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Department Mission and Goals

The mission of the Colorado Department of HealtheQRolicy and Financing (the Department)
is to purchase cost-effective health care for gedlilow-income Coloradans.

The goals of the Department are:

A.

B.

C.

The Department will operate its programs to asstee health care the Department
purchases is medically necessary, appropriate @steetfective.

The Department will continuously improve the ovghsi of activities delegated to
agencies, counties, and contractors.

The Department will partner with public and privatgities to maximize the resources to
improve the health status of Coloradans.

The Department will evaluate client health ands$attion and will model program
design to promote improved health care deliveryients will be furnished information
about quality of care and general client satisfacto that they may make informed
choices about the care they receive.

The Department will value its personnel througleeiize recruitment, hiring, training,
and retention. The Department will allocate ieffshnd resources in ways to ensure that
it addresses the organization’s priorities.

The Department will appropriately and effectivedgpond to changing requirements with
the federal government, such as the Deficit Rednddict, while considering client needs
and State budgeting concerns.

Objectives
This Section outlines the Quality Improvement (Q&ction objectives related to the Department

Goals:

Goal A: Assure medically necessary, appropriate ahcost-effective health care

Objectives:

1. Increase client use of the nurse advice linenaalternative to emergency room care
for non-emergency conditions.

2. Increase clients’ knowledge and ability to sednage chronic conditions through

participation in disease management programs.

Explore the feasibility of routinely reportingllization measures.

Increase focus on outcomes of care and care pexas)| activities.

Conduct one intervention designed to improve aeetspf care annually.

Refine the prior authorization process performeddeun contract by the

Department’s Utilization Management (UM) Contracsorthat the process for non-

routine requests for services is documented andrstabd by all involved parties.

o0k w
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Goal B: The Department will continuously improve te oversight of activities delegated to
agencies and contractors.
Objectives
1. Refine the Quality Strategy Team (QST) reportingcpss so that the managed care plans
know the expectations, and so that feedback atalifalp are performed routinely.
2. Develop a mechanism for QI oversight of Home anth@aoinity Based Services (HCBS)
QI delegated activities.
3. Increase the objectivity of managed care planrsiteews.
4. Adequately and accurately document the site recuwective action process.
5. Explore the feasibility of implementing providerdanontractor incentives for quality,
utilization, and client satisfaction.

Goal C: The Department will partner with public and private entities to maximize the
resources to improve the health status of Coloradam
Objectives
1. Seek stakeholder agency input to this Quality Styat
2. Seek stakeholder input when designing HCBS qugtibgram.
3. Work with other State Departments and Divisionsnaximize resources available to
improve the health status of clients.

Goal D.1: Evaluate client health and satisfaction
Objectives
1. Measure client physical health using selected Hedtan Employer Data and
Information Set (HEDI®) indicators and one focused study.
2. Measure consumer behavioral health outcomes usiopr&io Client Assessment
Record (CCAR) measures.
3. Measure consumer satisfaction using Consumer Assgsgs of Health Plans Survey
(CAHPS®), Mental Health Statistical Improvement ProjectH{$1P) and Youth Services
Survey for Families (YSSF) measures.

Goal D.2: Model program design to promote improvecdhealth delivery.
Objectives:
1. Explore the feasibility of implementing managedecplan pay for performance
contracting.
2. Develop a mechanism to identify and promote bemsttjmes.
3. Develop a quality program for the HCBS waiver peogs.
4. Increase provider participation in the Pre-Admissgzreening and Resident Review
(PASRR) algorithm process.

Goal D.3: Furnish information about the quality of care and general client satisfaction so
that clients may make informed choices about the ca they receive.
Objectives:

1. Produce managed care plan Report Card and setichewdy eligible clients.

2. Develop routine QI activity management reporting.
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3. Improve the format and type of information on thepBrtment's web site regarding
quality of care and client satisfaction.
4. Post QI activity results on QI web pages.

Goal E: The Department will value its personnel though effective recruitment, hiring,
training and retention. The Department will allocae its staff and resources in ways to
ensure that it addresses the organization’s priories.
Objectives:
1. Increase QI Section staff knowledge of quality assent and performance improvement
methodologies by participating in educational pemgs while staying within budget.
2. Participate in Department sponsored employee trgini
3. Fill open QI Section positions with qualified staf soon as possible after notification of
an opening.
4. Utilize the Web to investigate and incorporate ioy@ments to practices and to this
Strategy.
5. Increase QI Section staff knowledge of Medicaidrbsting other Sections to present at
QI Section meetings.
Promote cross-functional interaction within the tRecwhenever possible.
Empower QI staff to fulfill their responsibilitieBy training staff about the following
topics: Medicaid, the role of the QI Section; sjleegulations and statutes; applicable
contracts and contractors and Department and Divisiandards and expectations.
8. Train other Department Sections about QI functamd the outcomes.

~N o

Goal F: The Department will respond appropriately and effectively to changing
requirements with the federal government, such ashe Deficit Reduction Act, while
considering client needs and State budgeting conces.

Objectives:

1. Improve the Technical Report content to align naearly existing quality activities into
the Centers for Medicare and Medicaid Services (LCbéBegories of quality outcomes,
access to care and services and timeliness ohoarservices.

Participate in CMS sponsored educational meetirgswoffered.
Design and implement a HCBS quality improvemengpaon.

w N

Purpose, Structure and Authority

A. Purpose of the Quality Strategy

This Quality Strategy provides a framework for dmgoing assessment and improvement of
the quality, access to and timeliness of care andices provided to Medicaid clients. This

framework will guide the state Medicaid agencytestagencies providing and coordinating

services to Medicaid clients, the participating aged care organizations (MCOs) and

prepaid inpatient health plans (PIHPs), and th&gyaating providers, clients, advocates and
stakeholders in conducting and contributing to itpahssessment and performance
improvement activities for Medicaid clients.
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Attachments A through G of this Strategy addressitdtims CMS requires in the Quality
Strategy.

B. Structure of the Quality Strategy
Sections I through VIII of this Strategy provideergeral information about the quality
improvement program for the Colorado Medicaid Heplans and HCBS waiver programs.
Attachment H contains a glossary of terms usedhis Quality Strategy. Specific
information about the quality program for healtlnd and waiver programs is contained in
Attachments A through I.

The primary organization that supports this Qualgrategy is the QI Section of the
Department. The QI Section is part of the DepantteeHealth Benefits Division of the
Medical Assistance Office.

This Quality Strategy is supported secondarily theorelated program and policy Sections
and Divisions of the Department, including the Mge Care Benefits (MCB) Section, the
Community Based Long Term Care (CBLTC) Section,Itliermation Services Section, the
Data Section, and the Acute Care Benefits Section.

Stakeholder committees and councils, such as thdidsliel Advisory Council for Persons

with Disabilities (MAC-D), the Primary Care Physiai Program (PCPP) meeting, the
Managed Care Advisory Council, the State Medicakigtance and Services Advisory
Council, the Behavioral Health Quality Improvemeé@wmmittee (BQuIC), the Medicaid

Community Mental Health Services Program Advisogntnittee and the Managed Care
Quality Improvement Committee (MQuIC) provide inpstipport, and advice regarding the
Quality Strategy and quality activities.

Organizations outside of the Department, such @tilorado Department of Public Health
and Environment (DPHE), Colorado Department of Hontervices (DHS), and the
Colorado Coalition of Health Care Networks alsovte input, support and advice on the
Quality Strategy and quality activities.

C. Authority for the Quality Strategy
As the single state agency responsible for admatish of the state Medicaid program, the
Department has the authority to require its combrac meet state and federal quality
regulations. In 1997, the Balanced Budget Act rasedl that states ensure the delivery of
quality health care by all Medicaid health plarSection 1932(c)(l) of the Social Security
Act, 42 Code of Federal Regulations (CFR) 438.2@yuires the Department to implement a
guality assessment and improvement strategy forMbdicaid managed care population.
This regulation sets forth specifications for quadissessment and performance improvement
strategies that the Department must develop. db astablishes standards that the
Department and MCOs/PIHPs must meet. Appendix HhefHCBS waiver application
defines the minimum requirements to meet CMS waassurances articulated in 42 CFR
Sections 441.301 and 302.
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Section 26-4-116, C.R.S. (2005), (Section 25.5-5:40R.S, effective July 1, 2006) requires
the Department to measure quality pursuant to eéfaniteria and authorizes the Department
to promulgate rules and regulations to clarify addinister quality measurements.

State regulations at 10 CCR 2505-10, Section 8r@@fires managed care entities and all
providers to comply with Department efforts to moni performance to determine
compliance with state and federal requirementstraots or Provider agreements, Medicaid
service provision and billing procedures, and/odidaid Bulletins and Provider Manuals.

IV. Scope of Quality Strategy
The scope of this Quality Strategy includes:

A.

B.

C.

D.

Quality assessment and performance improvementitegi for long term care services

provided under HCBS waiver programs. These program listed in Attachment I.

MCO and PIHP delivery of health care and serviessjefined by contract (see Attachment
A) and regulation.

Quality assessment and performance improvementeguves and standards for MCOs,
PIHPs and HCBS waiver providers

Quality assessment and performance improvemenalfcacute care services provided by
Medicaid Participating Providers.

Roles and Responsibilities
A.

The Department is responsible for determining the standards @odirements that define
the quality assessment and performance improveptegtam. This responsibility includes
the following components:

1. Authoring a Strategy for assessing and improvirgy dhality of managed care services
offered by all MCOs and PIHPs. (42 C.F.R. 438.2p2(2

2. Obtaining input from clients and other stakeholdarthe development of this Strategy
and making the Strategy available for public comimesfore adopting it in final form.
(42 C.F.R. 438.202(b))

3. Assuring that MCOs and PIHPs comply with standaedsablished by the State,
consistent with 42 C.F.R 438. Subpart D, Qualitysé&ssment and Performance
Improvement. (42 C.F.R. 438.202(c))

4. Assuring that there is an adequate quality assafgunality improvement program
regarding the six assurances mandated by CMS f@d31®aiver programs (42 C.F.R.
Section 441.302; 42 C.F.R. Section 441.303; Sta¢eliddid Manual (SMM) 4442 .4;
SMM 4442.9).

5. Conducting reviews to evaluate the effectivenesshef Strategy and updating the
Strategy as a result of these reviews, as negddC.F.R. 438.202(d))
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6. Providing qualified staff, consistent with the $taif Colorado’s hiring guidelines, to
manage and direct quality improvement activities.

7. Submitting the following to the CMS: (42 C.F.R. 43&2(e))
a) A copy of the initial Strategy and a copy of theised Strategy whenever significant
changes are made.
b) Reports on the implementation and effectivenesbeoftrategy.

8. Evaluating this Strategy consistent with Sectiotl \Quality Strategy Evaluation.

9. Overseeing the DHS, Division for Developmental bisaes (DDD) and Division of
Child Welfare (DCW) quality program for HCBS waivgrograms.

. Other state agenciessuch as DHS, are responsible for providing irgnd participation as
required in quality assessment and performanceowepnent activities related to programs
defined in this Strategy. The DHS-DDD is respolesibr the development, implementation,
and ongoing direction of the quality program fog tbllowing three HCBS waivers: Waiver
for Persons Developmentally Disabled, SupportedngiServices Waiver, and Children’s
Extensive Support (CES) Waiver. The Children’s Hiabive Residential Program Waiver
is managed by the DHS-DCW.

. Contractedmanaged care providersare responsible for adhering to contract requirgme
and to federal managed care regulations.

. Waiver program providers are responsible for participating in quality impeovent
activities as described in this Strategy and irffatiregulations.

. Clients, advocates and other stakeholderare responsible for reviewing and commenting
on this Strategy, providing feedback regardingdéue and services received, providing input
to the methods used to assess and improve carseawdes, and complying with agreed
upon care plans as applicable.

. Medicaid participating providers are responsible for participating in quality assesnt
and improvement activities described in this Qyeditrategy.

. CMS is responsible for determining applicable regolagj providing assistance with
regulation interpretation, and periodically reviagiactual practice for compliance with
regulations.

2007 Quality Strategy
Page 8 of 85
2-6-07



VI. Quality Processes and Activities
Standard health care quality assessment and penficemimprovement processes and tools are
used to improve care and services to Medicaid tsieMational performance measures are used
as listed in Attachment C. Quality improvementirs ongoing cycle of measurement, change
and information sharing. The general process tsetasure and improve performance is:

Collect relevant data

Assess data against standards, norms or expestation
Determine what to improve

Determine how to improve a selected aspect of @aservice
Test to see if the improvements work as intended

Repeat steps 1 — 5 until improvement is achieved
Implement necessary changes as a permanent process

NookwNE

A. Managed Care Activities

The external quality review assesses and validates MCO and PIHP performance
improvement projects and performance measures sa@scribed in Attachment D. The
External Quality Review Organization (EQRO) prodsia@ annual Technical Report, which
details and assesses the MCOs’ and PIHPs’ qudlitaie and services, timeliness of care
and services, compliance with regulations and tmgract, and access to care and services.

Focused studiesare conducted by each physical health plan eaeh y&he goal of the
focused studies is to measure and improve an aspeate or service affecting a significant
number of physical health plan members. The MQig@rmines focused study topics. The
Department’s contracted EQRO assists in definirggdtudy and then compiles the results
and creates a study report with input from the mayshealth plans. An agreed upon
managed carmtervention to improve an aspect of care is then implemented.

