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1 - CMS-Ltr to LL from AMD re Approve NEMT Ext_dte062515:

CMS approval for an extension of the KY-06.R01 waiver to operate the NEMT program; this
temporary extension will expire Sept. 30, 2015.

2 — CMS-Ltr to LL from MS re addtl funds BIP_dte070115:

CMS awards Kentucky additional funds for the State Balancing Incentive Payment Program (BIP). BIP
provides a strong financial incentive to stimulate greater access to non-institutionally based long-
term services and supports (LTSS).

3 — CMS- Ltr to LL from VW re ext cost alloc CHIP_dte072015:

CMS approves a one-time extension allowing human services programs to benefit from investments
in the design and development of state eligibility-determination systems for state-operated
marketplaces, Medicaid, and CHIP. This one-time extension provides an additional 3 years, through
December 31, 2018.

4 — CMS-Ltr to LL from RL re review STP_dte072315:

CMS completed review of Kentucky’s Statewide Transition Plan (STP); additional information on the
results of the site-specific assessments requested.

5 — CMS-Ltr to LL from JG re MPW Review_dte072415:

CMS final report on their review of the Michelle P. Waiver (MPW); state found to be in compliance
with three of the six review components.

6 — CMS-Ltr to LL from JG re HCBW Review_dte072915:

CMS final report on their review of the Home and Community Based Waiver (HCBW); state found to
not be in compliance with three of the review components.

7 — CMS-Ltr to LL from AMD re ext MMC 1915b_dte073015:

CMS approves a 90-day extension of the Kentucky Medicaid Managed Care 1915(b) waiver program;
this temporary extension will expire on October 31, 2015.

8 — CMS-Ltr to LL from JG re App MCO contracts and amend_dte080515:

CMS approval of Kentucky’s submission of the Managed Care Organization (MCO) rates, contracts,
and amendments.
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9 — CMS-Ltr to LL from JG re Acknowledge DSH SPRY2011_dte081015:

CMS acknowledges receipt of the Department’s submission of the Kentucky’s state plan rate year
(SPRY) 2011 Disproportionate Share Hospital (DSH) audit and report.

10 — CMS-Ltr to LL from JG re app SOW SERCH_dte081015:

CMS approves the Statement of Work (SOW) with HealthTech Solutions to provide consultant
services for the SERCH collaborative.

11 — CMS-Ltr to LL from JG re SPA 14-005 Approved_dte081115:

CMS approves SPA 14-005 which clarifies that foster children and women receiving treatment
through the breast and cervical cancer program are exempt from certain cost sharing requirements
in the state plan.

12 — CMS-Ltr to LL from JG re RAl HCBW0144 Renew_dte082115:

CMS request for additional information (RAI) in response to the state’s request to renew Kentucky’s
Home and Community Based Waiver (HCBW) for individuals with disabilities or aged 65 and older
who would otherwise require placement in a NF.

13 — CMS-Ltr to LL from JG re RAl HCBW0314 Renew_dte082115:

CMS request for additional information (RAI) in response to the state’s request to renew Kentucky’s
Home and Community Based Waiver (HCBW) for individuals who are developmentally and/or
intellectually disabled who meet the intermediate care facility LOC.

14 — CMS-Ltr to LL from JG re ICD10 IAPDU#5 auth_dte082715:

CMS authorizes DMS to add an ICD-10 post-implementation phase from October 1, 2015, until
March 31, 2016, and carry forward approved funding (no new funding approved for this project).
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DLPARTMENT OF HELALTH & HUMAN SCRVICLS
Centers for Medicare & Medicaid Services

7500 Secur ty Boulevard, Mail Stop $2-14 26 S
Baltimore, Maryland  21244-1850

CONTER $OR MEDICART & A LNCA] ICk
CENTER FOR MEDICAID & CHIP SERVICES

Disabled & Elderly Health Programs Group

JUN 25 1%

Lisa D. Lee, Commissioner

Cabinet for Health and Family Services
Department for Medicaid Services

275 East Main Street, 6W-A

Frankfort, KY 40621

Dear Commissioner Lee:

The Centers for Medicare & Medicaid Services (CMS) received your request, dated June 23, 2015, fora
temporary extension of Kentucky’s Non-Emergency Medical Transportation (NEMT) 1915(b) wa ver
program under CMS control number KY-06.R01. The current temporary waiver authority expires on June
30, 2015.

