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HOME AND COMMUNITY BASED TREATMENT INFORMATION AND
BACKGROUND

This is the third revision of the Rhode Island Executive Office of Health and Human Services
(EOHHS) Certification Standards for Providers of Home Based Therapeutic Services (HBTS).
Certification Standards were first issued in February of 2003 and then revised in June of 2006.
This edition of the HBTS Certification Standards (inclusive of ABA) replaces all previous HBTS
Certification Standards and guidelines, verbal and written, as issued by the EOHHS.

The development of Certification Standards and the provision of certified Home Based
Therapeutic Services are intended to:

1. Improve the functioning of children with special health care needs as set forth in
approved HBTS Treatment Plans. This includes maximizing their ability to live at home
and actively participate as valued members of their families and communities to the best
of their capabilities, and to support the transition to adulthood.

2. Ensure HBTS provider-agencies shall demonstrate reliability, consistency, and quality of
service in full compliance with these Certification Standards.

3. Confirm that monitoring, oversight, adherence to quality assurance shall be the
responsibility of EOHHS to demonstrate that HBTS provider-agencies are rendering
efficient, cost effective treatment aimed at addressing clearly defined treatment
goals/objectives subject to onsite reviews and/or requested performance reports.

Ensure HBTS provider-agencies shall maintain and adhere to family center principles.
Ensure HBTS provider-agencies shall maintain ongoing collaborative and comamnicative
relations with all referral sources.

S

EOHHS accepts applications to become a certified HBTS provider-agency on an ongoing basis.
These Standards serve to provide families, potential HBTS applicants, and providers with a full
description of HBTS. EOHHS is responsible for the development, implementation, monitoring
and enforcement of these HBTS Standards.

Changes to HBTS Certification Standards since the last revision in 2006 include:

1. HBTS Treatment Plans are approved for 12 months with required 6 month progress
reports.

2. Travel reimbursement was eliminated and rate adjustments were provided.

3. There are five distinct phases for HBTS. HBTS is based upon the rationale of providing
skilled and ongoing structured clinical inferventions and learning opportunities at
maximum intensity to less intensive and more practice based experiences to promote the
acquisition of new skills, development of stabilization of functioning, and prevention of
regression over time. The five HBTS phases are reflective of different levels of clinical
intensity and support to allow for transition to less intensive services, whenever possible.
The phases are as follows (See — Appendix 9: HBTS Phases).

a. HBTS Phase 1: Pre-Treatment Consultation

b. HBTS Phase 2: Specialized Treatment and Treatment Support
c. HBTS Phase 3. Treatment Support

d. HBTS Phase 4: Post-Treatment Consultation

e. HBTS Phase 5: Ongoing HBTS

4. Effective January 1, 2012 RI law mandates third party health insurance coverage for
Applied Behavior Analysis Therapy {ABA) for qualifying children and adolescents with
Autism Spectrum Disorders until the covered individual reaches the age of fifieen. The
law applies only to group health insurance and does not extend to the Smail Employer
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Health Insurance Availability -Act, or the Individual Health Insurance Coverage Act.
Benefits also include coverage for physical therapy, speech therapy and occupational
therapy services'. Any health insurance company doing business in RI must comply with
this mandate. Providers have the discretion to opt out of such armsmgements without
change in certification status with notice to EOHHS.

Licensure for Board Certified Behavioral Analysts (BCBA) and Board Certified Assistant
Behavior Analyst (BCaBA) was mandated in January 2012 and is to be overseen by the
Rhode Island Department of Health.

Current and future HBTS ABA provider-agencies are encouraged to establish and
maintain credentials with third party health insurance plans doing business in RL

Only licensed healthcare clinicians? can provide Clinical Supervision or Treatment
Consultation for HBTS. Exception. from professional licensure was removed for
counselor and principal counselor certifications issued by Rhode Island Department of
Mental Health, Retardation, and Hospitals (now Department of Behavioral Health,
Developmental Disabilities and Hospitals), and certifications from the RI Department of
Education for school social worker, school psychologist, and special educator with a
Master’s degree.

Language interpreter services may be billed to Medicaid for HBTS and ABA therapy
when no other method of interpretation is available (See — dppendix 13: Language
Interpretation Services).

