regional 
centers, DDS and the independent contractor retained by DDS. 
 
Regional Centers 
 
The 21 regional centers have local-level responsibility for planning, coordinating, and 
implementing the risk management program by: 
 

a. Developing and implementing a regional center risk management and prevention plan; 
 

b. Recording medical and other health-related care received by the consumer for his or her 
significant medical conditions in the period prior to the special incident; 

 
c. Reviewing medical records and coroner reports to ensure appropriate medical attention 

was sought and/or given;  
 

d. Coordinating with other agencies (e.g., licensing, protective services, law enforcement 
agencies, coroners, long-term care ombudsman, etc.) to gather and review the results of 
their investigations and using this information to prevent the recurrence of similar 
problems; 

 
e. Conducting onsite and chart review activities to gather and report initial and follow-up 

special incident information;     
 

f. Preparing and transmitting special incident reports (SIR) to DDS, investigative agencies, 
and local licensing offices, as appropriate; 

 
g. Integrating risk mitigation strategies into person-centered planning; 

 
h. Providing training and technical assistance to staff, providers, and others on: legal 

obligations in abuse reporting; documentation requirements; the definition of ‘special 
incident’; using the automated SIR reporting system; developing and implementing an 
incident prevention plan; best practices for identifying consumer abuse; risk assessment; 
proactive risk management planning through the individualized program planning 
process; etc.; 

 
i. Annually reviewing the regional center’s internal SIR reporting and control systems; 

 
j. Monitoring providers to ensure compliance with SIR-related corrective action plans; 

 
k. Maintaining the automated SIR reporting system, including verifying data integrity and 

related reports; 
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l. Producing data runs and reports from the SIR database to identify unusual patterns and 
trends by provider(s) requiring follow-up. 

 
Regional centers are expected to use their local SIR data to identify trends requiring local 
intervention and to effectively mitigate consumer risk through the individual person-centered 
planning process and development of IPPs. 
 
Department of Developmental Services 
 
DDS has overall state-level responsibility for planning, coordinating, and overseeing 
implementation of the state’s risk management program for persons with developmental 
disabilities by: 
 

a. Developing, implementing and maintaining a uniform, statewide, automated special 
incident report (SIR) database system; 

 
b. Reviewing daily all individual SIRs transmitted by the regional centers to identify issues 

or concerns requiring additional follow-up; 
 

c. Revising regulations related to special incident reporting requirements to address new 
system requirements; 

 
d. Conducting periodic, on-site monitoring visits to review regional center and provider 

compliance with SIR regulatory requirements, as well as ensuring consistent and 
accurate reporting; 

 
e. Aggregating and analyzing SIR data by regional centers, risk indicators, client 

characteristics, programs, type of incidents, corrective actions, residence, and other 
relevant factors.  Providing such data to the risk management contractor for further 
analysis and to regional centers for follow-up, as appropriate; 

 
f. Providing training and technical assistance to regional centers on: legal obligations in 

abuse reporting; documentation requirements; the definition of ‘special incident’; best 
practices for identifying consumer abuse; using and maintaining the automated SIR 
system; risk assessment; and proactive risk assessment and prevention planning 
through the individualized program planning process; 

 
g. Developing and maintaining a statewide mortality review system that includes 

development and maintenance of a statewide database of all persons who have died, 
and conducting studies to educate and inform the service system so as to improve 
quality of life outcomes for consumers; 

 
h. Preparing, implementing and managing the risk-assessment and mitigation contract; 

 
i. Reviewing, on-site, highly unusual, suspicious and/or very sensitive individual incidents 

where DDS headquarters' involvement is indicated; 
 

j. Reviewing system trends and formulating statewide intervention strategies. 
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Risk Management Contractor 
 