You have request d this extension to ensure the state has time to submit a complete wa’ver appl cation and
cost effectiveness spreadsheets with actuarial soundness. CMS is grantin an extension of the KY-06.R01
waiver to operate the NEMT pro ram under section 1915(b) of the Social Security Act {the Act). Th's
temporary extension will expire on September 30, 2015.

The CMS will continue to work with your staff during the extension p riod. If you have any quest’on ,
please contact Cheryl Brim e, in the Atlanta Re ional Office, at (404)562-7116 or Lo ie Davis, of my
staff, at (410) 786-1533.

Sinc rel ,

Alis Mooney DeBo
Acti  Director

Cheryl Brima e, Atlanta Regional Office
Shantrina Roberts, Atlanta Regional Office
Jackie Glaze, Atlanta Regional Office
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Lisa L. Lee

Comm sioner

Department for Medicaid Services
275 . Ma n St. 6W-A

Franktort, Kentucky 40621

Dear Ms, Lee:

I am pleased to inform you th t the Centers for Medica e & Medicaid Services (CMS) has awarded
Kentuck additional funds for the St te Balanc”  Incentive Pa ment Pro ram rant under Section
10202 of the Aftordable Ca e Act (hereafier ret rred to as the “Balancing Incentive Pro ram.")

The Balancin Incentive Program provides a stron financi | incentive to stimulate greater access to
non-institutionall based long-term services and supports (LTSS.) We support Kentucky for earnin
the imtial award and pursuing addition | funds to continue to ‘nerease access to non-institution lly
based LTSS.

The period of performance for this rant award r mains January 1, 2014 through September 30, 2015.
Kent chy will receive an enhanced match rate of 2% for non-institutional LTSS. Your aw rd mount
is 31 m llion wh'ch s based upon your projected expend tu es, representing an increase of $5.4

mill on. The terms and condit ons of the initial Kentucky Balancing, Incentive Program award remain
in ef ect.

Thank you for your commitment to improving the LTSS that is so critical to the lives of thou nds of
beneficia ie . We look torward to continuing to work with you throu hout the rant period.

Sincerely,

Michael Smith
Act n D'vision Director
Division of Community System Tr n formation

ce:
C rla Crane, PhD., Kentucky Office of Health Policy

Nicole Steele, Kentucky Department of Medicaid Services
Barbara Holt, Ph.D., Divis on of Community Systems Transformation
E ie Geor e, PhD., Division of Community Systems Transformation
Al'vc Hv an, CMS Associate Regional Administrator

Debbie Abshire, CMS Technical Director, Budget and Gra ts
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July 20, 2015

Dear Medicaid, Children’s Health Insurance Program, and Health and Human Services
Directors, and State Marketplace CEOs:

On August 10, 2011, we announced a time-limited, specific exception to the cost allocation
requirements set forth in Office of Management and Budget (OMB) Circular A-87 (Section
C.3) and Section 200.405 of the superseding “Uniform Administrative Requirements, Cost
Principles, and Audit Requirements for Federal Awards” (2 CFR 200 issued December 19,
2014). These provisions generally require the costs associated with building shared state-
based information technology systems to be allocated across all benefitting programs. The
exception reflected the Administration’s focus on streamlining enrollment in health and human
services programs while leveraging funding efficiencies at the state-level. The original
timeline allowed human services programs to benefit from investments in the design and
development of state eligibility-determination systems for state-operated Marketplaces,
Medicaid, and the Children’s Health Insurance Program (CHIP), through December 31, 2015.
This letter provides a one-time extension of that timeline for an additional 3 years, through
December 31, 2018, and provides additional guidance on how states may take advantage of the
exception and the extended timeframe to leverage these investments to better serve consumers’
multiple programs and needs. The U.S. Departments of Health and Human Services (HHS)
and Agriculture (USDA) are committed to a strong partnership with states and our federal
stakeholders as we work together to implement our shared vision of interoperable, integrated
and consumer-focused health and human services systems.

The underlying premise for the waiver remains the same: to maintain the progress states have
made, and to promote further integration. This will enable states experiencing unanticipated
delays with the development of the Medicaid Modified Adjusted Gross Income (MAGI)
functionality in their eligibility systems, procurement challenges, and other unforeseen barriers
to complete that work and then effectively use the waiver extension to streamline their eligibility
systems, improve access to health and human service programs, and maximize efficiency.

This extension of the exception to certain OMB cost allocation requirements, along with the
proposed indefinite extension of enhanced Federal funding for Medicaid systems, will enable
states to fund the initial development costs needed to retire their legacy eligibility determination
systems and integrate their functionalities into improved systems. Moreover, this extension will
provide states more time to develop, refine, or test integrated systems to fully comply with
Affordable Care Act functionalities.