HBTS provider-agencies are required to accept all referrals unless the child’s clinical
needs or HBTS is not a suitable program whether due to lack of staff availability, lack of
clinical experience with a particular condition, or geographic limitations. Provider-
agencies shall not decline a referral based on cultural or language barriers.
Provider-agencies specializing in ABA therapy are able to provide services as Direct
Service Providers for HBTS subject to approval by EOHHS (See — Appendzx 6:
Requirements of ABA Programs).

ABA therapy is allowed to be delivered in center based practices subject to approval by
EOHHS (See - Appendix 7: Center Based ABA Practice Requirements).

To enable greater flexibility in HBTS, the use of Clinical Supervision has been changed
from 2 hours per week to 8 hours total per month.

If a child or adolescent is receiving HBTS and PASS, the total munber of treatment hours
{(treatment intensity) per week must be substantiated through the establishment and
documentation of medical necessity, measurable goals with frequency and duration of
each service to be delivered, and evidence of collaboration between provider-agencies, up
to 25 hours. It is preferred that a child/adolescent receive both PASS and HBTS from the
same provider-agency to ensure consistency and efficient treatment.

HBTS treatment hours (treatment intensity) per week must be substantiated through the
establishment and documentation of medical necessity, measurable goals with frequency
and duration of each service to be delivered, up to 20 hours.

HBTS service plans will no longer be required to be reviewed by CEDARR clinicians.
HBTS service plans will no longer be required to be aligned with CEDARR Family Care
Plans.

Prior authorization from each HBTS provider using a batch form shall be sent once a
week, prior to the start date of service, to EOHHS for fee for service enrolled families.

! Rhode Island General Laws §20.11
* Licensed health care professionals eligible for HBTS Clinical Supervision or Treatment Consultation

incTude:

“Heensed independent social worker, mafriage dnd family therapist, fmientsl health couiiselor,

psychologist and BCBA.
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Providers shall follow the procedures. established by third party payers for managed care
enrolled families.

1. HBTS SCOPE OF SERVICES

HBTS is intended for children and adolescents with moderate to severe special health care needs
that experience chronic developmental, cognitive, physical, medical, neurological, behavioral
and/or emotional conditions. Their health and well-being requires a type and amount of services
that exceeds their typically developing peers. HBTS are more intensive than outpatient treatment
but less restrictive than inpatient hospitalization or residential care. HBTS are provided for
children living at home or in foster care (not specialized foster care through DCYF) with services
delivered in a child’s home, community, or outpatient setting.* HBTS are based upon medical
necessity, as documented by a physician’s prescription (See — Appendix I: Definition of Medical
Necessity), have defined treatment goals and measured objectives, and is authorized by a third
party payer for Medicaid eligible clients. Prescriptions for service shall be obtained by the
provider-agency.

HBTS is not intended to replace clinically necessary therapies such as behavioral health treatment
including emergency treatment, psychiatric care, speech and language therapy, occupational
therapy, or physical therapy. HBTS represent an integrated set of service components involving
the provision of Specialized Treatment, Treatment Support, or ABA therapy with measurable
goals and objectives written and approved by a licensed healthcare professional.

Prior Authorization (PA) Services
Reimbursement for HBTS requires prior authorization (PA).

Service Components
An integrated HBTS Treatment Plan can include the following reimbursable services:

1. HBTS Pre-Treatment Consultation
Pre-Treatment Consultation involves consultation to the family regarding interventions to assist
them in managing their child’s behaviors before working directly with the child. This time is also
used to conduct observations and gather information necessary for the development of a
comprehensive HBTS Treatment Plan.

2. HBTS Post-Treatment Consultation
Post-Treatment Consultation provides short-term support to the family upon the conclusion of a
period of HBTS Specialized Treatment. This is designed to allow families to practice skills,
maintain their child’s gains, and when necessary seek out other less intense forms of treatment.

3. HBTS Treatment Consultation Services
Treatment Consultation is intended to bring specific expertise and direction to the treatment team
(i.e., Clinical Supervisor and home-based worker). It can be offered on a broad basis or by using
Specialty Consultations from licensed Occupational Therapists (OT), Physical Therapists (PT),
Psychologist, or Speech and Language Pathologists (SLP). HBTS Treatment Consultation is
available before direct services begin (i.e., Pre-Treatment), during a course of HBTS care

3 Center based HBTS is reserved for EOHHS approved providers to offer ABA interventions.
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- {Treatment Consultation and. Specialty Consultation), and at the conclusion of HBTS (Post-
Treatment).