The state has engaged the services of an independent, specialized risk-management and 
mitigation contractor, possessing a multidisciplinary (clinical, research, data analysis, training, 
clinical, business) capacity to perform the following activities: 
 

a. Reviewing and analyzing DDS SIR data to identify statewide, regional and local trends 
requiring action.  This includes defining indicators of problems requiring further inquiry; 

 
b. Based on data analyses and as directed by the DDS, conducting reviews (may include 

one or more regional center service areas and/or providers) to obtain qualitative health 
and safety risk data on incident trend pattern(s); 

 
c. Providing recommendations to DDS on actions that should be taken to strengthen the 

state’s SIR system, including the need for regulatory, policy, organizational, resource 
and other changes that will improve consumer outcomes related to health, safety and 
well-being; 

 
d. Performing ongoing review and analysis of the research and current literature with 

respect to preventing accidents, injuries and other adverse incidents; 
 

e. Developing and disseminating periodic reports and materials to the field (providers, 
regional centers, families, disability organizations, etc.) on best practices related to 
protecting and promoting the health, safety and well-being of consumers; 

 
f. Developing and maintaining a website (www.ddssafety.net) for consumers and their 

families, providers, professionals, and regional center staff.  This website is dedicated to 
the dissemination of information on the prevention and mitigation of risk factors for 
persons with developmental disabilities. The site includes information from across the 
nation on current research and best practices and practical information directed towards 
improving consumers' health and safety; 

 
g. Assisting DDS in planning, coordinating and providing statewide training related to risk 

management and other related topics; 
 

h. Providing on-site technical assistance to regional centers related to local risk 
management plans and activities; 

 
i. Conducting mortality reviews.  

 
Graphic Illustration of the Risk Mitigation and Management System  
 
The flow charts on the following pages illustrate the processes and procedures implemented as 
part of California’s risk mitigation and risk management system to enhance consumer health 
and safety. 

 

http://www.ddssafety.net/
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CHAPTER 7:  ENSURING QUALITY 
 
This chapter describes DDS’ “Quality Management Model (QMM)” and discusses the CMS 
Quality Framework and how California’s developmental disabilities system currently matches up 
with the quality framework.  Lastly, it will describe in some detail the monitoring and 
accountability systems that are specific to the HCBS Waiver. 
 
CMS Quality Framework 
 
In August 2002, CMS issued a “Quality Framework” which was intended to serve as a national 
platform for states’ quality management systems for home and community-based services.  
According to CMS, “The Framework focuses on participant centered desired outcomes along 
seven dimensions.  Program design sets the stage for achieving these desired outcomes.  
Program design addresses such topics as service standards, provider qualifications, 
assessment, service planning, monitoring, participant health and welfare, and critical safeguards 
(e.g. incident reporting and management systems).  The CMS Quality Management Processes 
are: 
 

 Design 
 

 Discovery:  Collecting data and direct participant experiences in order to assess the 
ongoing implementation of the program, identifying strengths and opportunities for 
improvement; 

 
 Remediation:  Taking action to remedy specific problems or concerns that arise; and, 

 
 Continuous Improvement:  Utilizing data and quality information to engage in actions 

that lead to continuous improvement in the HCBS program. 
 
“Quality management gauges the effectiveness and functionality of program design and 
pinpoints where attention should be devoted to secure improved outcomes (from CMS)”. 
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The DDS Quality Management Model 
 
For years, the Lanterman Developmental Disabilities Services Act, departmental policies and 
procedures, and special initiatives have defined quality assurance for California’s developmental 
disabilities services system.  A wide variety of measures have been employed for quality 
assurance and improvement, ranging from licensing requirements, consumer face-to-face 
monitoring, periodic system monitoring, special incident reporting to individual life quality 
assessment, satisfaction surveys and direct service professional training. Each of these 
activities fulfills an important function and each continues in the system today. 
 
However, the focus on quality in human service systems has shifted from monitoring and 
policing activities to producing outcomes for people and managing performance.  Programs will 
not be judged solely on whether they conduct compliance reviews and track special incidents, 
but rather on whether they have comprehensive systems in place which produce desired 
consumer outcomes, establish performance expectations, measure both performance and 
outcomes, and take action based upon information and analysis. 
 