Please refer to the January 23, 2012, Tri-Agency letter for requirements and additional details on
considerations for using the exception and suggested system functionalities that can be integrated
(http://www.medicaid.gov/federal-policy-guidance/downloads/smd-01-23-12.pdf).




Page 3 — Additional Guidance to States on the OMB Circular A-87 Cost Allocation Exception

Pleasc refer questions to the federal analyst responsible for your program arca,

Sincerely,
/sf

Victoria Wachino

Director

Center for Medicaid and CHIP Services,
Centers for Medicare & Medicaid Services,
Department of Health & Human Services

s/

Mark Greenberg

Acting Assistant Secretary for

for Administration for Children and Families,
and Department of Health & Human Services

s/

Kevin Concannon

Under Secretary for Food, Nutrition
and Consumer Services,

U.S. Department of Agriculture

s/

Kevin Counihan

Deputy Administrator and Director
Center for Consumer Information
Insurance Oversight,

Centers for Medicare & Medicaid
Services, Department of Health & Human
Services
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Lisa Lee

Commissioner, Department for Medicaid Services DEPT FOf W Dichi
Commonwealth of Kentucky, Cabinet for Health and Family Services OFFICE OF 7 | ﬁ A
275 East Main Street, 6 West A

Frankfort, KY 40621

Dear Ms. Lee,

The Centers for Medicare & Medicaid Serv ces (CMS) has completed its review of Kentucky’s
revised Statewide Transition Plan (STP) to bring state standards and settin s into compliance with
new federal home and community-based settings requirements. Kentucky submitted this revised STP
to CMS on April 14, 2015, in response to feedback from CMS on the ori inal STP subm tted on
December 19, 2014. While Kentucky has addressed several of CMS concerns and made some
important additions to the STP, CMS still needs some additio al inform t’on on the re ults of the
site-specific assessments. The remainin concerns and relat d questions for the state are summarized
below.

Assessments

¢ Systemic asse sment . In the revised ve sion of its STP, entucky has added citations from
the state’s egulations that the state rev’'ewed for each waiver However, the STP does not
specify whrch citation addresse which of the federal home and community based settin s
regulatory requrements or whether any of the state regulations will need to be revised to
come into full compliance. Please prov de thi nformation in the ne t iteration of the state’s
STP.

e Site- pecific assessment process. Kentucky has updated its STP to include estimates of the
number of residential settin s fallin into each of four compliance cate ories. These
cate ones include: fully align with the federal requirements: do not comply with the federal
requ rement and will require modifications; cannot meet the federal requirements and
require removal from the program and/or the relocation of individuals; and are presumptively
non-HCB but for which the state will provide evidence to show that those settin s do not
have the characteristics of an 1nst tution and do have the qualities of HCB settings. The state
has not yet provided the requested additional inform t’on about the provider-speci 1c
assessments and urveys. Did the prov ders a test to meeting the federal regulat ons through
their policies and procedures, or did the providers conduct site visits? A reliable validation
process should be developed and used by the state that ensures the rel ability of the provider
information. The state shou d include in ormation in the STP on the validation process 't
used to substantiate the informat’on collected on both residential and non-residential settin s.
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Non-residential settings assessments. Once Kentucky receives the completed compliance

plan templates regarding non-residential settings, the state should be sure to include estimates
of the number of non-residential settings (not just the number of providers or percentages)
falling into each of the four compliance categories in its updated STP.

Site-specific assessment results. CMS needs information on what types of settings fall into
each of the 4 compliance categories and whether the setting is residential or non-residential.
The STP should provide more detail on the settings that fall into the fourth category of
settings presumed to have institutional characteristics but for which the state will provide
evidence to show that those settings do not have the characteristics of an institution and do
have the qualities of home and community-based settings (to be evaluated by CMS through
the heightened scrutiny process).Please identify which specific settings fall into each of these
categories due to their location (i.e., settings located in a building that is also a publicly or
privately operated facility providing inpatient institutional treatment; and settings located in a
building on the grounds of, or immediately adjacent to, a public institution) and which
specific settings fall into each of these categories because they have the effect of isolating
individuals receiving Medicaid HCBS from the broader community of individuals not
receiving Medicaid HCBS.