Behavioral health clinicaperformance measurementis conducted by each behavioral
health PIHP. The CCAR is the tool used to mea&uretional outcomes of care and results
compared for all programs. The work plan for perfance measurement is contained in
Attachment I.

Physical health clinicgberformance measurementis conducted by each MCO and PIHP,
the Primary Care Physician Program and the FeeSEorice Program on an annual basis.
HEDIS® measures are used for this performance measuremndntesults compared for all
programs. The work plan for performance measurémaontained in Attachment 1.

Performance improvement projectsare undertaken by each MCO and PIHP. The focus of
performance improvement projects is dependent enrésults of the measurement and
assessments listed in this Strategy and othersassess that may be conducted by the MCO
and PIHP (Contract Section I1.1.2.K).

Performance profiling is conducted for all members of the PCPP. Pedona profiling
consists of creation of reports showing a physisidor all clients assigned to a physician)
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performance on a current clinical issue. Wheniagbple, the profiles include client contact
information so that a physician office can contaents as necessary. Recent performance
profiles have addressed the frequency of emergemmoym visits, compliance with
recommended health screenings and annual healihsexa

Client satisfaction with services and providersniseasuredfor all MCOs, PIHPs, the PCPP
and the Fee-For-Service Program.

Credentialing is performed on all PCPP members. Credentiatriye process of verifying
a physician’s education, training and licensurenc®credentialed for the PCPP, members
are re-credentialed every three years.

Quality Compliance Reporting is done by the MCOs and PIHPs on a routine basis a
indicated in the QI Activity Schedule, Section Mihformation and Reporting, page 12, QST
Reporting. Managed care health plans report datameiwork adequacy, enrollment and
disenrollment trends, grievances and appeals ameyncollected from third party carriers.
Behavioral health plans report on network adequacgess to services, grievances and
appeals, benefit limit utilization and money cotést from third party carriers.

Quality Compliance Reports are reviewed by Ghality Strategy Team comprised of QI
and MCB Section staff. The review focuses on it@msssues requiring follow-up by the
MCO/PIHP. Whenever questions arise, the MCO/PIsiBsked for additional information
and further action if necessary.

The MCOs and PIHPs subngjtiality improvement plansto the Department each year. The
plans identify current and anticipated quality asseent and performance improvement
activities and integrate findings and opportunif@simprovement identified by performance
measure data, member satisfaction surveys, perfmenanprovement projects and other
monitoring and quality activities. These plans subject to the Department’s approval. The
MCOs and PIHPs also subnannual quality improvement reports summarizing actual
performance, improvement opportunities and accahpients from the previous year.

The schedule of quality assessment and improvement activitgedisted in Section VII,
Information and Reporting, page 13.

Site reviewsassess MCO and PIHP compliance with state andaedegulations, as well as
contract provisions, and are conducted by Departrgeality improvement and managed
care benefits staff. Site reviews consist of salvactivities: submission and review of
documents, a two- to three-day visit of the MCO/PlHdministrative offices, interviews
with key MCO/PIHP personnel, identification of ase@eeding correction and follow-up to
assure the necessary corrections are completed.

. HCBS Waiver Program Activities

The CMS regulations at 42 C.F.R. 441 Section 308 Appendix H of the waiver
application set forth requirements that must bet mdr a waiver program’'s Quality
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Management Strategy. These requirements includéersents the Department must
“satisfactorily assure” CMS are met in order for ENb grant a waiver. These requirements
are called assurances. The assurances and thgiesctindertaken by the Department to
meet these assurances are discussed in Attachment |

The mechanisms used by the Department to meetaassuD, the assurance regarding
continuous monitoring of the health and welfarenaiver clients, are under development.
With the finalization of this Quality Strategy, tBepartment will implement these activities
and processes discussed here and in Attachmeusihg the process listed at the beginning
of this Section, the Department will begin quaéitivities based on the priority list.

Priority will be based on care and services that ar
* high risk to clients or the Department
» provided with high frequency or volume
* high cost
» potential health, safety or risk issues

Stakeholder input is obtained to determine improaeinpriorities. Stakeholders include
consumers, advocates, providers, contract adnatoss, and researchers, as each of these
individuals provide valuable insights to the entjteality improvement process.

Ongoing reviews by Single Entry Point (SEP) agenaeconsist of reviews of the SEP
agency case management functions. These funciddudie gathering client information and
making community referrals, completing intake/soieg, assessing potential clients,
developing care plans, providing ongoing case mamagt, monitoring service provisions,
conducting re-assessments, and developing resdorcel&ents needing services.

The annuaDepartment SEP agency site reviews an on-site certification visit that includes
an administrative review, a record review, techinéssistance and an exit interview. This
review is based on six focus areas in accordantb wequirements set forth in the
Department’s rules and in the contract betweerbDéygartment and the SEP agency. The six
focus areas are as follows:

1. The quality of the services provided by thereny;

2. The SEP agency's compliance with program reqpaings, including compliance with case
management standards adopted by the Department;

3. The SEP agency's performance of administrétinetions, including reasonable costs per
client, timely reporting, managing programs in asensolidated unit, on-site visits to
clients, community coordination and outreach, di@htmonitoring;

4. Whether targeted populations are being idedtiind served;

5. Financial accountability, and

6. The maintenance of qualified personnel to perfine contracted duties.

SEP agency designation application processonsists of an annual review of the SEP
agency’s accomplishments and best practices, awewof the organizational structure that
includes a review of the staffing, hiring, and stafnover, a review of the case management
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VII.

processes, a record review which includes a bremkdaf populations served by waiver
population, and compliance issues.

SEP Agency Monitoringmeans real time monitoring by the Department of 8§&hcy case
management activities to include timeliness of cmed stay reviews, plans of care, and
case management notes to ensure compliance witltelgngs set forth in the waiver
application.

Client satisfaction toolmeans a survey sent out by the Department, deggnated agent,
at least annually to determine the level of clgatisfaction with the services provided by the
SEP agency. The data gathered from this tool rsidered when determining the SEP
agency’s quality assurance and resource developefénts. Survey results will also be
incorporated into the Department’s HCBS QI actagti

Provider Application Approval means the application process by which a provider i
approved to become a certified Colorado Medicalsdasce Program service provider.

Department of Public Health and Environment Occurrence Reporting Systemcollects
and disseminates information regarding sentinelnesveand client complaints. This
information is then analyzed by the Department &itidbe used in the Department’'s HCBS
QI activities.

Information and Reporting

Available data is the driver of the Department’'salgy assessment and performance
improvement activities. The principal data souregailable for each component of this
Quality Strategy are listed on the following page.
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Quality Improvement Data Sources

PROGRAM DATA SOURCE REPORTING
FREQUENCY

Physical Health Selected HEDIS Annually
Physical Health CAHPS Annually
Physical Health Claims and encounter data* Ongoing
Physical Health Site review findings Annually
Physical Health Compliance Monitoring findings Qealy
Physical Health Ombuds Report* Monthly]
Physical Health Quality Improvement Plans Annually
Physical Health Quality Improvement Annual Report nnaally
Behavioral Health | MHSIP Annually
Behavioral Health | Claims and encounter data* Orgoin
Behavioral Health | YSSF Annually
Behavioral Health | CCAR Annually
Behavioral Health | Site review findings Annually
Behavioral Health | Compliance Monitoring findings aerly
Behavioral Health | Ombuds Report* Monthly]
Behavioral Health | Quality Improvement Plans Annyal
Behavioral Health | Quality Improvement Annual Report Annually
Waiver Programs | Benefits Utilization System (BUS)* Ongoing
Waiver Programs | Claims data Ongoing
Waiver Programs | Site review findings Annually
Waiver Programs | Client feedback and input Annually
Waiver Programs | Client complaints Ongoing

*These data sources are not used as discreet aatzes but are used by the Department in
conjunction with other listed data.

The following table shows the QI Activities unddwa and the State Fiscal Year quarters in
which the activities are performed.
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QI Activity Schedule

S=Topic/Measure Selection = D=Data AcquisitioA=Assessment
R=Reporting to plans/providers R=reporting to CMS

FYO7 FYO7 FYO7 FYO7 FY08 FY08 FY08 FY08 FY09 FY08 FY08 FY08

QI AcTiviTy Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Site reviews S D, A D, A R A S D, A D,A R |A S D, A D, A RI|A
R R
Clinical Performance R,R S,RR D D, A R,R S,RR D D, A R,R S,RR D D, A
Measurement
Satisfaction S D D, AR S D D, AR S D D, AR
measurement
Performance S,D,A | A S,D,R | R S,D,A | A S,D,R | R S,D,A | A S,D,R|R
Improvement Plan (PIP)
Validation
Focused Studies R S D D,AR | R S D D,AR | R S D D, AR
Encounter data D D D D D D D D D D D D
QST Reporting D,A RID,AR | DAAR| DAAR| DA/R/D,AAR |DAR| DDAAR| DAR/|D,AR |D,AR| D,AR
R R R
QI Intervention S A R S A R S A R
PCPP Performance R R R R R R R R R R R R
Profiling
PCPP Credentialing D, A R D, A R D, A R
QI Plans/reports R R R
Technical Report RR D D, A A R,R D D, A A R,R D D, A A
QI Strategy Evaluation D, AR, D, A R, D, A R,
R R R
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Vill.  Quality Strategy Evaluation
This Strategy and any referenced policies and piwes will be evaluated on an annual basis.
The evaluation will take into account the following
» Compliance with federal and state regulations antbpols
» Effectiveness of the Strategy in achieving its jog
* Pertinence to current program issues
* Relevance with current practices
» Budgetary considerations
* Quality assessment findings

This Quality Strategy and policies and procedurdshe revised as necessary, as result of the
annual evaluation.

Annual reports to CMS regarding the implementatma effectiveness of this Strategy will be
completed according to the QI Activity Schedule.

2007 Quality Strategy
Page 15 of 85
2-6-07



Attachment A. — Contract Provisions

42 C.F.R. Section 438.204 Elements of State quality strategies.

At a minimum, State strategies must include tHeviahg:

(@) The MCO and PIHP contract provisions that inoorate the standards
specified in this subpart (D).

Following is a list of contract sections applicatiehe standards contained in 42 C.F.R. Subpart
D:

Physical Health Behavioral Health
Standard Regulation Contract Provision Contract Provision
Access to care
Availability to Section Il. D. Covered Section II.F
Services (42 C.F.R.| Services Service Delivery - Access
438.206)
Section Il. E. Service
Delivery —Access
Section II.C. Enroliment and
Disenrollment
Assurance of Section II.D. Covered Section II.F.
Adequate Capacity | Services Service Delivery - Access

and Services (42
C.F.R. 438.207)

Section II.E. Service

Delivery
Section Il.H.
Subcontracts
Section II.F.
Member Issues
Coordination and Section Il.E. Section II.F.
Continuity of Care | Service Delivery — Service Delivery - Access
(42.C.F.R. 438.208)| Coordination and Continuity
of Care
Coverage and Section II.D Covered Section Il.E.
Authorization of Services Covered Services
Services (42 C.F.R.
438.210)
Section II.C. Section 11.G. Member
Enroliment and Issues
Disenrollment
Section II.H. Section I1.J
Subcontracts Compliance and
Monitoring
Structure and Provider Selection Section I.G. Section I1.C
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Physical Health

Behavioral Health

Standard Regulation Contract Provision Contract Provision
operations (42. C.F.R. 438.214) Provider Issues Subcontracts
Section II.H. Section II.D.
Subcontracts Enrollment and
Disenrollment
Section II.F. Section II.G.
Member Issues Member Issues
Section II.H.
Provider Issues
Enrollee Information Section II.F. Section II.G.
(42 C.F.R. 438.218)| Member Issues Member Issues
Confidentiality (42 | Section Il.E Section II.G.
C.F.R. 438.224) Service Delivery- Access | Member Issues
Section IL.I.
Compliance Issues
Enroliment and Section II.C. Section II.D.
Disenrollment (42 | Enrollment and Enrollment and
C.F.R. 438. 226) Disenrollment Disenrollment
Grievance Systems| Section II.F. Section II.G.
(42 C.F.R. 438. 228) Member Issues Member Issues
Subcontractual Contract Section I1.H. Section II.C
Relationships and | Subcontracts Subcontracts
Delegation (42
C.F.R. 438. 230)
Quality Practice Guidelines | Section I1.J. Section Il.1.
measurement (42 C.F.R. 438. 236) Quality Assessment and Quality Assessment and
and Performance Improvement | Performance Improvement
improvement

Quality Assessment
and Performance
Improvement
Projects (42 C.F.R.
438. 240)

Section I1.J.
Quality Assessment and
Performance Improvement

Section IL.I.
Quality Assessment and
Performance Improvement

Health Information
Systems (42 C.F.R.
438. 242)

Section Il.1.
Compliance and Monitoring

Section IL.I.
Quality Assessment and
Performance Improvement

Section 11.J. Quality
Assessment and Performan

Improvement

ce
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Attachment B. — Policies and Procedures

42 C.F.R. Section 438.204 Elements of State quality strategies.
At a minimum, State strategies must include tHeviahg:
(b) Procedures that--
(1) Assess the quality and appropriateness of eak services furnished to
all Medicaid enrollees under the MCO and PIHP cawts, and to
individuals with special health care needs (seegsatf through 43) .

(2) Identify the race, ethnicity, and primary larage spoken of each
Medicaid enrollee. States must provide this infdromato the MCO and

PIHP for each Medicaid enrollee at the time of diment.