The quality management model seeks to balance achieving consumer outcomes (“doing the 
right thing”) with maintaining structures and processes to ensure cost-effectiveness and 
accountability (“doing things right”).  At the core of the model is the consumer and family; all 
remaining system structures revolve around the center goal of “doing the right thing” for the 
people we serve.  The basic concept is simple:  the system should be based on values, 
establishing clear expectations for performance, collecting and analyzing data to determine if 
the expectations are met, and, finally, taking steps to correct deficiencies or improve processes 
and services.  

 

 
Setting Performance Expectations for the California Service Delivery System 

ornia, the following 
values have been established either by law or by stakeholder process: 

 
The first step in the process is to achieve consensus on values.  In Calif
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Values for Individuals Values for Service Delivery 

 Choice 
 Relationships 
 Lifestyle 
 Health and Well-being 
 Development 
 Rights  
 Satisfaction 

 Person-centered 
 Outcome-focused 
 Availability & accessibility of needs-based services
 Service effectiveness 
 Equitable delivery/non-discrimination 
 Accountability 
 Information dissemination 
 Cost-effectiveness 
 Continuous quality management and improvement

 
The second step is to establish performance expectations.  For consumers and families, this is 
all done through the IPP process.  For the regional center system, the Regional Center 
Performance contracts now establish “public policy indicators” and “compliance indicators” as 
noted below. 
 

Public Policy Indicators Compliance Indicators 
 Utilization of DCs 
 Minors living with families 
 Adults living in home settings 
 Minors in facilities over 6 beds 
 Adults in facilities over 6 beds 
 Adults with earned income 
 Average wages 
 Adults in supported living 
 Adults in competitive employment 
 Access to medical and dental services 

 Fiscal audits 
 Fiscal projections 
 Fiscal management 
 HCBS Waiver compliance 
 CDER currency 
 Intake/assessment timelines 
 IPP/IFSP development 

 
Expectations for providers are established by regulation, accreditation, and contract. 
 
Managing to Expectations 
 
In order to achieve performance expectations, the system must marshal and direct resources 
where they are needed (e.g., allocations, contracts, rates, etc.), conduct monitoring and 
oversight, provide training and technical assistance, develop and disseminate resource 
materials and continually devise strategies and innovations to build capacity and capability.  
Examples of existing strategies are the HCBS monitoring protocols, life quality assessment, 
direct service professional training, the wellness initiative, the statewide risk mitigation contract, 
housing development consortia, and so forth. 
 
Measuring Achievement of Expectations 
 
Data and information are fundamental to the Quality Management Model.  The system 
maintains a significant amount of information; the following types of information is available: 
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Consumer-based 

Information 
Provider-specific 

Information 
Compliance Information 

 Demographics 
 Diagnostic 
 Service Utilization 
 Special incidents 

 Vendor demographics 
 Rates 

 

 Fiscal /audits 
 Regulatory 
 Risk management 
 Complaints 
 Fair hearings 
 Monitoring reports 

 
From among the data sources, the department has selected specific performance measures 
that can show whether the performance expectations of regional centers have been met.  
Performance is measured and reported on a routine basis.  In addition, the department will 
utilize its information sources to (a) report facts, (b) analyze trends and correlations and (c) 
issue special reports. 
 
Remediation and Improvement (Closing the Loop) 
 
The final critical step in the quality management process is acting upon the information received 
in order to correct deficiencies or promote continuous improvement.  A number of strategies can 
be employed: 
 

 Corrective action; 
 

 Contract re-negotiation; 
 

 Training and technical assistance; 
 

 Public policy changes (e.g. legislation or regulation); 
 

 Budget change proposals; 
 

 Administration initiatives; 
 

 Changes in the strategic plan. 
 
The specific strategies need to be determined based upon the type of problem and the level of 
governance (state or local).  The important thing is to close the loop.   
 