4. HBTS Treatment Consultation and Specialty Treatment Consultation
This type of consultation addresses specific HBTS goals and objectives within one’s professional
discipline. HBTS Specialty Consultations and related goals are not a substitution for necessary
therapeutic services defined in an IEP or IFSP. Treatment recommendations are solely to foster a
child’s practice of targeted skills.

5. Treatment Coordination
Treatment Coordination represents activities by a team member on behalf of a specific child
receiving HBTS services to ensure coordination and collaboration with parents, providers, the
medical home, and other agencies (e.g., school, Early Intervention, DCYF or FCCP) including
the referral source. Collaboration and communication is ongoing throughout a child’s course of
HBTS.

6. HBTS Direct Services
HBTS consists of Specialized Treatment and Treatment Support. These services can only be
provided to a child by a home-based worker in accordance with the child and family’s Treatment
Plan, and under the supervision of a licensed healthcare professional.

7. HBTS Specialized Treatment
Specialized Treatment is intensive evidence-based intervention that may take place in the child’s
home, center, and/or community setting, and requires the participation of parents/guardians. For
some children/adolescents, HBTS Specialized Treatment may be ABA discrete trial interventions
through approved ABA provider-agencies.

HBTS Specialized Treatment is provided on a continuous basis for an approved number of hours
per week. The focus of treatment can include: increasing language and communication skills,
improving attention to tasks, enhancing imitation, generalizing social behaviors, developing
independence skills, decreasing aggression or other maladaptive behaviors, and improving
learning and problem solving skills (e.g., organization, conflict resolution, and relaxation
training). It addresses the development of behavior, communication, social, and functional -
adaptive skills, and may reinforce skills included in a child’s Individual Educational Plan (IEP) or
Individualized Service Plan (IFSP). Goals and objectives are defined, written, and tied to specific
methods of intervention and measurement of progress. HBTS is not intended to replace or
substitute for educational services.

8. HBTS Treatment Support
For some children and adolescents with moderate to severe functional impairments, the frequency
and intensity of Specialized Treatment may become too taxing and result in limited benefits such
that Treatment Support is indicated. Treatment Support does not represent a minimization of
therapeutic effort and is not equivalent to Respite care. Treatment Support uses a portion of
HBTS hours for the purposes of providing structure, guidance, supervision, and redirection for
the child.

The inclusion of Treatment Support is intended to facilitate a child’s ability to remain at home,
maintain activities of daily living, participate in the community, and fransition into young
adulthood. 1t encourages and promotes the practice of daily living skills by providing structure,
supervision, guidance, and redirection while engaging in cognitive, physical, and social activities
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that would be typical for a child his/her age. The rationale for using Treatment Support must be.... .

clearly articulated and linked to one or more of the following domains (See — Adppendix 2:
Treatment Support Domains), namely:

1. The child’s ability to acquire and use information.

2. The child’s ability to attend and complete tasks.

3. The child’s ability to interact and relate with others.

4. The child’s ability to care for bim or herself.

5. The child’s ability to maintain health and physical well-being, which includes

participation in community activities.

9. Appiled Behavior Analysis (ABA) Services {Subset of HIBTS)

EQHHS recognizes that ABA discrete trial interventions are highly specialized and a distinct
form of basic behavior therapy principles. It can be overseen by a Board Certified Behavior
Analyst (BCBA) or a licensed trained professional (e.g., Psychologist). The use of ABA discrete
trial intervention can require additional hours of material preparation, planning, directing and
supervising of direct service staff. This may include more hours for Clinical Supervision and
Lead Therapy. These additional supports can only be provided for ABA recognized providers
with authorization from EOHHS or the family’s insurance provider.

Lead Therapy in ABA Treatment
Lead therapy is regarded as an administrative support by EOHHS. The Lead Therapist must
report to the Behavior Analyst and/or Clinical Supervisor.

The following are responsibilities of the Lead Therapist:

1. Must maintain a professional working relationship with families including how to apply
instructional strategies.

2. May attend all clinical treatment meetings for an assigned child and assist in the
development of an HBTS plan, as deemed clinically necessary by the provider agency.

3. Must maintain formal supervision sessions with the Bebavior Analyst and/or Clinical
Supervisor.

4. Must develop instructional materials, prepare drills, update materials, gather and manage
treatment data, and provide information for Treatment Plan updates/modifications.