Client race, ethnicity and primary language spolsrcaptured in the eligibility
system at the time of eligibility determination.hi3 information is reported to the
MCOs and BHOs via the ANSI X12N 834 Enrollment imf@tion transaction.

(3) Regularly monitor and evaluate the MCO an#ilPlcompliance with the
standards (see pages 44 through 46 ).
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IX. Colorado Department of Health Care Policy and
~ Financing DATE: 09-12-05
Quality Improvement Section DATE REVISED: 11-13-06
_ | SECTION
A. Policy & Procedure for Performance Improvement éuts | MANAGER
(PIPs) APPROVAL
K. Brookler

Purpose

To provide direction to Medicaid Managed Care Orgations (MCOs) and Behavioral Health
Organizations (BHOs) regarding implementation afétenance Improvement Projects (PIPS).

PIPs are the method health plans use to improve @armember services. PIPs provide a

structured approach to measuring performance, imgieing change to improve performance,

and measuring the resulting outcomes. In genetlanges that lead to favorable sustained
results become permanent standards, practicespoegures. Changes that are not successful
should be revised and remeasured so that improvsrassmmade.

MCO/BHO requirements under the Code of Federal Reigus (42 CFR 423.240) state that
PIPs be designed to achieve significant improvemsuastained over time, in clinical and
nonclinical areas that are expected to have a &ereffect on health outcomes and/or member
satisfaction.

Two documents produced by the Centers for Medi&alkedicaid Services (CMS) serve as PIP
resources: Conducting Performance Improvement Projects, A d¢tok for Use in Conducting
Medicaid External Quality Review ActivitieEinal Protocol, Version 1.0, May 1, 2002 and
Validating Performance Improvement Projects, A Beot for Use in Conducting Medicaid
External Quality Review Activitie§inal Protocol, Version 1.0, May 1, 2002. Thdseuments
provide protocols to conduct and validate PIPse piotocols prescribe ten steps that should be
taken in order to conduct a valid and reliable PIP.

Policy:

1. Each MCO/BHO will have at least two PIPs in proceash year. These may be in
varying stages of initiation, implementation, omesasurement using the Centers for
Medicare & Medicaid Services protocol (http://wwwms hhs.gov/MedicaidSCHIP
QualPrac/).

2. The EQRO will validate the PIPs using the CM&ilidating Performance Improvement
Projectsprotocol as a guide. Validation will consist wfdt validation activities from the
validation protocol: Activity 1 (Assess the Studgthodology) and Activity 3 (Evaluate
Overall Validity and Reliability). Validation protol Activity 2 (Verify Study Findings),
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is not currently required by CMS or the Departmevalidation will occur in three steps:
preliminary evaluation, resubmission and re-reviamd final scoring.

3. PIP topics must be approved in advance by the Depat according to the timeframes
in Appendix A.

4. Within a period of two state fiscal years, at least PIP will focus on a clinical area and
at least one will focus on a nonclinical area.

a. Clinical PIPs and nonclinical PIPs: In most casebaseline measurement and
intervention will be completed by the end of thestfiyear; at least two
remeasurements and the data analysis will be coedbley the end of the second
year.

b. Focused Studies (for physical health plans only)Fécused Study may be
utilized as a PIP. A PIP differs from a Focusedad$tbecause a PIP must include
a study question, intervention(s) and remeasurgsjent

Procedure:

1.

For new PIP studies, the plans will submit thet fiosir steps using the validation protocol to
the EQRO according to the timeframe in Appendix A.

The EQRO will review the submitted documentatiod @rnovide input to the plan as to the
appropriateness of the submitted documentationrdowpto the timeframe in Appendix A.

Plans will submit &1P Summary ForntAppendix B) to the EQRO each year for each PIP in
process. The timeframes in Appendix A of this @pprovide submission due dates.

The EQRO will provide a preliminary validation repdor each PIP. The preliminary
validation reflects the validation score that vl given when the final reports are produced.
Refer to Appendix C for the PIP scoring methodology

PIPs receiving a preliminary validation score oftl2dy Met or Not Met can be resubmitted
with additional or revised information prior to thieal report. If this option is chosen, the
EQRO will re-validate the PIP with the newest imhation.

Plans will receive a final written report from tBQRO regarding the PIP validation process.
A follow-up telephone call will also be conducteddiscuss the report, if requested by the
plan.

Plans are required to take action and provide deotamtion for any evaluation element
receiving a score oPartially Met or Not Met The action may include resubmission of
additional PIP documentation prior to the final sog. Future annual PIP submissions
should include information to achieveéviet Status.
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8. Reporting Requirements

a. Include a summary of the PIP validation resuitshe Annual External Quality
Review Technical Report submitted to the Department

b. Include the planned continuation of the PIPgHernext fiscal year in the Annual
External Quality Review Technical Report submittedhe Department.
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Appendix A: Activity Timeline for Physical Health Plans 2007
Aug Sept Oct Nov Dec Jan Feb Mar Aprii  May June July Aug Sept

PIP Tasks 2006 2006 2006 2006 2006 2007 2007 2007 2007 2007 2007 2007 2007 2007

Conduct PIP

Advance Training #8/3/06

Notify MCOs of
PIP Submission 49/18/06

PIPs Submitted to 410/16/06
HSAG

Validation of PIPs —

Resubmission
Process

F'N
v

Report of
Findings —

Final PIP Reports 43/9/07
Due

EQRO Technical
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Appendix A: Activity Timeline for Behavioral Health Plans 2007
Aug Sept Oct Nov Dec Jan Feb Mar  April May June July Aug Sept

HIERESS 2006 2006 2006 2006 2006 2007 2007 2007 2007 2007 2007 2007 2007 2007

Conduct PIP

Advance Training #8/3/06

Notify BHOs of 41/29/07
PIP Submission

PIPs Submitted to 42/26/07
HSAG

Validation of PIPs e

Resubmission PR BN
Process

Report of
Findings —

Final PIP Reports

Due 45/11/07

EQRO Technical
Report ‘6 29/07
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Appendix B: PIP Summary Form 2007

DEMOGRAPHIC INFORMATION

Plan Name or ID: <Full Plan Name>

Study Leader Name:; Title:
Telephone Number: E-Mail Address:
Name of Project/Study: <PIP Topic>
Type of Study: [] Clinical [ Nonclinical
Number of Medicaid Consumers Section to be completed by HSAG
~ Year 1 Validation__ Initial Submission  Resubmission
Number of Medicaid Consumers in Study
~ Year 2 Validation_____ Initial Submission  Resubmission
Year 3 Validation Initial Submission___ Resubmission
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A. Activity 1: Choose the study topic. PIP topics should target improvement in relevant areas of services and reflect the population in
terms of demographic characteristics, prevalence of disease, and the potential consequences (risks) of the disease. Topics may be
derived from utilization data (ICD-9 or CPT coding data related to diagnoses and procedures; NDC codes for medications; HCPC
codes for medications, medical supplies, and medical equipment; adverse events; admissions; readmissions; etc.); grievances and
appeals data; survey data; provider access or appointment availability data; enrollee characteristics data such as
race/ethnicity/language; other fee-for-service data; local or national data related to Medicaid risk populations; etc. The goal of the
project should be to improve processes and outcomes of health care or services in order to have a potentially significant impact on
enrollee health, functional status, or satisfaction. The topic may be specified by the State Medicaid agency or CMS and be based on
input from enrollees. Over time, topics must cover a broad spectrum of key aspects of enrollee care and services, including clinical
and nonclinical areas, and should include all enrolled populations (i.e., certain subsets of enrollees should not be consistently
excluded from studies).

Study topic:
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B. Activity 2: Define the study question(s).
collection, analysis, and interpretation.

Stating the question(s) helps maintain the focus of the PIP and sets the framework for data

Study question:
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C. Activity 3: Select the study indicator(s). A study indicator is a quantitative or qualitative characteristic or variable that reflects a
discrete event (e.g., an older adult has not received an influenza vaccination in the last twelve months), or a status (e.g., a consumer’s
blood pressure is/is not below a specified level) that is to be measured. The selected indicators should track performance or
improvement over time. The indicators should be objective, clearly and unambiguously defined, and based on current clinical knowledge
or health services research.

Study Indicator 1 . Describe the rationale for selection of the study i ndicator:
Numerator .

Denominator .

First Measurement .

Period Dates

Benchmark .

Source of Benchmark .

Baseline Goal .

Study Indicator 2 . Describe the rationale for selection of the study i ndicator:
Numerator .

Denominator .

First Measurement .

Period Dates

Benchmark .

Source of Benchmark .

Baseline Goal .

Study Indicator 3 . Describe the rationale for selection of the study i ndicator:
Numerator .

Denominator .

First Measurement .

Period Dates

Benchmark .

Source of Benchmark .

Baseline Goal .

2007 Quality Strategy
Page 27 of 85
2-6-07




D. Activity 4: Use a representative and generalizab  le study population. The selected topic should represent the entire Medicaid
enrolled population, with system wide measurement and improvement efforts to which the PIP study indicators apply. Once the

population is identified, a decision must be made whether to review data for the entire population or a sample of that population. The
length of a consumer’s enrollment needs to be defined in order to meet the study population criteria.

Study population:
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E. Activity 5: Use sound sampling methods. If sampling is to be used to select consumers of the study, proper sampling techniques are
necessary to provide valid and reliable information on the quality of care provided. The true prevalence or incidence rate for the event in
the population may not be known the first time a topic is studied.

Sample Error and
Measure Confidence Level Sample Size Population

Method for Determining Method

(describe)

Size (describe)

Sampling
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F. Activity 6a: Use valid and reliable data collect

ion procedures.

Data collection must ensure that the data collected on PIP indicators

are valid and reliable. Validity is an indication of the accuracy of the information obtained. Reliability is an indication of the repeatability

or reproducibility of a measurement.

Data Sources

[ ] Hybrid (medical/treatment records and
administrative)

[ ] Medical/Treatment Record Abstraction
Record Type
[ ] Outpatient
[ ]Inpatient
[ ]Other

Other Requirements
[ ] Data collection tool attached
[ ] Data collection instructions attached
[ ] Summary of data collection training
attached

[ ]IRR process and results attached

[ ] Other data

Description of data collection staff (include training,
experience and qualifications):

[ ] Administrative Data
Data Source

[— — p— — p— p— p— —

] Programmed pull from claims/encounters
] Complaint/appeal

] Pharmacy data

] Telephone service data /call center data
] Appointment/access data

] Electronic medical record

] Delegated entity/vendor data
] Other

Other Requirements

[
[

] Data completeness assessment attached
] Coding verification process attached

[ ] Survey Data
Fielding Method

[

P— — p— — p—

] Personal interview

] Mail

] Phone with CATI script
] Phone with IVR

] Internet

] Other

Other Requirements

[
[
[

] Number of waves
] Response rate
] Incentives used
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F. Activity 6b: Determine the data collection cycle

Determine the data analysis cycle.

[

— p— p— — p— — p— p—

] Once a year

] Twice a year

] Once a season

] Once a quarter

] Once a month

] Once a week

] Once a day

] Continuous

] Other (list and describe):

[

— — p— p— p—

] Once a year

] Once a season

] Once a quarter

] Once a month

] Continuous

] Other (list and describe):

F. Activity 6¢c. Data analysis plan and other pertinent methodologic

al features. Complete only if needed.

Estimated percentage degree of administrative data

Supporting documentation:

completeness: percent.
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G. Activity 7a: Include improvement strategies (interventions for improvement as a result of analysis). List chronologically the interventions that
have had the most impact on improving the measure. Describe only the interventions and provide quantitative details whenever possible (e.qg.,
“Hired four customer service representatives” as opposed to “Hired customer service representatives”). Do not include intervention planning
activities.

Date Implemented Check if I ER T NeriE arventions Addre
(MMYY) Ongoing - i
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G. Activity 7b: Implement intervention and improvem ent strategies. Real, sustained improvements in care result from a continuous cycle of
measuring and analyzing performance, and developing and implementing systemwide improvements in care. Describe interventions designed
to change behavior at an institutional, practitioner, or beneficiary level.

Describe interventions:

Baseline to Remeasurement 1;

Remeasurement 1 to Remeasurement 2:

Remeasurement 2 to Remeasurement 3:
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H. Activity 8a. Data analysis: Describe the data analysis process in accordance with the analysis plan and any ad hoc analysis done on the
selected clinical or nonclinical study indicators. Include the statistical analysis techniques used and p values.

Data analysis process:

Baseline Measurement:

Baseline to Remeasurement 1:

Remeasurement 1 to Remeasurement 2:

Remeasurement 2 to Remeasurement 3:
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H. Activity 8b. Interpretation of study results:  Describe the results of the statistical analysis, interpret the findings, discuss the successfulness of
the study, and indicate follow-up activities. Also, identify any factors that could influence the measurement or validity of the findings.

Interpretation of study results:  (Address factors that threaten internal or external validity of the findings for each measurement period.)

Baseline Measurement:

Baseline to Remeasurement 1;

Remeasurement 1 to Remeasurement 2:

Remeasurement 2 to Remeasurement 3:
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‘ I. Activity 9: Report improvement.  Describe any meaningful change in performance observed during baseline measurement that was demonstrated.