Heightened Scrutiny. What process has/will the state use to identify settings presumed to have the
characteristics of an institution for which evidence will be submitted for the application of heightened
scrutiny? Given the estimated large number of settings that fall into the categories of “potentially
isolating™ and “isolating,” the state may be initiating the heightened scrutiny process far too late in
the compliance transition period to allow adequate time for corrections or relocation to other
compliant settings if the settings in question cannot be deemed to have the required qualities of a
home and community-based setting.

Remedial Actions

Please provide any remedial actions that are specific to individual settings. Once Kentucky
receives the completed compliance plan templates from providers, the STP should be updated
to include more details on remedial actions.

CMS needs to understand the length of time it will take to change needed regulations,
licenses and certifications, or to issue sub-regulatory guidance to providers and stakeholders.
The timeline for bringing providers into compliance by March 17, 2019 may not allow
enough time for implementation of the “second round changes identified in the STP,” which
are the more complex and difficult changes for providers to implement. As noted above,
CMS has significant concerns about the potential number of sites that may require heightened
scrutiny or removal from the pool of settings if the state determines the institutional
presumption should stand. While the state provided some rationale in the revised STP, CMS
remains concerned about the timeline and believes the state should revisit its approach on this
issue. Please describe how the state intends to complete all necessary assessment and action
steps by the March 2019 compliance date.



Kentucky’s STP describes the state’s current monitoring process for HCBS waiver providers,
but should include details on the monitoring process it intends to use to ensure that all
timelines and milestones in the remedial process are met, and the processes the state will use
to ensure continued compliance of its settings with the federal requirements. If the state is
updating their licensure/certification requirements to ensure the licensing/certification entities
and processes monitor compliance on an ongoing basis it should indicate this in the STP.
The state provides an assurance that it will provide reasonable notice and due process to
beneficiaries who must be relocated, and includes the timeline for the relocation processes.
However, the STP does not include a description of the actual processes for assuring that
beneficiaries, through the person-centered planning process, will be given the opportunity,
the information, and the supports necessary to make an informed choice of an alternate
setting that aligns with the regulation, and that critical services/supports are in place in
advance of the individual’s transition. CMS is requesting the state ensure this information is
available in the STP.

Timeline for Updated Statewide Transition Plan

In the updated STP submitted on April 16, Kentucky states that it intends to update the STP
again with the complete results of the site-specific assessments, publish the STP for public
comment, and re-submit it to CMS in December 2015. In the timeline on pp. 4-6 of the STP,
Kentucky also indicates that it will update the STP with evidence for heightened scrutiny
review in 2017, and re-submit the STP to CMS by April 15, 2017. CMS is concerned this
latter timeframe for re-submission occurs too late in the transition period to ensure that all
individuals receiving HCBS are in a compliant setting by March 17, 2019. In the version of its STP to
be submitted December 31, 2015, please set a more expeditious schedule for processing and
forwarding heightened scrutiny requests to CMS.

Please do not hesitate to reach out to Michele MacKenzie at 410-786-5929
Michele. MacKenzie@cms.hhs.gov, the CMS central office analyst taking the lead on this STP, with

any questions.

Sincerely,

Ralph

g

Director

Division of Long Term Services and Supports

CC.

J. Glaze
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July 24, 2015

Ms. L sa Lee, Commis “oner DEPT oR
Departm nt for Medicaid Services OTFICE of "F‘ED'CND SERVICES

Attn: Lesl e Hoffiman COMMISSION
275 East Ma n Street, 6WA
Frankfort, KY 40621-000]

Dear Ms, Lee:

Enclosed is the final report of the Cent rs for Med'care  Medicaid Services’ (CMS) review of
Kentucky’s Michelle P. Waiver, control number 0475.R01, that serves individuals who have
intellectual and/or developmental disabilities and otherwise need institutional services from an
ICF/IID. Thank you for your assistance throu hout this process, The state’s re ponse to CM
recommendations have been incorporated into the appropriate sections of the report.

We would like to extend our sincere appreciation to all who assisted in the review process. We f und
the state to be in compliance with three of the six review components. For those areas in whicht e
state in not compliant, please ensure they are corrected at the time of renewal. We have a so d ntified
recommendations for program improvements in several of the assurance areas.

Finally, we would like to remind you to submit a renewal packa e on this wa ver to CMS Central and
Regional Offices at least 90 days prior to the expiration of the waiver, June 2, 2016. Your waiv r
renewal application should address any issues identified in the final report as necessary or renewal
and should incorporate the state’s commitments in response to the report. Please note the stat must
provide CMS with 90 days to review the submitted applicat'on. I we do not rece ve your renewal
request 90 days prior to the waiver expiration date, we will contact you to discuss t rmination plans.
Should the state choose to abbreviate the 90 day timeline, 42 CFR 441.307 and 42 CFR 431.210
require the state to notify recipients of service 30 days before ¢ p'ration of the waiver and termination
of services. In this instance, we also request that you send CMS the dra beneficiary notif cat on
letter 60 days prior to the expiration of the waiver.