5. May directly observe the assigned child and treatment worker once per month; provide
guidance and summarize observations, as deemed clinically necessary by the provider
agency.

6. Must provide emergency coverage as an HBTS treatment worker when necessary.

Third Party Healthcare Coverage and Coordination of Cave for ABA Treatment

EOHHS has no authority to develop treatment plans when commercial health insurance is being
used to pay for ABA ftreatment of autism spectrum disorders. In many instances, third party
payers may be using the same group of certified HBTS provider-agencies as EOHHS. The
treatment provider and child’s parents/guardians are responsible to verify if third party coverage
is available for the treatment of autism from their health insurance plan. EOHHS requires proof
of commercial insurance coverage. The scope of services and possible out of pocket costs will
vary depending on the client’s health insurance plan. Supplemental costs such as deductibles and
copaymenis may be covered by Medicaid®.

 Medicaid reimbursement is subject to Medicaid allowable amounts and deductible requirements.
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. For individuals covered by Medicaid and - commercial - insurance,  Medicaid will . assume
responsibility for payment of the ABA treatment once the commercial health care coverage
benefit has been exhausted. Payment will revert back to the commercial insurance at the start of
every benefit year.

10. Occupational Therapy Consultation
This service includes goals, objectives, and activities to address the functional needs of a child
related to adaptive development, adaptive behavior and play as well as sensory, motor and
postural development. These services are designed to improve the child's functional ability to
perform tasks in home and community settings, (e.g., feeding and eating, toileting, assisting with
dressing/undressing, assisting with grooming, oral hygiene, bathing, functional communication,
play skills, and community mobility).

11. Physical Therapy Consultation
This service includes goals, objectives, and activities to promote sensory-motor function through
enhancement of musculoskeletal status, neurobehavioral organization, perceptual and motor
development, cardiopulmonary status, and effective environmental adaptation. These services are
for the purposes of increasing functioning during the child's natural activities and routines.

12. Speech and Language Therapy Consultation
This service includes goals, objectives, and activities for the habilitation or rehabilitation of
communicative or oral motor disorders and delays in development of communication skills.
These services are infended to increase the functional and meaningful communication of the child
by engaging in learning opportunities occurring in the home and community seftings.

13. Language Interpretation Support
Provider-agencies can bill for interpretation services to enable families that do not speak English
to receive HBTS when no other method of interpretation is available.  Reimbursement for
interpretation services makes it possible for provider-agencies to accept all referrals without
regard for language or cultural issues (See — Appendix 13: Language Interpretation Support).

14. Child Specific Orientation for Newly Assigned Home-Based Worker
Child specific orientation provides the newly assigned home-based worker with detailed
information about a child’s condition, treatment goals and objectives, methods of intervention,
and other related aspects of care such as observing the child and/or other staff working with the
child and family. It is provided by the Treatment Consultant or Clinical Supervisor and with an
experienced home-based worker, when applicable, to prepare new staff to work with a child and
family already receiving care.

15. Assessment and Treatment Planning
Provider-agencies shall Utilize all referral and collateral information (i.e., IEP, IFSP, contact with
providers/teachers, review relevant medical or behavioral health evaluations/records), and
maintain ongoing parent/caregiver/guardian communication. The identification and prioritization
of treatment goals and objectives shall be clearly written, specific and measurable. Interventions
shall be defined. The level of parent participation shall be clear and consistent.
Parents/Caregivers/Guardians must sign all proposed Treatment Plans.

* Treatment Intensity and Therapeutic Approach
Treatment intensity refers to the number of direct service hours in an approved Treatment
Plan. Upon referral, the provider-agency will assess the child and family’s current treatment

9



needs and determine the freatment intensity required. HBTS treatment hours per week must
be substantiated through the establishment and documentation of medical necessity,
measurable goals with frequency and duration of each service to be delivered, up to 20 hours
{excluding ABA programs). Treatment is to be individualized and based on collaboration
with the child’s family and all relevant parties involved in developing a plan of care for the
child and family. Ultimately, it is the provider-agency’s responsibility to justify that the
munber of treatment hours are medically necessary.