' Quantifiable Measure No. 1:

Time Period Baseline Project
Measurement Indicator

Covers Measurement

Industry
Numerator Denominator Benchmark

Rate or Results

Baseline:

Statistical Test and Significance*
Test statistic and p-value

Remeasurement 1

Remeasurement 2

Remeasurement 3

Remeasurement 4

Remeasurement 5

Quantifiable Measure No. 2:
Time Period Baseline Project
Measurement Indicator

Industry

Numerator Denominator Rate or Results Benchmark

Statistical Test and Significance*
Test statistic and p-value

Covers Measurement
Baseline:

Remeasurement 1

Remeasurement 2

Remeasurement 3

Remeasurement 4

Remeasurement 5

Quantifiable Measure No. 3:
Time Period Baseline Project
Measurement Indicator

Industry

Numerator Denominator Rate or Results Benchmark

Statistical Test and Significance*

Covers Measurement
Baseline:

Test statistic and p-value

Remeasurement 1

Remeasurement 2

Remeasurement 3

Remeasurement 4

Remeasurement 5

* Specify the test, p value, and specific measurements (e.g., baseline to Remeasurement 1, Remeasurement #1 to Remeasurement 2, etc., or

baseline to final remeasurement) included in the calculations.
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J. Activity 10: Describe sustained improvement. Describe any demonstrated improvement through repeated measurements over comparable
time periods. Discuss any random year-to-year variation, population changes, sampling error, or statistically significant declines that may have
occurred during the remeasurement process

Sustained improvement:
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Appendix C. Scoring Methodology

Validating PIPs involves a review of the followid@ activities:

Activity 1. Appropriate Study Topic

Activity 2. Clearly Defined, Answerable Study Qties

Activity 3. Clearly Defined Study Indicator(s)

Activity 4. Use a Representative and Generaliz&blely Population
Activity 5. Valid Sampling Techniques (If Samplimgas Used)
Activity 6. Accurate/Complete Data Collection

Activity 7. Appropriate Improvement Strategies

Activity 8. Sufficient Data Analysis and Interpagibn

Activity 9. Real Improvement Achieved

Activity 10. Sustained Improvement Achieved

All PIPs are scored as follows:
Met (1)  Allcritical elements werd/et,
and
(2) 80 percent to 100 percent of all critical am@hcritical elements were
Met No action required.
Partially Met (1) All critical elements werblet,
and 60 percent to 79 percent of all critical andaritical elements
wereMet,
or
(2) One critical element or more wRartially Met Requires revision and
resubmission of the PIP.
Not Met (1)  Allcritical elements werd/et,
and <60 percent of all critical and noncriticalrents weréviet,
or
(2) One critical element or more wisst Met Requires revision and
resubmission of the PIP.
N/A N/A elements (including critical elements if they wearet assessed) were
removed from all scoring.
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B. PIP Scores

Each activity is reviewed and scored according t8AB’s validation methodology. The
following table displays the scores for each revastivity and becomes a component of the final
PIP validation report.

Table C-1—FY 06-07 Performance Improvement Project Scores

for <PIP Topic>
for <Full Name>

Total
Possible
Evaluation Total
Elements Total Total Critical Total Total
(Including Total Total Possible Critical | Elements | Critical Critical
Critical Total |Partially |  Not Total Critical | Elements | Partially  Elements  Elements
Review Activity Elements) | Met Met Met N/A | Elements Met Met Not Met N/A
1. Appropriate Study Topic 6 1
Clearly Defined,
Answerable Study 2 1
Question
3. Clearly Defined Study 7 3
Indicator(s)
4. Use a Representative and
Generalizable Study 3 2
Population
5. Valid Sampling 6 1
Techniques
6. Accurate/Complete Data
- 11 1
Collection
7. Appropriate Improvement i
Strategies 4 No Critical Elements
8. Sufficient Data Analysis 9 2
and Interpretation
9. Rea_l Improvement 4 No Critical Elements
Achieved
10. Sustained Improvement "
Achieved 1 No Critical Elements
Totals for All Activities 53 11
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Table C-2—FY 06-07 Performance Improvement Project Overall Score

for <PIP Topic>
for <Full Name>

Percentage Score of Evaluation Elements Met* %0*
Percentage Score of Critical Elements Met** %**
Validation Status*** <Met/Partially Met/Not Met>***

* The percentage score is calculated by dividing the total Met by the sum of the total Met, Partially Met, and Not
Met.
**The percentage score of critical elements Met is calculated by dividing the total critical elements Met by the
sum of the critical elements Met, Partially Met, and Not Met.
***Met equals confidence/high confidence that the PIP was valid.
Partially Met equals low confidence that the PIP was valid.
Not Met equals reported PIP results that were not valid.
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HEALTH CARE POLICY AND FINANCING Origination Date: 4/99

Quality Improvement Section Revised Date: 4/99, 2/01, 3/02, 1/03
12/06
Policy and Procedure Approved by:

K. Brookler, QI Manager

HEDIS® Measure Selection

PURPOSE

To select Healthplan Employer Data and Informatat (HEDIS) measures annually to be
calculated by each Managed Care Organization (M@&gjth plan Prepaid Inpatient Health
Plan (PIHP) and by the External Quality Review Qigation (EQRO) for those clients in the
Primary Care Physician Program (PCPP) and the Be&é€rvice program.

AUTHORITY

HEDIS® measures, developed by the National Committe®fality Assurance (NCQA), are
used to measure the effectiveness of care delingrdabalth plans. Managed care Contractors
and the Department (for the PCPP and Fee-for-Sempapulations) must comply with 42
C.F.R. Section 438.240(c) which states that ea@m phust measure and report on its
performance using standard measures.

Health plans that hold Medicaid contracts providput into the selection of the measures,
recognizing that areas of identified weakness retjuire quality improvement activities. The
measures selected should be consistent with théty8&ategy, relevant to the plan members
and of value in improving the quality of healtheaelivered to Medicaid clients.

PROCEDURE

A. Obtain the current list of Medicaid HEDiSneasures from NCQA's web siteyw.ncga.org
If the funds are available, consider ordering aentrcopy of the measure specifications.

B. Distribute a listing of the published HEDISneasures to the Medical Quality Improvement
Committee (MQuIC) and any other interested parii@dicating which measures have been used
in recent years.

C. Obtain input from the interested groups. Taeedaine the quality and quantity of measures to
be calculated, the following should be taken irdocoant:

1. The interests of the Department;
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2. Contractual requirements;

3. Previously identified areas of measure and “comefaa of consistent measure as
listed in the Quality Strategy;

4. The cost of calculating measures and conductireudlit;
5. Usefulness of data gained from selecting individuaebsures;

6. Measures being requested by external stakeholdersetting the community
standard;

7. The measures plans are wanting to calculate fernat reasons;

8. Quality improvement studies, including Departmaemitiatives, conducted where
HEDIS® results may indicate change in previously measquedity studies;

9. The HEDIS rotation schedule implemented by NCQA for healttanp
accreditation; and

10.Current research and national initiatives on irdlial measures demonstrating
applicability to Medicaid populations.

. Meet with community data partnerships, such asGblrado Business Group on Health
(CBGH) to discuss what measures are being reqbiyeteir organizations for the plans in
their membership. The purpose of doing this iagsess community standard and provide
input into the selection of measures plans thaemawre than one product line are required
to program and calculate.

. Prepare a list of measures being considered inr dodearrow the options to a workable
number (see example attached). The pros and admsitted by all interested parties
should be discussed at the designated MQuIC meeting

. The measures should be finalized after considemwgryone's input to facilitate

programming and calculation of measures by thesplaWhen the measures are finalized,
an official Department notification will be sent tach of the Quality Improvement

managers at the contracted plans and to the EQRiCatmg which measures have been
selected.

. Clarify with all participants that calculated HESI1Sneasures are to be audited by a
certified HEDIS auditor. The date for audited data to be subuhittethe Department is
June 15 of every year, unless other arrangemewésbeen made. It is required in contract
that all plans submit data in accordance with NCEpAcifications.
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H. Upon receipt, the data should be analyzed for temgppurposes. The report format should
be as clear and complete as possible. This reipaitt will be provided to the MCOs and
the EQRO for review and comments are due two wé€bkgalendar days) after receipt of
the data. Comments will be incorporated whereessible.

I.  When comments from external stakholders have bemnporated, the report is distributed
internally for clearance and input. If applicabdesummary report of HEDfSmeasures
comparing all plans will be generated to identifiglaeport trends.

J. Plans are required to analyze their results andrtdpat analysis and opportunities for
intervention in order to improve quality of card?lan responses should conform to the
requirements outlined for Quality Improvement Plans
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Draft 2007 HEDIS measures bolded (most utilization measures onitted

HEDIS® Measure Participants Type Years Comments
used
Children and adolescents’ Admin 02, 05, 06| CHP+ 06
access to primary care Adolescent well care
practitioners will be a substitute
measure for this in
07.
12-24 months
25 months — 6 years
7-11 years
12-19 years
Childhood immunization Plans, CHP+ | Hybrid 02, 03,
status and HCPF 04, 05, 06
DTP rate
MMR rate
IPV rate
HIB rate
Hepatitis B rate
VZV rate
Combo 1 rate
Combo 2 rate
Appropriate treatment for Plans, CHP+ | Admin 05, 06 CHP+ 06
children with upper and HCPF
respiratory infection
Well child visit in the 1 15 | Plans, CHP+ | Admin 02, 03, CHP+ 06
months of life and HCPF 04, 05, 06
Zero visits
One visit
Two visits
Three visits
Four visits
Five visits
Six or more Visits
Well child visit in the 3", Plans, CHP+ | Admin 02, 03, CHP+ 06
4" 5" and 6" years of life | and HCPF 04, 06
Appropriate testing for Plans, CHP+ | Admin CHP+ 06
children with pharyngitis and HCPF
Adolescent immunization Plans, CHP+ | Hybrid 02, 03,
status and HCPF 04, 05, 06
Adolescent well care visits Plans, CHP+ Hybrid 02, 03, CHP+ 06
and HCPF 04, 05, 06
Use of Appropriate Plans, CHP+| Admin 04 CHP+ 06
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HEDIS® Measure Participants Type Years Comments
used
medications for people with | and HCPF May be a focused
asthma study for 07
Ages 5-9
Ages 10-17
Ages 18-56
Combined
Frequency of ongoing
prenatal care
Prenatal/postpartum care Plans and Hybrid 03, 04, May be a focused
HCPF 05, 06 study for 07
Adults’ access to 02, 03,
preventive/ambulatory health 04, 06
services
Ages 20-44
Ages 45-64
Ages 65+
Annual dental visit 05, 06
Breast cancer screening HCPF Admin 03, 04, 05
Cervical cancer screening 03, 04, P5
Chlamydia screening in 02, 03, 04
women
Ambulatory Care (visits/1000 02, 03,
members) 04, 05, 06
Beta blocker treatment HCPF Admin 02
after heart attack
Controlling high blood Plans and Hybrid 02, 03, Increase to 2%’
pressure HCPF 04, 05, 06| percentile
Comprehensive diabetes Plans and Hybrid 03, 05, 06
care HCPF
HbA1c testing
Poor HbA1C control
Eye exam
Lipid profile
LDL-C level <130
mg/dL
LDL-C level <100
mg/dL
Monitoring for
diabetic neuropathy
Cholesterol management HCPF Admin 02, 03,
after acute events 04, 06
Antidepressant medication Admin
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HEDIS® Measure Participants Type Years Comments
used
management
Antibiotic utilization New measure for 06
— by drug class
General IP utilization Admin
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Site Review Policy and Procedure and the QST repmaess procedure belong here when finalized.
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Attachment C.— National Performance Measures

42 C.F.R. Section 438.204 Elements of State quality strategies.

At a minimum, State strategies must include tHeviahg:

(c) For MCOs and PIHPs, any national performanceamges and levels that may be
identified and developed by CMS in consultationhwgtates and other relevant
stakeholders.

Behavioral Health

There are few existing national performance measiorebehavioral health. The Colorado behavioral
health performance measures of member satisfaaterbased on a survey created at the national
level, the Mental Health Statistics Improvementd?am, or MHSIP.

Physical Health

Each physical health plan (MCO and PIHP) collecgsfggmance measures that are nationally
recognized. The measures are developed and sti@methrthrough the National Committee for
Quality Assurance (NCQA). The Health Plan Employ@ata and Information Set (HEDIS
measures the care provided to the members relateddess, timeliness and quality in respect to
physical and developmental needs. The Consumersgissnt of Healthcare Providers and Systems
(CAHPS®) measures consumer experience and satisfactidn thét health provider and the health
plan. NQCA provides technical specifications foe tollection of data and requires that healthlan
using HEDIS and CAHPS complete a HEDI® Compliance Audit™. NCQA identifies national
benchmarks to enable comparison among plans atas.sta
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Attachment D.— External Independent Review

42 C.F.R. Section 438.204 Elements of State quality strategies

At a minimum, State strategies must include tHeviahg:

(d) Arrangements for annual, external independentaws of the quality outcomes and
timeliness of, and access to, the services cowarddr each MCO and PIHP contract.

The Department contracts with an EQRO to conducexarnal independent review of the quality
outcomes and timeliness of, and access to, thécesreovered under each physical and behavioral
health plan (MCO and PIHP) contract. The informatused to perform this review includes results
and findings from: site reviews, performance measuperformance measure validations and
performance improvement project validations. Theselts and findings are summarized, evaluated
and included in the Technical Report, which is pietl on an annual basis, consistent with 42 C.F.R.
438.350.