California’s Performance and the CMS Quality Framework 
 
DDS participated in a “National Inventory of Quality Assurance and Improvement Systems”; an 
extensive survey conducted by the National Association of State Directors of Developmental 
Disability Services.  The following analysis demonstrates how California’s system meets CMS 
expectations for quality within the assurance areas States must address in their HCBS Waiver 
application: 
 
Quality Framework Focus Area #1: Participant Access 
 
Desired Outcome:  Individuals have ready access to home and community based services and 
supports in their communities. 
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Systems and activities in place: 
 

 Single point of entry through regional centers; 
 

 Mandated information and outreach activities by regional centers; 
 

 Mandated intake and eligibility procedures and timelines for regional centers; 
 

 Targeted activities for diverse ethnic and cultural backgrounds in place through regional 
centers. 

 
Quality Framework Focus Area #2:  Participant-Centered Service Planning and Delivery 
 
Desired Outcome:  Services and supports are planned and effectively implemented in 
accordance with each participant’s unique needs, expressed preferences and decisions 
concerning his/her life in the community. 
 
Systems and activities in place: 
 

 Comprehensive, person-centered planning process involving the consumer and family, 
with training and technical assistance provided, resulting in an IPP that is reviewed for 
effectiveness; 

 
 Comprehensive case management provided on a 24/7 basis, with a mandated caseload 

ratio of 1:62 for HCBS Waiver consumers; 
 

 Face-to-face monitoring of implementation of consumer IPPs, including health and 
welfare; 

 
 Health status reviews conducted annually as part of the IPP meeting; 

 
 Additional health care strategies include physician consultation; wellness initiative 

grants, and medical school training programs for community health care providers; 
 

 External case reviews conducted on a periodic basis by state agency personnel. 
 
Quality Framework Focus Area #3:  Provider Capacity and Capabilities 
 
Desired Outcome:  There is a complete array of HCBS providers that possess and demonstrate 
the capability to effectively serve participants. 
 
Systems and activities in place: 
 

 Resource development mandated by law and funded through the Community Placement 
Plan process, the regional center annual allocation, and special initiatives such as the 
Wellness and Facility Downsizing initiatives; 

 
 Mandated two-year training program for all residential care providers and staff; 

 
 Criminal history/background check for residential providers and staff; 
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 Core competencies established for residential care providers and staff; 

 
 Licensing program for residential and day programs, with annual reviews and sanctions; 

 
 Accreditation program for employment programs; 

 
 Minimum expectations for all providers established by DDS through Title 17 regulations, 

and monitored by regional centers; 
 

 Authority for unannounced visits of residential homes given to regional centers; 
 

 Quality assurance reviews by regional centers with follow-up activities; 
 

 Periodic monitoring of residential and day programs by state agency staff during HCBS 
Waiver monitoring reviews. 

 
Quality Framework Focus Area #4:  Participant Safeguards 
 
Desired Outcome: Participants are safe and secure in their homes and communities, taking into 
account their informed and expressed choices. 
 
Systems and activities in place: 
 

 Automated “Risk Management and Mitigation” system in place statewide that includes 
special incident reporting, individualized risk management, regional and statewide trend 
analysis, and remediation and mitigation activities; 

 
 Mortality reviews and studies at regional center and state levels; 

 
 Medication administration protocols and provider training; 

 
 Behavior Intervention protocols. 

 
Quality Framework Focus Area #5:  Participant Rights and Responsibilities 
 
Desired Outcome: Participants receive support to exercise their rights and in accepting personal 
responsibilities. 
 
Systems and activities in place: 
 

 A “Bill of Rights” is posted in all service locations.  DDS maintains an Office of Human 
Rights and Advocacy Services to ensure rights are protected; 

 
 An impartial administrative due process system (fair hearings) is in place statewide, with 

data collected and tracked by regional center; 
 

 Complaint procedures are in place that allow for any individual to file a complaint with 
the DDS Office of Human Rights and Advocacy Services.  
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Quality Framework Focus Area #6:  Participant Outcomes and Satisfaction 
 
Desired Outcome:  Participants are satisfied with their services and achieve desired outcomes. 
 