Treatment intensity must take into account the following factors:
a. Thechild’s age.
b. The child and family’s ability to engage in sustained freatment (e.g., span of
attention, stamina, developmental level, etc.} and expeciations for progress.
Type, nature, and course of presenting condition and diagnosis.
Severity of presenting behaviors.
Other treatment or educational services being received.
Impact on family functioning,
Presence of co-existing conditions.
Presence of biological or neurological abnormalities.
Current functional capacities of the child.
Family factors (e.g., parenting skills, living environment, and psycho-social
problems).
Interaction with other agencies or providers.

THMER e e

=

Coordination of Care and HBTS

Coordination of care involves mainfaining ongoing relations with referral sources, the child’s
medical home and other providers of care for children/adolescents receiving HBTS. This
involves consistent commmunication with involved parties about treatment and recommendations,
as well as receiving input from others and ongoing coordination during transitions of care.

Transportation of HBTS Clients

In the course of provision of services the provider-agency may want to provide transportation if
clinically relevant. The State is approving only the service provision and accepts no liability or
responsibility for transportation. The inclusion of transportation as part of a Treatment Plan must
relate to facilitating the accomplishment of defined and previously approved treatment objectives.
Transportation can only relate to the child receiving HBTS and is not to be included in a
treatment plan for solely convenience.

The provider-agency must demonstrate that it has procedures in place to protect the safety of
child being transported by staff and vehicles engaged in transportation:

1. Current and adequate vehicle insurance that allows for transporting children.
. Current vehicle registration and valid State inspection.

3. The driver’s history must be free of accidents for the past year, with no history of DWI.
Parents have signed a waiver for each driver releasing EOHHS of any liability and
responsibility for anything that occurs as a result of transportation activities.

4. EOHHS will not approve 2:1 coverage during transportation.

5. Seat belts and/or child restraints must be utilized as required by State law.

10



IIl.. TARGET POPULATION - . . .

Referrals

Certifted HBTS provider-agencies are expected to accept all referrals of Medicaid enrolied
children and adolescents detenmined to be eligible for HBTS. Provider-agencies are allowed to
decline a referral or decline to submif a treatment plan if the child/adolescent does meet the
criteria for HBTS.

Mainstreaming

HBTS provider-agencies shall not intentionally exhibit preferential enrollment of children and
families in any way based on their referral source or third party payer. A violation of these terms
may be considered a material breach and any such material breach may be grounds for suspension
or termination of certification,

Eligibility
The population eligible to be served by HBTS must meet all of the following criteria:

a. Children birth to their 21st birthday who are Medicaid eligible.

b. Children who are eligible for Medical Assistance through Supplemental Security Income
(8571), Katie Becketf (through age 18), Adoption Subsidy, Rite Care, or Rite Share,

c. Children who have potentially chronic (twelve months or longer in experienced or
expected duration) and moderate to severe cognitive, developmental,
medical/neurological, and/or psychiatric conditions whose level of functioning is
significantly compromised.

Verification of Eligibility
Provider-agencies have the responsibility to verify contimons Medicaid coverage.

III. LEVEL OF CARE

HBTS is an intensive outpatient service within the continuum of care for children and adolescents
with special health care needs. It requires more frequent contact with the child/adolescent and
parents/caregivers/guardians engaged in treatment. Treatment is often several hours per day
throughout the course of a week. It may take place in the child’s home or community setting.
HBTS may be combined with other outpatient therapies, supports, or educational services and is
not to be used as a replacement for recommended or required therapies. HBTS is medically
necessary treatment and not to provide companionship for the child/adolescent or Respite for the
family.

Level of Adaptive Functioning
Children and adolescents in need of HBTS shall demonstrate impairments in one or more of the
following areas:
1. Cognitive Functioning: Intellectual disability or intellectual developmental disorder.
2. Problem Solving Functioning: Judgment, insight, reasoning, impulse control, and/or
fearning,
3. Adaptive Skills: Communication/speech, dressing, eating, sleeping, or social relatedness.
4. Regulation of Mood: Marked instability of mood (e.g., irritability, depression, anxiety, or
mania).
5. Medical/Newrological Condition(s): Underlying or co-occurring conditions contribute to
behavioral, emotional, cognitive, or functional impairments.

11



Clinical Criteria. - . - ‘ : SR
The following criteria pertain to the initial determination of eligibility. Treatment Plan approval
requires all of the following criteria to be met and documented:

1.