The following table lists the data sources and iguahprovement activity used to measure and assess
guality outcomes, timeliness of care and servicgsazcess to care and services:

DATA SOURCE \ Ql ACTIVITY
Quality outcomes

Contract - Provider Issues Site Reviews
Contract - Practice Guidelines Site Reviews
Contract - Access and Availability Site Reviews
Contract - Utilization Management Site Reviews
Contract - Continuity of Care Site Reviews
Contract - Quality Assessment and Performance Site Reviews
Improvement
Contract - Grievances, Appeals and Fair Hearings te eviews
Contract - Credentialing Site Reviews
Plan specific performance improvement projects Padation
HEDIS® results Performance Measure Validation
CAHPS® results
HEDIS® Compliance Audits Performance Measure Validatjon
MHSIP results Performance Measure Validation
CCAR results Performance Measure Validation
YSSF results Performance Measure Validatjon
Focused study topics Focused Studies
Enrollment and Disenrollment trending QST Reporting
Grievance and Appeal trending QST Reporting

2007 Quality Strategy
Page 49 of 85
2-6-07



DATA SOURCE \ QI ACTIVITY
Timeliness of services
Contract - Access and Availability Site Reviews
Contract - Covered Services Site Reviews
Contract - Continuity of Care Site Reviews
Contract - Member Rights and Responsibilities Ritwiews
Contract - Grievance and Appeal Site Reviews
Contract - Provider Issues Site Reviews
Contract - Utilization Management PIP Validation
HEDIS® and CAHPS results Performance Measure Validatipn
NCQA HEDIS® Compliance Audit Performance Measure Validation
Annually selected study topic Focused Studies
Network Adequacy trending QST Reporting
Enrollment and Disenrollment trending QST Reporting
Grievances and Appeals trending QST Reporting
Access to services

Contract - Utilization Management Site Reviews
Contract - Continuity of Care Site Reviews
Contract - Grievances, Appeals and Fair Hearings te eviews
Contract - Member Rights and Responsibilities Ritwiews
Contract - Compliance and Monitoring Site Reviews
Network Adequacy trending QST Reporting
Enrollment and Disenrollment trending QST Reporting
Grievances and Appeal trending QST Reporting
Inpatient Benefit Limits trending QST Reporting
BHO penetration rate Performance Measure Validation
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Attachment E. — Intermediate Sanctions

42 C.F.R. Section 438.204 Elements of State quality strategies.

At a minimum, State strategies must include tHeviahg:

(e) For MCOs, appropriate use of intermediate samd that, at a minimum, meet the
requirements of subpart | of this part.

The following language is taken from Section I\ioéd MCO contracts:

INTERMEDIATE SANCTIONS
The Department may choose to impose any of theviiilg intermediate sanctions:

a. Civil monetary penalties to a limit of $25,000 feach determination of failure to adhere to

contract requirements as stated in Sections IVI®.B.4, IV.C.4 and IV.C.5.

. Civil monetary penalties to a limit of $100,000 feach determination of a failure to adhere to
contract requirements as stated in sections IVa@d2IV.C.3.

Civil monetary penalties to a limit of $15,000 feach Client the State determines was not
Enrolled because of a discriminatory practice urkstion IV.C.2, up to a limit of $100,000.

. Civil monetary penalties to a limit of $25,000, double the amount of excess charges,
whichever is greater, for excess charges undeio®edt.C. 1.

. Imposition of temporary management, if the Contachas repeatedly failed to meet
substantive requirements in section 1903(m) oria®eci932 of the Social Security Act.
Temporary management will continue until it hasrbeetermined that the Contractor can
ensure that the sanctioned behavior will not recamnrollees will be granted the right to
terminate enrollment without cause and notify tffecied enrollees of their right to terminate
enrolliment.

Allow Members the right to terminate Enrollment haut cause with notification to the
Members of their right to terminate Enrollment, feach failure to adhere to contract
requirements as stated in Section IV.C.6.

. Suspension of all new Enrollments, after the eifectiate of the sanction for each failure to
adhere to contract requirements as stated in $edWoC.6 until necessary services or
corrections in performance are satisfactorily caeted as determined by the Department.

. Suspension of payment for Enrollments after theatife date of the sanction for each failure
to adhere to contract requirements as stated itic®el/.C.6 until the necessary services or
corrections in performance are satisfactorily caeted as determined by the Department.
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Attachment F. — Information Systems

42 C.F.R. Section 438.204 Elements of State quality strategies.

At a minimum, State strategies must include tHeviahg:

(N Aninformation system that supports initial and ongoing operation andiieav of the
State's quality strategy.

The Department has two major information systeras shpport the ongoing operation and review of
the Quality Strategy: the Medicaid Management rnmiation System (MMIS) and the Colorado
Benefits Management System (CBMS).

The MMIS is the system that adjudicates and pagsiger claims services provided to Medicaid fee
for service clients. The MMIS pays claims basedrupetailed algorithms, which in turn are based
upon the State Plan and 10 CCR 25405-10, et atailD®f these claims and resultant payments are
maintained in the MMIS for a period of three yewith five years claims history available in the
decision support system. A decision support systumsiness Objects Application (BOA), provides
the capability to access the data by any stored elaiments. This broad access to data supports the
ongoing operation and review of the Quality Strgiteg providing ad hoc reporting capabilities.

The CBMS determines Medicaid eligibility and regimformation on clients determined eligible.

Eligibility data is sent to the MMIS on a daily lms The CBMS retains eligibility information for a

period of ten years. This data can also be acdesaea decision support system compatible with
BOA.
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Attachment G.— Standards

42 C.F.R. Section 438.204 Elements of State quality strategies.

At a minimum, State strategies must include tHeviahg:

(g) Standards, at least as stringent as those enfétflowing sections of this subpart, for
access to care, structure and operations, and gualeasurement and improvement.

Following is a list of contract requirements apahite to access to care, structure and operatiahs an
guality measurement and improvement:

Physical Health Behavioral Health
Standard Regulation Contract Provision Contract Provision
Access to care
Availability to | Section II. D. Covered Section II.F
Services (42 C.F.R.Services Service Delivery - Access
438.206)
Section Il. E. Service
Delivery —Access
Section II.C. Enroliment and
Disenrollment
Assurance of Section 11.D. Covered Section II.F.
Adequate Capacity Services Service Delivery - Access

and Services (42
C.F.R. 438.207)

Section II.E. Service

Delivery
Section Il.H.
Subcontracts
Section II.F.
Member Issues
Coordination and Section I.E. Section II.F.
Continuity of Care Service Delivery — Service Delivery - Access
(42.C.F.R. 438.208)| Coordination and Continuity
of Care
Coverage and Section 11.D Covered Section Il.E.
Authorization of| Services Covered Services
Services (42 C.F.R.
438.210)
Section II.C. Section I11.G. Member
Enroliment and Issues
Disenroliment
Section II.H. Section I1.J
Subcontracts Compliance and
Monitoring
Structure and Provider Selection Section I.G. Section II.C
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Physical Health

Behavioral Health

Standard Regulation Contract Provision Contract Provision
operations (42. C.F.R. 438.214) Provider Issues Subcontracts
Section II.H. Section II.D.
Subcontracts Enrollment and
Disenrollment
Section II.F. Section II.G.
Member Issues Member Issues
Section II.H.
Provider Issues
Enrollee Information| Section II.F. Section II.G.
(42 C.F.R. 438.218)| Member Issues Member Issues
Confidentiality (42 | Section Il.E Section II.G.
C.F.R. 438.224) Service Delivery- Access | Member Issues
Section IL.I.
Compliance Issues
Enroliment and Section II.C. Section II.D.
Disenroliment (42 | Enrollment and Enrollment and
C.F.R. 438. 226) Disenrollment Disenrollment
Grievance Systems | Section Il.F. Section II.G.
(42 C.F.R. 438. 228) Member Issues Member Issues
Subcontractual Contract Section I1.H. Section II.C
Relationships and | Subcontracts Subcontracts
Delegation (42
C.F.R. 438. 230)
Quality Practice Guidelines | Section I1.J. Section Il.1.
measurement (42 C.F.R. 438. 236) Quality Assessment and Quality Assessment and
and Performance Improvement | Performance Improvement
improvement

Quality Assessment
and Performance
Improvement
Projects (42 C.F.R.
438. 240)

Section I1.J.
Quality Assessment and
Performance Improvement

Section IL.I.
Quality Assessment and
Performance Improvement

Health Information
Systems (42 C.F.R.
438. 242)

Section Il.1.
Compliance and Monitoring

Section IL.I.
Quality Assessment and
Performance Improvement

Section 11.J. Quality
Assessment and Performan

Improvement

ce
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Attachment H.-Glossary of Terms

ACCESS The degree to which clients have the ability tataon medically necessary care and
services. Access is be measured by several fagtohsding the number of providers, the geographic
distribution of providers, the number of provideascepting new clients, the time and distance
required to reach a provider and the type of prengdavailable in a given area.

ANNUAL QUALITY REPORTS : The MCO and BHO submit two reports to the Deparimrelated

to Quality Improvement:

1. Program Impact Analysis and Annual Report — dethistechniques the plans used to improve
performance, the outcome of each performance ingonewit project and the overall impact and
effectiveness of the quality assessment and impnewé program.

2. Quality Improvement Plan — delineates current amdré quality assessment and performance
improvement activities.

BOA: Business Objects Application is the decisionpgupsystem utilized by the Department.

CAHPS®: The Consumer Assessment of Healthcare ProviderSgste@mgCAHPS®) program is a
public-private initiative to develop standardizadweys of patients' experiences with ambulatory and
facility-level care. Health care organizations,blw and private purchasers, consumers, and
researchers use CAHP&esults to:

« Assess the patient-centeredness of care;

« Compare and report on performance; and

« Improve quality of care.

CAHPS® surveys are developed for three defined populstioAdults, Children or Children with
Chronic Needs. Colorado Medicaid MCOs, the Prin@aye Physicans Program (PCPP) and the Fee-
for-Service (FFS) populations, use CAHPSANnnual survey selection of CAHPSs determined in

the MQuIC with final Departmental approval. The PIS® audit also reviews the CAHPSJata
collection processes.

CCAR: The Colorado Client Assessment Record is ausetl to measure and assess the functional
status of clients receiving behavioral health ssswi The CCAR is completed for behavioral health
consumers at 12-month intervals during care anchviivere are significant changes in the consumer’s
status.

CMS: The Centers for Medicare and Medicaid Servieedederal government agency of the
Department of Health and Human Services, is the@agerhich provides partial funding and oversight
for the Colorado Medicaid Program.

CAHPS’ is a registered trademark of the Agency for Health Research and Quality. All rights reserved.
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COMPLIANCE REPORTING : Compliance reports are a collection of informatabout selected
aspects of health plan contract performance. @ugrieports include data and analysis of operation
issues such as enrollment and disenrolliment, né&twdequacy and grievances and appeals. The
reports are reviewed by the QST.

FOCUSED STUDIES: A focused study is the measurement of a defineit t@pated to the care or
services provided to Medicaid clients. Topics focused studies are recommended through the
MQUuIC and final department approval is requiredopi€s can be based on HEBSI®r CAHPS
results, problem areas, high service utilizatiaghftlaims costs, defined populations or speciabise
There are two studies conducted each year, at te@stof the studies uses data collection from
medical records.

HEDIS®: HEDIS® (Health Employer Data and Information Set) is ecdestandardized performance
measures designed to ensure that purchasers amsdnoers have the information they need to
compare reliably the performance of managed hezdile plans. The performance measures in
HEDIS® are related to many significant public health ésssuch as cancer, heart disease, smoking,
asthma and diabetes. HEDBI&Iso includes a standardized survey of consuresg®riences that
evaluates plan performance in areas such as cust®ngce, access to care and claims possessing.
HEDIS® is sponsored, supported, and maintained by thietatCenter for Quality Assurance.

Colorado Medicaid selects ten HESISeasures to collect annually. The measures selece based
on most frequent diagnoses, utilization, demogi@phand timely topics such as immunization rates.
Input is obtained from the MCOs, the PCPP, andEQ&O0O during the MQuIC meetings. A minimum
of four of the selected measures are hybrid measwigich require medical record abstraction. Data
to compute the other six measures are derived trlaams data. All MCOs are required to obtain
validation of their HEDI8 measures through a certified NCQA HEBISompliance Audit Vendor.

MCO: Managed Care Organization is a term defined by GM& means an entity that has, or is
seeking to qualify for a comprehensive risk corttrand that is:

(1) A Federally qualified HMO that meets the adwadaectives requirements of subpart | of part
489 of Title 42 of the Code of Federal Regulations

(2) Any public or private entity that meets the anee directives requirements and is determined
to also meet the following conditions:
(i) Makes the services it provides to its Medicaidollees as accessible (in terms of
timeliness, amount, duration, and scope) as thersgces are to other Medicaid
recipients within the area served by the entity.
(i) Meets the solvency standards of 42 C.F.R.i8eet38.116.

HEDIS® is a registered trademark of the National Commifte Quality Assurance (NCQA). NCQA HEDIS Compiie Audit™ is a trademark of the
National Committee for Quality Assurance (NCQA)
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MEDICALLY NECESSARY: A covered service that will, or is reasonably ected to prevent,
diagnose, cure, correct, reduce or ameliorate dlve and suffering, or the physical, mental, cogaiti
or developmental effects of an illness, injury d@sadbility; and for which there is no other equally
effective or substantially less costly course eatment suitable for the client’s needs. 10 CC8525
10, Section 8.200.1

MHSIP: The Mental Health Statistics Improvement Progrsumvey, which measures consumer
satisfaction with services provided by Behavioradalth Organizations. MHSIP is administered
annually to a sample of adult consumers.