Systems and activities in place: 
 

 “Life Quality Assessments” are conducted for everyone in out-of-home care by individual 
volunteers recruited by the area boards.  A rapid response system is in place that 
provides for immediate follow-up if indicated; 

 
 Early Start Satisfaction Survey of families conducted in 2001-2002; to be conducted 

periodically; 
 

 Regional Center Performance Contracts, which include statewide public policy and 
compliance measures and outcomes; 

 
 Consumer Outcome Data - a consumer outcome element is included on the Revised 

CDER.  This allows for statewide measurement and tracking of consumer outcomes. 
 
Quality Framework Focus Area #7:  System Performance 
 
Desired Outcome:  The system supports participants efficiently and effectively and constantly 
strives to improve quality. 
 
Systems and activities in place or planned: 
 

 A comprehensive “Quality Management Model” has been designed which reflects the 
desired outcomes, values and principles of the system, integrates all data systems and 
incorporates all existing processes.   

 
This analysis shows that California’s system design addresses each of the CMS focus areas 
with specific activities and strategies.  Work still needs to be done to fully implement the newly 
designed “Quality Management Model” statewide.  Success in achieving the consumer and 
system performance outcomes will depend upon the dedication and collaboration of all who 
desire to secure a better future for California’s citizens with developmental disabilities and their 
families.  
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HOME AND COMMUNITY BASED SERVICES WAIVER CONSUMER 
Standardized Annual Review Form 

(DDS Form, Revised 11-19-98) 
 

Name: 

UCI: 

Date of Annual Review: 
(File with annual reviews in consumer’s record) 

 

1. � A review of the consumer’s general health status was completed on ____________. 
 
Summary of Health Status Review 
(Note any concerns and indicate if any referrals have been made to regional center clinicians, the 
consumer’s physician, or other health resources) 

 
 
 
 

2. � The IPP Planning Team has reviewed the consumer’s IPP, dated ____________, and has 
determined that no new services or supports are required, and the IPP remains appropriate to 
meet the consumer’s needs and wants. 
 
Explain why no changes are necessary to the current IPP 
 
 
 

 

3. � The IPP Planning Team has reviewed the consumer’s IPP, dated ____________, and amended 
the IPP to include the following new service(s) or support(s): 

 
 
 
 

4. � The IPP Planning Team has reviewed the consumer’s CDER, dated ____________, and 
determined that no changes are necessary. 

 

5. � The IPP Planning Team has reviewed the consumer’s CDER, dated ____________, and a new 
updated CDER was completed on ____________. 

 
IPP Planning Team Signatures 
 
1. Name:___________________________ Date:________________ (Consumer) 
 
2. Name:___________________________ Date:________________ (Service Coordinator) 
 
3. Name:___________________________ Date:________________ (                                 ) 
 
4. Name:___________________________ Date:________________ (                                 ) 
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Appendix 10 

SERVICES AVAILABLE THROUGH THE HCBS WAIVER 

 
 
ADULT RESIDENTIAL 
 
BEHAVIOR INTERVENTION SERVICES 
 
CHORE SERVICE 
 
COMMUNICATION AIDES 
 
CRISIS INTERVENTION FACILITY 
 
DAY HABILITATION 
 
ENVIRONMENTAL MODIFICATIONS 
 
FAMILY TRAINING 
 
HOME HEALTH AIDE 
 
HOMEMAKER 
 
MOBILE CRISIS INTERVENTION 
 
NON-MEDICAL TRANSPORTATION 
 
NUTRITION 
 
PERSONAL EMERGENCY RESPONSE SYSTEM 
 
PREVOCATIONAL SERVICES 
 
RESIDENTIAL HABILITATION FOR CHILDREN SERVICES 
 
RESPITE CARE 
 
SKILLED NURSING 
 
SPECIALIZED MEDICAL EQUIPMENT AND SUPPLIES 
 
SPECIALIZED THERAPEUTIC SERVICES 
 
SUPPORTED EMPLOYMENT SERVICES 
 
TRANSITION/SET UP EXPENSES 
 
VEHICLE ADAPTATIONS 
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