A formal diagnosis by a licensed health care professional with competence in child
psychology, child psychiatry, or child development, made within the last two vears, is
required. Provider agencies shall work with families and/or third party payers to obtain,
as applicable.

The child demonstrates symptoms and behavior consistent with a diagnosis from the
current version of the DSM and/or ICD and on the basis of best available clinical and
evidence based practice standards can be expected to respond to HBTS intervention.

The child presents with medical and/or physical condition(s) that require intensive
therapeutic intervention.

Qutpatient services provided at an intensified level have not been sufficient due to the
child’s special healthcare needs. However, this does not necessarily preclude from
consideration the role of family therapy or other supports for a family that may be
secking HBTS.

There is evidence that the child requires a comprehensive and integrated program of
medical and psychosocial services to support improved functioning at the least restrictive
level of care.

The child and family require support in order to remain stable outside of an inpatient
environment, or to transition to independent living from a more restrictive setting.

The child, parent(s), caregiver(s) or legal guardian, are willing to accept and cooperate
with HBTS, including the degree of caregiver participation outlined in the HBTS
Treatment Plan.

In some instances, the following criteria may also apply:

1.

The child may be at risk for hospitalization(s) or out-of-home placement without eventual
use of HBTS. HBTS is not intended to serve as emergency care and referrals do not
provide immediate access. HBTS may not be provided when Child and Adolescent
Intensive Treatment Services (CAITS), Child and Family Intensive Treatment (CFIT), or
Enhanced Outpatient Services (EOS) are being used.

Clinical Criteria for Continuing Care
Reasons for a Treatment Plan at this level of care to be continued and/or reauthorized involve all

of the following criteria:

1.

2.

Severity of condition(s) and resulting impairment continue to require this level of
treatment.

Treatment Planning is individualized to the child/youth and their family’s changing
condition with realistic and specific goals and objectives stated. The mode, intensity and
frequency of treatment are consistent with best known clinical and/or evidence based
practice.

Active treatment is occurring and continued progress toward goals is expected. Progress
in relation to goals is clearly evident, measurable and described in observable terms.

If treatment objectives have not yet been achieved; documentation supports continued
interventions

i2



IV. COMMITMENT TO FAMILY CENTERED CARE

Family-centered care represents a set of values, attitudes, and approaches to services for children
with special needs and their families. HBTS provider-agencies are required to have established
and maintained principles of family centered care (See — Appendix 5: Core Principles of Family
Centered Care),

HBTS provider-agencies shall adhere to family centered practices and share with families policies
involving program philosophy, services, and operations. Each of the following must be met:

1. Ongoing communication with parent(s)/caregiver(s)/guardian(s) in all aspects of
treatment and responsibilities.

2. CHent rights including consent to receive HBTS, confidentiality, solicitation of
parent(s)/caregiver(s)/guardian(s) input, requirements for parent/caregiver/guardian
participation, documentation and response to complaints and prompt complaint resolution
and handling of after hour’s emergencies,

3. Written description of services available.

4. Policies regarding the delivery, suspension or termination of HBTS with
parents/caregivers/guardians prior to initiating services.

V. LIMITATIONS OF SERVICE

EOHHS and/or the third party payer reserves the right to determine that HBTS are being used
effectively to reach target populations. The degree of effectiveness will depend on the target
population served and the individual needs of the child. The following guidelines shall be
followed:

1. HBTS will not be used for respite or childcare.

2. A previous evaluation by a licensed mental health professional must have taken place
within two years prior as part of the determination of Level of Care and HBTS
approval. During the course of HBTS care, additional evaluation(s), as deemed
clinically necessary, must take place within two vears following the beginning of
home-based treatment, or as needed.

3. HBTS is not a substitute for mental health services provided by licensed professional
clinicians.

4. HBTS will not take the place of services provided by Private Duty Nursing, or the
roles and responsibilities assigned to Certified Nursing Assistants). However, it is
recognized that some children may reguire both HBTS and nursing care, including
CNA services. The administration of medication, as prescribed by physician (or other
comparable licensed health professional), cannot be given by HBTS staff to a child
during a course of care. While a parent/caregiver/guardian has discretion o give
medication, the HBTS worker cannot assume this responsibility. Under the RI Nurse
Practice Act (5-34-1.1) medication administration cannot be assigned to uunlicensed
personnel which includes Home Based Workers. Should a child require medication
during the Home Based Therapy, the family must mak