MQUuIC : The Medical Quality Improvement Committee is guised of quality representatives from
contracted managed care organizations, prepaidiémpdnealth plans and the primary care physician
program. The MQuIC discusses quality issues, tempdeadlines, EQRO activities and site review
activities.

PASRR: The Pre-Admission Screening and Resident Repimegess assesses mental health level of
functioning and cognitive ability and assigns ssarsed to determine a level of care need.

PIHP: Prepaid Inpatient Health Plan is a term define€MS that means an entity that

(1) Provides medical services to enrollees undetraot with the State agency, and on the basis
of prepaid capitation payments, or other paymenmtngiements that do not use State plan payment
rates;

(2) Provides, arranges for, or otherwise has resipiity for the provision of any inpatient
hospital or institutional services for its enroeand

(3) Does not have a comprehensive risk contract.

PIP: A Performance Improvement Project is an activitgt measures, analyzes and improves an
aspect of care or services.

QUALITY: The degree to which care and services meets stig)dagulations and expectations.
There are three aspects to quality: structure;ga® and outcome. Structure relates to existehce o
policies, procedures, care plans and reporting em@sims. Process relates to the degree of
compliance with the structural aspects of care samyices. Outcome relates to the results of the
structure and process of care and services.

QST: The Quality Strategy Team is a team of Departngaff whose specialty is either quality
improvement or managed care contracting. The Q8dtsmon a quarterly basis to review MCO and
PIHP quarterly reports related to the timelines aockss to care and services. The MCO or PIHP is
contacted about any issues, adverse trends origuesibat arise. QST members are informed of the
MCO or PIHP response and further follow up is talenndicated.

The QST also conducts MCO and PIHP site reviewlse Khowledge gained during the year through
review of quarterly reporting augments the conteanct regulation compliance site reviews. This team
also provides input on the Quality Strategy.
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SEP Agency Single Entry Point Agency is a single acceserary point within a local area where a
current or potential long-term care client can wbtang-term care information, screening, needs
assessment and referral to appropriate long-terenqpragrams and case management services.

TIMELINESS : The degree to which clients can access medic&bessary care and services when
necessary or desired.

YSSE The Youth Services Survey for Families is a be&aV health client satisfaction survey. The
YSSF is administered annually to a sample of paretitose children have received BHO services in
the last twelve months.
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Attachment I. —Quality Improvement Work Plan

This Quality Improvement Work Plan provides an @@w of the timeframes in which objectives will
be met and performance measurement will occur.

Objectives
Some objectives have defined end dates and otleemgoing as indicated in the chart below.

Obijective | FYO7 | FY08 | FY09
Goal A: Assure medically necessary, appropriate ahcost-effective health care

Objectives:

1. Increase client use of the nurse advice lineasan| N N
alternative to emergency room care for non-
emergency conditions.

2. Increase clients’ knowledge and ability to self- N N N
manage chronic conditions through participation ir
disease management programs.

3. Explore the feasibility of routinely reporting N
utilization measures.

4. Increase focus on outcomes of care and care
processes in QI activities.

5. Conduct one intervention designed to improve an N
aspect of care annually.

6. Refine the prior authorization process contracted t
the Department’s Utilization Management (UM)
Contractor so that the process for non-routine
requests for services is documented and understood
by all involved parties.

—

<] =<2 =21 2]

Goal B: The Department will continuously improve te oversight of activities delegated
to agencies and contractors.
Objectives
1. Refine the Quality Strategy Team (QST) reporting v
process so that the managed care plans know th¢
expectations, and feedback and follow-up are
performed routinely.

U

2. Develop a mechanism for QI oversight of Home and N
Community Based Services (HCBS) QI delegated
activities.

3. Increase the objectivity of managed care plan site N
reviews.

4. Adequately and accurately document the site review v N N
corrective action process.

5. Explore the feasibility of implementing positive N

utilization, and client satisfaction.

provider and contractor incentives for qualiry,
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Objective | FYO7 | FY08 | FY09

Goal C: The Department will partner with public and private entities to maximize the
resources to improve the health status of Coloradam

Objectives
1. Seek stakeholder agency input to this Quality v
Strategy.
2. Seek stakeholder input when designing HGBS v N
quality program.
3. Work with other State Departments and Division$ to V N N

maximize resources available to improve the health
status of clients.

Goal D.1: Evaluate client health and satisfaction

Objectives

1. Measure client physical health using selected Healt N N

Plan Employer Data and Information Set (HEB)I$
indicators and one focused study.

2. Measure consumer behavioral health outcomes usingV N N
Colorado Client Assessment Record (CCAR)
measures.

3. Measure client satisfaction using Consurer V N N

)

Assessments of Health Plans Survey (CAF)PS
Mental Health Statistical Improvement Proj
(MHSIP) and Youth Services Survey for Famil
(YSSF) measures.

D
2Ct
es

Goal D.2: Model program design to promote improvedealth delivery.

Objectives:

1.

Explore the feasibility of implementing managed
care plan pay for performance contracting.

\/

2. Develop a mechanism to identify and promote best v N
practices.

3. Develop a quality program for the HCBS waiver N
programs.

4. Increase provider participation in the Pre-Admiasio v
Screening and Resident Review (PASRR) algorithm

process.

Goal D.3: Furnish information about the quality of care and general client satisfaction

so that clients may make informed choices about theare they receive.

Objectives:

1.

Produce managed care plan Report Card and se
all newly eligible clients.

nd to

2.

Develop routine QI activity management reporting

.

3.

Improve the format and type of information on 1

he

Department’s web site regarding quality of care

and

\/
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Objective

FYO7

FY08

FY09

client satisfaction.

4.

Post QI activity results on QI web pages.

\/

\/

\/

Goal E. The Department will value its personnel trough effective recruitment, hiring,
training and retention. The Department will allocae its staff and resources in ways to
ensure that it addresses the organization’s priories.

Objectives:

1.

Increase QI Section staff knowledge of qua
assessment and performance  improven
methodologies by participating in educatio
programs while staying within budget.

ity
nent
nal

Participate in Department sponsored emplo
training.

yee

Fill open QI Section positions with qualified staf
soon as possible after notification of an opening.

\/

Utilize the Web to investigate and incorpor
improvements to practices and to this Strategy.

ate v

Increase QI Section staff knowledge of Medicaid

by V

inviting other Sections to present at QI Section

meetings.

<] =<2 =< <2

<] =<2 =< <2

Promote cross-functional interaction within ft

Section whenever possible.

he

< |

< |

Empower QI staff to fulfill their responsibilitielsy
training staff about the following topics: Medica
the role of the QI Section; rules, regulations i
statutes; applicable contracts and contractors
Department and Division standards 3
expectations.

\/

d
and

and
\nd

Train other Department Sections about QI functi
and the outcomes.

ons v

Goal F: The Department will respond appropriatelyand effectively to changing

requirements with the federal government, such ashe Deficit Reduction Act, while
considering client needs and State budgeting conces.

Objectives:

1.

Improve the Technical Report content to align m
clearly existing quality activities into the Cergdor
Medicare and Medicaid Services (CMS) catego
of quality outcomes, access to care and services
timeliness of care and services.

ore

ries
5 an

Participate in CMS sponsored educational meet
when offered.

ingsV

Design and implement a HCBS quality improvem
program.

ent
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Performance Measurement
In determining the topics used to measure perfocedno factors are taken into account: available
performance measures and the Medicaid caseload.

The available physical health performance meadatiesto the following categories: care for
children, care for adults, care for clients withartic diseases, satisfaction with care for children
satisfaction with care for adults, satisfactionhagare for disabled clients, utilization measunas a
value of care. The available behavioral healtligperance measures fall into the following
categories: functional outcomes, access, satisfaatith care for children, satisfaction with cdoe
adults and utilization measures.

Medicaid caseload as of October 2006
(Source: Age ratios based on BOA query on 11/6ff)ied to MARS 4600 report of Medicaid caseload.)

Medicaid Caseload Number %

Total number of clients under age'21 220,748 71.6%

Total number of clients aged 21°65 46,771 15.2%

Total number of clients aged 66 and above 40,763 13.2%

Total number of clients 308,282 100.0%

Disabled individuals under age 21 9,740 20%'

Disabled individuals aged 21 — 65 38,971 79.9%

Total disabled individuals 48,611 99.9%

Percent of disabled clients 15.8%
!AND/AB, AFDC-C, BC, QMB “Percent of total disabled individuals
2AND/AB, QMB *Percent of total disabled individuals

OAP-A, AND/AB, QMB

Available performance measure categories
Performance Measure Category | FY06 | FYO7 | FY 08 | FY 09
Physical Health

Care for children N N N N
Care for adults v v v N
Care for clients with chronic diseases N N N N
Satisfaction with care for children N N N
Satisfaction with care for adults N N N
Satisfaction with care for disabled clients v

Utilization of services N N N N
Value of care N N

Performance Measure Category FY0O6 | FYO7 | FY 08 | FY 09
Behavioral Health

Functional outcomes N \ \ N
Access N N N N
Satisfaction with care for children N N N N
Satisfaction with care for adults N v v N
Utilization of services N N
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Attachment J. —HCBS QI Program

Waiver Programs
The Department operates ten Home and CommunitydB8sevices (HCBS) waivers listed below.

This Quality Strategy encompasses all servicesigedwnder these waivers. The services provided
under these waivers are listed in Exhibit 1.

Brain Injury 0288.90.R1.02
Children’s Extensive Support* 4180.90
Children’s Home and Community Based Services 41B719
Children’s Home and Residential Program** 0305.90
Children with Autism 0434
Developmental Disabilities* 0007.91.R4
Elderly, Blind and Disabled 0006.90.R3
Mental lliness 0268.90.R1
Persons Living with Aids 0211.90.02
Supported Living Services* 0239.90

*These waiver programs are operated by the DHSeDpwmental Disabilities Division
**This waiver program is operated by the DHS, Dinrsof Child Welfare

Introduction

The CMS waiver process lays out the structure faiver program quality activities, including two
major sections: Service Dimensions and Waiver Guomapts. Each waiver application must contain
a description of the quality activities undertakien the waiver using the defined structure. This
attachment contains the quality section of waivergpam applications and includes additional CMS
suggestions regarding quality activities.

Service Dimensions

CMS has identified seven dimensions of service #natintegral to any HCBS quality improvement
effort. The Department will include service dimiems measures when designing performance
improvement activities. The design process belgynexamining existing quality activities in order t
determine if each service dimension is measurexth [performance improvement project will include
all of the service dimensions, with the goal oamihg the desired outcomes. The quality actisitie
listed below reflect current and future activitizsd may be modified as necessary to achieve the
desired outcomes.
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SERVICE DIMENSIONS
Participant Access

Participant Centered Servici
Planning and Delivery

Provider Capacity and
Capabilities

Participant Safeguards

QUALITY ACTIVITIES
Performance improvement
projects as determined by
prioritization table

DESIRED OUTCOMES
Individuals have access to
home and community-based
services and supports in thejir
communities.
Improve outcomes

Department on-site visits to
SEP agencies.

Department comparison of
service plan to billed services
SEP agency designation
process

Performance improvement
projects as determined by
prioritization table

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.

Assure participants receive
the service plan services
Assure the SEP agency has
providers to provide all
services

Improve outcomes

Provider licensure or
certification verified upon
initial application and annuall
thereafter

Mandatory training of all
providers

Performance improvement
projects as determined by
prioritization table

There are sufficient HCBS
providers and they possess
and demonstrate the
capability to effectively serve
participants.

Minimum standard for all
providers applied

Minimum knowledge base is
established for all providers
Improve outcomes

Instances of abuse, neglect g
exploitation are identified and
acted upon.

Monitoring use of restraints
and seclusion

Performance improvement
projects as determined by
prioritization table

nd

Participants are safe and
secure in their homes and
communities, taking into
account their informed and
expressed choices.
Eliminate instances of abusé
neglect and exploitation.
Assure appropriate
safeguards are implemented
Improve outcomes
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SERVICE DIMENSIONS
Participant Rights and
Responsibilities

Participant Outcomes and
Satisfaction

System Performance

QUALITY ACTIVITIES
Performance improvement
projects as determined by
prioritization table

DESIRED OUTCOMES
Participants receive support
to exercise their rights and i
accepting personal
responsibilities.

Improve outcomes

—

Participant complaint
reporting

Performance improvement
projects as determined by
prioritization table

Client satisfaction survey

Participants are satisfied wit
their services and achieve
desired outcomes.

Improve outcomes

Identify potential areas for
improvement

=y

Performance improvement
projects as determined by
prioritization table

The system supports

participants efficiently and
effectively and constantly
strives to improve quality.

Improve outcomes

CMS Quality Strategy Components
CMS requires that the Quality Strategy for eachveraapplication address five components:
1. How the state will determine that each waiver amste is met during the period that the

waiver is in effect

2. The roles and responsibilities of the parties imgdlin measuring performance and making

improvements

3. The processes that are employed to review findiregs discovery activities, use those
findings to establish priorities and to develoatgies for remediation and improvements

4. How quality management information is compiled &oav frequently this information is
communicated to waiver participants, families, s@r\providers, other interested parties and

the public

5. How and when the Quality Strategy will be periotlicavaluated and revised as necessary and

appropriate

These five components are listed below with anangtion of how each component is accomplished.

Component 1:

period that the waiver is in effect
Each waiver assurance that must be addressedsiQthality Strategy is listed below in italics. A
description of how the Department will determine thssurance is met is included after each

statement of assurance.

How the state will determine that eaclwvaiver assurance is met during the

2007 Quality Strategy
Page 65 of 85

2-6-07



ASSURANCE A: LEVEL OF CARE DETERMINATION

The State contracts with SEP agencies to evalhatéevel of care needed for each potential waiver
participant. This evaluation is performed utiligithe ULTC 100.2 functional assessment form. Since
this tool is required for each participant wheneeing a waiver and periodically thereafter, it aio

for clear documentation of the level of care (LOd&termination. Each waiver participant is re-

evaluated by SEP agency case managers at leastllgrtoudetermine if there remains a constant level
of care need.

The SEP agencies are reviewed annually by the Depat, which includes an audit of the ULTC
100.2 level of care determination documentationforimation from the ULTC 100.2 is entered into
the Benefits Utilization System (BUS) on a realdiasis, which is accessible by the SEP agencies
and the Department. The annual reviews and presese listed at 10 CCR 2505-10, Section 8.394.
The following chart describes the level of careed®ination processes.

Assurance Monitoring Monitoring Information Management Report
Requirement Activity Responsibility Used Reports Frequency
(Frequency)
An evaluation of | Ongoing review of | Community Based | BUS Survey Not less
LOC is provided | LOC evaluation in Long Term Care Results/Findings | than
to all applicants | BUS annually
?:gzlr;ggg}gre S Annual Department Community Based| SEP agency Frequency and type Annually
indication that SE!D agency site Long Term Care Audi-t - qf deficiencies
services may be | "EViEW Monitoring cited by case
needed in the neay Tool- management
future. Conformance to | agency
Standard
Client Records
Enrolled BUS is reviewed toj Community Based| Electronic data | BUS Reports Annually
participants are | determine activity Long Term Care | from BUS
reevaluated at from case managet
least annually. Annual Departmeni Community Based| SEP agency Frequency and type Annually
SEP agency site Long Term Care | Audit of deficiencies
review Monitoring cited by case
Tool- management
Conformance to | agency
Standards
The process and | Annual Department{ Community Based| SEP agency Frequency and type Annually
instruments SEP agency site Long Term Care | Audit of deficiencies
described in the | review Monitoring cited by case
approved waiver Tool- management
are applied to Conformance to | agency
determine LOC Standard ULTC
100.2.
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Assurance Monitoring Monitoring Information Management Report
Requirement Activity Responsibility Used Reports Frequency
(Frequency)
The state monitors Annual Department CBLTC SEP agency Frequency and type Annually
LOC decisions SEP agency site Audit of deficiencies
and takes action to review Monitoring cited by case
address Tool- management
inappropriate leve Conformance to| agency

of care
determinations

Standard ULTC
100.2.

2007 Quality Strategy
Page 67 of 85

2-6-07




ASSURANCE B. SERVICE PLAN

Waiver participants’ assessed needs and persordd goe addressed through a service plan that
identifies goals and client choices for the camedee, services needed, and appropriate servicelprev
The SEP agency Case Manager provides informatigardang the service providers available in the

client’s geographic area.

(Refer to Appendix D #orcomplete explanation of the Service Plan

Development process) The SEP agency Case Marsagguired to assess the client as indicated at 10
CCR 2505-10, Section 8.393.2 D 1-14 to determieesippropriate service plan. The following chart
describes the processes involved in service plaaloement.

Assurance Monitoring Monitoring Information Management Frequency
Requirement Activity Responsibilities Used Reports
Service Plans addres€ngoing SEP agencieg Client Records | Onsite Review | Annually
all participants’ provider and and SEP Results The SEP
assessed needs reviews by Community | agency Site agency
(including health and SEP agencies | Based Long | Review Tool review the
safety risk factors) | and Term Care service plan
and personal goals, | Annual Section and contact
either by waiver Department providers at
services or through | SEP agency least every
other means site review Six months
SEP agency Community | SEP agency | Annual SEP Annually
designation Based Long | Designation agency
application Term Care | Compliance Designation
process Data Compliance
Report
State monitors SEP agency Community | BUS and Client| Survey Annually
service plan Monitoring Based Long | Records/Charts Results/Findings;
development in Term Care CAP
accordance with its
policies and
procedures and take
appropriate action
when it identifies
inadequacies in the
service plan.
Service plans are Ongoing Case | SEP agency | Client Records | Survey At Least
updated/revised Management and and BUS Results/Findings; Annually
when warranted by | by SEP Community CAP
changes in the Agency Based Long
participant’s needs. | SEP Term Care
Monitoring
Client Community | Client Roll up of Client | Annually
satisfaction Based Long | Satisfaction Satisfaction data
tool sent Term Care | tool data
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Assurance Monitoring Monitoring Information Management Frequency
Requirement Activity Responsibilities Used Reports
annually
Service plans Internal SEP agencieg Comparison of | Prior Annually
describe the type, Policies of SEP and billed services | Authorization and As
scope, amount, agency and Community | to service plan.| Reports, Service | Needed
duration and Annual Based Long Plan Reports,
frequency of services Department Term Care Itemization of
and services are SEP agency Services
delivered per the site review Received
service plan.
Participants are Case Community | SEP agency siteSurvey Annually
afforded choice Management Based Long | review tool Results/Findings
between waiver by SEP agency Term Care

services and
institutional care, ang
a choice of waiver
services and

and

I Annual
Department
SEP agency

providers.

site review
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ASSURANCE C. QUALIFIED PROVIDERS

Provider licensure and/or certification standards defined in the Provider Participation Agreement
and state rules and regulations. The Departmenires providers meet these standards through
surveys conducted on an ongoing basis by the Depattof Public Health and Environment per an
interagency agreement and by requiring all prowdersign and adhere to the Provider Participation
Agreement. All waiver service providers are licehse certified by the State, hence there is not a
need for monitoring of uncertified or unlicenseadyders. The Department does not contract with
providers that do not meet these licensure andfdgification standards. The Department monitoes th
results of audits and recommendations from the Bejeat of Public Health and Environment. The
Department’s Community Based Long Term Care Secturews these reports.

Whenever it is discovered that a provider is outcompliance with licensure and/or certification
standards the Department of Public Health and Bnurent notifies the Department of Health Care
Policy and Financing within 2 business days unédiests are placed in immediate jeopardy. In cases
of immediate jeopardy the Department of Public Heand Environment will act within Federal
guidelines as appropriate by implementing an imatedcorrective action plan prior to the inspector

leaving the facility. Refer to the following chdotr a description of the processes involved infdgeae
or certification of providers.

Assurance Monitoring Monitoring Information Management Frequency
Requirement Activity Responsibilities Used Reports
State verifies on a | Provider Community | Service Annual Initial Initial
periodic basis that | Application Based Long | agency Program Program
providers meet Approval Term Care | application | Approval Data | Approval
required licensing data Report Only
and/or certification
standards and Annual Community | SEP agency | SEP agency site| Annually
adhere to other stateDepartment SER  Based Long | site review | review
standards agency site Term Care | tool management
review report
State monitors non-| Not applicable N/A N/A N/A N/A
licensed/non- as all waiver
certified providers | providers are
to assure adherence certified or
to waiver licensed
requirements
State identifies and | Monitoring Community | On Site Annual Reports | Ongoing
rectifies situations | activities Based Long | Reviews submitted by the
where providers do | conducted by the Term Care | conducted by| Department of
not meet Department of the Public Health
requirements Public Health Department | and Environment
and Environment of Public
Health and
Environment
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Assurance Monitoring Monitoring Information Management Frequency
Requirement Activity Responsibilities Used Reports
State implements its Monitoring Community | On Site Annual Reports | Ongoing
policies and activities Based Long | Reviews submitted by the
procedures for conducted by the Term Care | conducted by| Department of

verifying that

Department of

training is provided | Public Health Department | and Environment
in accordance with | and Environment of Public

state requirements | per an Health and

and the approved | interagency Environment

waiver agreement.

the

Public Health
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ASSURANCE D. HEALTH AND WELFARE

The health and welfare of waiver participants isnitewed by the SEP agency per the rules located at
10 CCR 2505-10, Section 8.393. The Department weisdannual on-site reviews of the SEP
agencies to determine if appropriate methods wseel o ensure the health and welfare of waiver

participants is maintained.

Reviews are condudtedensure participants have access to the

appropriate services as indicated in the serviae.pThe BUS is also utilized to provide real tidagta
to the Department and the SEP agency.

On a continuing basis the Department ensures thHe &fency is conducting comprehensive client
assessments to identify abuse, neglect or exptmtatT his is noted during the annual on-site revie
of the SEP agency where a statistically valid sangblcases is reviewed. If an allegation of abuse,
neglect, or exploitation is received by the DPHE iamestigation will be conducted per the

interagency agreement.

participants is monitored.

The following chart dessritnow the health and welfare of waiver

Assurance Monitoring Activity Monitoring Information Used Management | Frequency
Requirement Responsibilities Reports
On a continuous | Ongoing Complaint Community | Complaint Log | Number and Quarterly
basis the State | Monitoring Based Long | Monthly tracking | Type of and
monitors the Term Care | data Complaints Annually
health and welfare
g;gail;tilt(i:;rzzgts Department of Community | Occurrence Occurrence Quarterly
S Public Health and | Based Long | reports and Report and

remediation )
actions when Environment Term Care aggregate data | Summary Data | Annually
appropriate Occurrgnce Comp!alnt_

Reporting System Investigation

Reports

State on an Ongoing Complaint Community | Complaint Log | Number and Quarterly
ongoing basis Monitoring Based Long type of and
identifies and Term Care complaints Annually
addresses and Department of Community | Occurrence Occurrence Quarterly
seeks to prevent | Public Health and Based Long | reports and Report and
instances of Environment Term Care | Complaint Summary Data | Annually
abuse, neglect andOccurrence Investigation
exploitation Reporting System Reports

Client Satisfaction | Community | Aggregate data Annually

Surveys Based Long | from surveys

Term Care

State monitors useDepartment of Community | Data from On Site Review Annually
of restraints, Public Health and Based Long | Site Reviews Reports
seclusion, Environment Site Term Care
medication Visits to care
administration facilities
and management
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ASSURANCE E. ADMINISTRATIVE AUTHORITY

The State must demonstrate that:

If an agency other than the State Medicaid ageray dperational responsibility for the waiver
program:
There is an interagency agreement or memorandurandérstanding between the State
Medicaid agency and the operating agency that ekeigs the roles and responsibilities of each

party.

The State Medicaid agency assumes responsibilityafo policy decisions regarding the
waiver, as well as monitoring their implementatimnthe operating agency.

Both the administering and operating agencies gdeothe information and data needed to
carry out the interagency agreement or memorandumaerstanding. For example, the State
Medicaid agency may need to provide to the opegadmency information pertaining to the
Medicaid program, Federal requirements for waiveogpams (e.g. Health and Welfare
Assurances and other Basic Assurances, Level ¢f Elgibility Determinations, Freedom of
Choice, Plan of Care requirements). Likewise, tperating agency may be required to
provide reports or data to the State Medicaid agenc

The State Medicaid agency monitors the interagemgseement or the memorandum of
understanding to assure that the provisions spec#ie executed.

Action on this assurance is in process with theo@alo Department of Human Services.
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ASSURANCE F - FINANCIAL ACCOUNTABILITY

The Department’s system for assuring financial aotability of the waiver program has three
ongoing monitoring activities, which are descriletow:

Assurance Monitoring Monitoring Information Management | Frequency
Requirement Activity Responsibilities Used Reports
Claims for FFP in theConducting post- | Program MMIS Reports | Case Summary Ongoing
cost of waiver payment and/or | Integrity and BOA Reports
services are based ofgoncurrent Reports
state payments for [reviews.
waiver services that
have been rendered tderifying Provider| Program Department of | Case Summary Ongoing
waiver participants |adherence to Integrity Regulatory Reports
authorized in the professional Agencies
service plan and licensing and Reports
properly billed by |certification
qualified waiver requirements.
providers in
accordance with the |Reviewing Program MMIS Reports | Case Summary Ongoing
approved waiver services rendered| Integrity and BOA Reports
for fraud and Reports

abuse.

Component 2:

Component 3:

The roles and responsibilities of theparties involved in measuring
performance and making improvements. Refer to Section V (page 6) of this

document.

The processes that are employed to iew findings from discovery
activities, use those findings to establish prionés and to develop strategies

for remediation and improvement

Discovery, Remediation and Improvement

CMS defines the quality management functions asoglesy, remediation and improvement.

In

order to easily implement these quality managenfanttions across a broad spectrum of
stakeholders, the Department’s adaptation of thesaions is spelled out in the table below using
the FOCUS/PDCA process. The FOCUS/PDCA proceas Bxtension of the Deming cycle for

improving pro

CEeSses.

The chart below indicates the steps associatedtitiFOCUS/PDCA improvement process and
shows how this process fits the CMS quality managerfunctions:
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FOCUS/PDCA CMS Quality
Management Functions

Find a process improvement opportunity Discovery
Organize a team who understands the proc¢ess Discover
Clarify the current knowledge of the process Discgve
Uncover the root cause of variation/poor Discovery
outcomes
Start the “plan/do/check/act” cycle Remediation
Plan the process improvement Remediation
Do the improvement, data collection and Remediation
analysis
Check the results and lessons learned Remediation
Act by adopting, adjusting or abandoning the Improvement
change

Prioritization

The focus of quality activities is determined basedthe priority of the service to the client and
the Department. These activities are prioritizglizing the prioritization matrix shown in Exhibit
2.

Component 4: How gquality management information iscompiled and how frequently this
information is communicated to waiver participants, families, service
providers, other interested parties and the public

This aspect of the Quality Strategy is currentlingedeveloped. Quality measurement results will
be posted to the Department’s website, as it is dibrother Department quality activities.
Currently public and stakeholder groups obtain texgsDepartment reports upon request. The
Department will continue to communicate with the €Mnnually through the 373 reports and
with periodic updates to this Quality Strategy.eTdepartment communicates to waiver providers
through a monthly Provider Bulletin.

The following table describes a schedule for thaliguimprovement activities designed to ensure
the CMS mandated assurances are being met.
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FYO6 FYO6 FYO7 FYO7 FYO7 FYO7 FY0O8 FYO08 FY08 FYO08

QI AcTivITY Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4
QI Program X X X
Development
Stakeholder X X X X X X X X X X
Input+
Site Reviews X X X X X X X X X X
Performance X X X
Improvement
Projects
Ongoing X X X X X X X X X X
Monitoring
Activities
Plan of Care X X X X X X X X X X
Reviews
Updates to X X X X X X X X X X
Waliver
Providers*
Client X X X
Satisfaction
Survey

*Waiver providers are updated as necessary thrabghProvider Bulletin printed monthly by the

Department.

+The Medicaid Advisory Committee for Persons witisdbilities is the forum for stakeholder input
into the design and implementation of the HCBS ®uamprovement Program. This Committee
meets on a monthly basis. Once the quality progsagkesigned it is anticipated that a HCBS Quality
committee will be formed and will be required toehen a quarterly basis to review and provide input
to quality activities and results.

Component 5:

How and when the Quality Strategy willbe periodically evaluated and
revised as necessary and appropriat&efer to Section VIl (page 12) of this
document.
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Exhibit 1

Home and Community Based Benefits list by Waiver
January 2006

(List approved by the Community Based Long Ternvises Section of HCPF 1/06)

HCBS Benefit

Brain Injury

Children’s
Extensive
Support*

Children’s
Habilitation
Residential
Program*

Children’s
HCBS

Persons with
Developmental
Disability*

Elderly Blind
and Disabled

Mental
Illness

Persons
Living
with Aids

Supported
Living
Services*

Adult Day
Services

X

X

Alternative Care
Facility

X

Assistive
Technology

Behavior
Services

Behavioral
Management

Community
Connection
Services

Consumer
Directed
Attendant
Support

Counseling and
Therapeutic
Services

Day Treatment

Electronic
Monitoring

Employment
Services

Environmental
Modification
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HCBS Benefit

Brain Injury

Children’s
Extensive
Support*

Children’s
Habilitation
Residential
Program*

Children’s
HCBS

Persons with
Developmental
Disability*

Elderly Blind
and Disabled

Mental
Illness

Persons
Living
with Aids

Supported
Living
Services*

Habilitation
Services **

X

X

X

Homemaker

In Home Support
Services

Independent
Living Skills

Mental Health
Counseling

Non-medical
Transportation

Personal
Assistance

Personal Care
Services

Respite Care

Specialized
Medical
Equipment and
Supplies

Substance Abuse
Counseling

Supported Living
Consultations

Supported Living
Program

Targeted Case
Management

Transitional

Living

X

*Operated by the Department of Human Services.
** Habilitation Services include —
SLS waiver — specialized day habilitation servigee;vocational and supported employment.
DD waiver - specialized day, pre-vocational andpsufed employment as well as 24-hour residentibllitation — individual and group.
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CHRP waiver — Residential services include — Irdlial Residential services and supports, and GragidBntial Services and Supports as well as indken
living training, self advocacy training, cognitiservices and communication services, emergencstasse, travel services and community connections
services.
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Home and Community Based Benefits list by Waiver
Exhibit 2
Quality Improvement Chart for
Prioritizing Performance Improvement Projects

The chart will be utilized in conjunction with othimformation in order to prioritize HCBS perforn@mimprovement projects. The
chart described below allows the Department togmatee the amount of risk associated with a spearfiiver function either clinical

or administrative. Along with the risk chart, th@epartment will consider additional factors whersessing performance
improvement projects. These additional factorduohe but are not limited to the number of potenthénts that are effected
(recipients of waiver services), and the numbexaier populations (number of waivers that offex ervice) effected.

The definitions provided below allow for a systeimatay to determine which areas of the HCBS progcam be classified as high,
moderate, or low risk.

High: High risk can be either clinical or administvati A clinical high risk is a situation that poseseal possibility of substantial or
serious harm to the immediate physical or mentalthe safety or well being of a waiver population service recipient. An
administrative high risk is a situation that woekpose the Department of Healthcare Policy andr€ing to a risk of losing Federal
matching funds.

Moderate: Moderate risk can be either clinical or admimste. A clinical moderate risk is a situatioratlposes a long standing
low risk or poses a limited possibility of harmtt@ physical or mental health, safety, or well geii a waiver population or service
recipient. An administrative moderate risk woulgph@se the Department of Healthcare Policy and imgnto some risk of losing
Federal matching funds.

Low: Low risk can be either clinical or administrativ A clinical low risk is a situation that creates inconvenience to the waiver
participant. An administrative low risk would e)geothe Department of Healthcare Policy and Fingntana slight risk of losing
Federal matching funds.
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Tools Utilized to Prioritize HCBS QI Projects for HCBS Waivers Operated by
the Department of Health Care Policy and Financing
This chart is a tool utilized by the Departmenptmritize HCBS performance improvement projectéie numbers across the top of
the chart indicate the maximum number of clienigilde in each waiver program. The numbers aldmgléft side, listed by the
waiver benefit, indicate the number of waiver peogs each HCBS benefit is offered. The numbersiiemgheses indicate the
maximum number of clients eligible for receiving thervice. The columns labeled ‘C’ are designatiedtal risk. The columns
labeled ‘A’ are designated administrative risk.a@d boxes indicate the service is a waiver benefit

HCBS Benefit Brain Children’s Elderly Mentally | Persons Children
Number of Injury HCBS Blind and Il Living with
Waivers Disabled with Autism
(Maximum Aids
Number of 400 1106 19981 2883 110 75
Clients) cC A cC A cC A CcC A CcC A CcC A
Electronic
Monitoring 4
(26276)
Personal Care
Services 4
(23374)
Adult Day
Services 4
(23374)
Non-medical
Transportation
4 (23374)
Homemaker 3
(23374)
Environmental
Modification 3
(23264)
Respite Care 3
(23264)
Alternative
Care Facility 2
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HCBS Benefit
Number of
Waivers
(Maximum
Number of
Clients)

Brain
Injury

400

Children’s
HCBS

1106
cC A

Elderly
Blind and
Disabled

19981
C A

Mentally
Il

2883
C A

Persons
Living
with
Aids
110
cC A

Children
with
Autism

75
cC A

(22864)

In Home
Support
Services 2
(21087)

Assistive
Technology 1
(400)

Day Treatment
1 (400)

Independent
Living Skills 1
(400)

Mental Health
Counseling 1
(400)

Substance
Abuse
Counseling 1
(400)

Supported
Living Program
1 (400)

Transitional
Living 1 (400)

Behavioral
Therapies (75)
1

**DD, CES, SLS, & CHRP waiver quality programs nzayed by the Department of Human Services,
Division of Developmental Disabilities.
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Description of Services

Adult Day Services(ADS) means health and social services, individb@tapeutic and psychological
activities furnished on a regularly scheduled basisn adult day services center, as an alternaive
long-term nursing facility care.

Alternative Care Facility (ACF) means a provider agency as defined at 850357, GENERAL
DEFINITIONS, which has met all the following addmial standards for alternative care facility
providers such as providing safe, cost-effectiveises including but not limited to the following:
Twenty-four hour residential care support services;

Adequate sleeping and living areas;

Adequate recreational areas and opportunities;

Three nourishing meals per day, with provision $pecial diets when those diets have been
prescribed as part of a medical plan;

Assistance with the arrangement of transportatioen needed;

Protective oversight;

Social and recreational services as prescribedeiet the participant’s needs and as documented
in the participant’s care plan.

Participants have the right to choose not ttiggaate in social and recreational activities; and
Alternative care services, as defined abovdicgerfit to meet the resident's needs.

oW

@mm

— T

Assistive Technologyincludes equipment which meets one of the follgwariteria:

A. Is useful in augmenting an individual's ability function at a higher level of independence and
lessen the number of direct human service houtsregtjto maintain independence;

B. Is necessary to ensure the health, welfaresafady of the individual,

C. Enables the individual to secure helphedvent of an emergency;

D. Is used to provide reminders to the irdinal of medical appointments, treatments, or médica
schedules; or

E. Is required because of the individual's illnesgairment or disability, as documented on the
screening assessment form and the plan of care.

Behavioral Programming is an individually developed intervention desigrieddecrease/control the
client's severe maladaptive behaviors which, ifmotlified, will interfere with the individual's diby to
remain integrated in the community.

Behavioral Therapies are one service of combined therapies necessaryh®rtreatment of the
individual illness and that is not available undiéedicaid Early and Periodic Screening, Diagnosis
and Treatment (EPSDT) coverage, Medicaid State Bésnefits, other third party liability coverage,
other federal or state funded programs, servicesipports. The senior therapist, lead therapidt an

line staff shall work in tandem throughout the tmeant process to deliver the one service combined
therapies.

Behavior therapies include intensive developmemtabvioral therapies that are developed specific to
the child’s needs. Behavior therapies include mneat goals that are consistent with building
elementary verbal skills, teaching imitation, eB&iling appropriate toy play, interactive play with
other children, teaching appropriate expressiorermbtions and behaviors, and where necessary,
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reducing self stimulation and aggressive behavi@peech therapy is not included as a benefit under
these behavior therapies. One on one behavioapleer will be conducted with the child and line
staff, following a specific protocol establishedthg lead therapist. Techniques include condiigni
biofeedback or reinforcement. Line staff will Esponsible for teaching parents or guardian how to
continue the behavioral therapies in the home.

Day Treatment means intensive therapeutic services schedulea @gular basis for two or more
hours per day, one or more days per week diredté#aeaongoing development of community living
skills. Services take place in a non-residentitirgg separate from the home in which the recipient
lives.

Electronic Monitoring Services mean the installation, purchase, or rental ofted@ic monitoring
devices which:
A. Enable the individual to secure help in the eéwdran emergency;
B. May be used to provide reminders to the indigidof medical appointments, treatments, or
medication schedules;
C. Are required because of the individual's illnesgpairment, or disability, as documented on the
ULTC-100 form and the care plan form; and
D. Are essential to prevent institutionalizatiortleé individual.

Environmental Modification means specific adaptations or installations ireligible client's home
setting which:
A. Are necessary to ensure the health, welfare, detlysaf the individual;
B. Enable the individual to function with greater ipgadence in the home,;
C. Are required because of the individual's illnesspairment, or disability, as documented on
the screening assessment and care plan form; and
D. Prevent institutionalization of the individual.

Homemaker Servicesmean general household activities provided inhbme of an eligible client
provided by a Homemaker Provider Agency to maintaimealthy and safe home environment for a
client, when the person ordinarily responsibletfuese activities is absent or unable to managethes
tasks.

Independent Living Skills may include training in personal care, househeftices, child and infant
care (for parents themselves who are developmemtigkbled), and communication skills such as using
the telephone, using sign language, facilitatedmamnication, reading, and letter writing.

In Home Support Services (IHSS)means services that are provided by an attendahtreclude
Health Maintenance Activities and support for atigg of daily living which include homemaker and
personal care services.

Mental Health Counseling is the provision of professional counseling sersjcevolving the
application of principles of psychotherapy, humanedopment, learning theory, group dynamics, and
the etiology of mental illness and dysfunctionahdéor to waiver participants, for the purposes of
treating psychopathology and promoting optimal raehealth.

2007 Quality Strategy
Page 84 of 85
2-6-07



Non-Medical Transportation Services means transportation which enable eligible cligntgyain
personal physical access to non-medical commuettyices and resources, as required by the care
plan to prevent institutionalization.

Personal Care Servicesneans services which are furnished to an eligibént in the client's home
to meet the client's physical, maintenance and @tigp needs, when those services are not skilled
personal care, do not require the supervisionrafrae, and do not require physician's orders.

Respite Care means services provided to an eligible client oshart-term basis because of the
absence or need for relief of those persons noymedividing the care.

Substance Abuse Counselingre individually designed interventions to redocesliminate the use
of alcohol and/or drugs by the waiver participartich, if not effectively dealt with, may interfere
with the individual's ability to remain integratedthe community.

Supported Living Program means assistance or support provided by a 24 lesidential facility or
Supported Living Care Campus.

Targeted Case Managemenineans assistance provided by a case managemeiclyage behalf of
an eligible child, which includes referral of nedd®ledicaid services and supports, including In-
Home Support Services, to enable the child to renmahis/her community-based setting.

Transitional Living means programs, which occur outside of the clieasidence, designed to improve
the client's ability to live in the community byomision of 24 hour services, support and supemisio

Program services include but are not limited tcesm®ent, training, and supervision of self-care,
medication management, communication skills, irgepnal skills, socialization, sensory/motor skills

money management, and ability to maintain a houdeh®rograms are normally limited in duration to

six months.
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