Ms. Lisa Lee
Page 2

We again would like to express our appreciation to the Kentucky Department for Medicaid Services,
who provided information for this review. If you have any questions, please contact Melanie Benning
at 404-562-7414.

Sincerely,
amﬁ&%
ackie Glaze

Associate Regional Administrator
Division of Medicaid & Children’s Health Operations

cc: Amanda Hill, CMCS
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FINAL REPORT

Home and Community-Based Services Waiver Review
Kentucky’s Michelle P. Waiver
Control # 0475.R01

July 24, 2015

Home and Community-Based Services
Waiver Review Report



Executive Summary:

The Kentucky Department for Medicaid Services (DMS) is the single state Medicaid agency that
has administrative authority over the Michelle P. Waiver. The Division of Developmental and
Intellectual Disabilities (DDID) within the Department of Behavioral Health, Developmental and
Intellectual Disabilities (DBHDID) serves as the operating agency of the waiver through a
contract with thc DMS. The target population for this waiver includes individuals who have
intellectual and/or developmental disabilities and otherwise need institutional services from an
ICF/IID. The most recent 372 report, for the waiver year ending August 31, 2012 and reported
on Junc 17, 2014, shows an enrollment of 6,796 unduplicated participants with the average
annual cost of $27,544 per participant.

As requested per the CMS Interim Procedural Guidance, Kentucky submitted evidence to
dcmonstrate that the state is meeting program assurances as required per 42 CFR 441.301. Inits
submission of October 31, 2014, the state provided an introduction to its overall quality
management strategy, vartous examples and summary reports specific to each assurance.

The Department for Medicaid Services (DMS) is responsible for assessing the performance of
the contracted entities providing Quality improvement Organization (QIO) functions, the fiscal
agent, and the DBHDID. The DMS contracts with Hewlett Packard (HP) as the fiscal agent. HP
subcontracts with the QIO, CareWise. The QIO determines the Level of Care and completes
prior authorization of services for the waiver. The state requires waiver providers to conduct
participant satisfaction surveys, and the state utilizes these satisfaction surveys in the agency’s
Quality Improvement Plan. DDID staff track and investigate complaints regarding allegations of
abuse, neglect and exploitation. Also, Kentucky participates in the National Core Indicators,
which are measures used to assess participant satisfaction and outcomes of services. The
indicators address choice, service planning, health, safety, rights, employment, and community
inclusion. The DMS monitors the fiscal accountability of waiver providers,



Summary of Findings

1. State Conducts Level of Care Determinations Consistent with the Need for
Institutionalization — The State does not fully or substantially demonstrate the
assurance, though there is evidence that may be clarified or readily addressed.

Required Recommendations

The evidence provided indicates the QIO reviews and issues LOC determinations. The
evidence also indicates that regional Community Mental Health Centers (CMHCs)
perform the assessments and reassessments for the Level of Care (LOC) for the waiver.
This is not consistently reflected in the approved waiver, which provides that the
Operating Agency, the Division of Developmental and Intellectual Disabilities,
determines the level of care for this waiver and which does not include performance of
LOC assessments by the CMHCs. The state must update language in the next waiver
rencwal to reflect that the QIO determines LOC for this waiver and to clarify the role of
CMHCs in performance of waiver assessments and reassessments.

While the state provided data for the sub-assurance that an evaluation for level of care is
provided to all applicants for whom there is reasonable indication that services may be
needed in the future, one of the performance measures was a revised version of an
approved performance measure. Also, the state did not provide data for a performance
measure in the approved waiver to demonstrate whether the processes and instruments

described in the approved waiver are applied appropriately and according to the approved

description to determine LOC. However, for the latter sub-assurance, the state did
provide data for a performance measure not included in the approved waiver. For all
performance measures provided for the LOC assurance, the state must update the
approved waiver to reflect its performance measures as implemented for the next waiver
renewal,

Please note that for all waivers renewed or amended after June 1, 2014, CMS requires
that states update performance measures to reflect the modifications to quality measures
and reporting. The sub-assurances for Level of Care have been revised. States are still
required to monitor all of the waiver assurances and report on compliance and must
continue to remediate identified issues; however, states are no longer required to submit
reporting on individual remediation except in cases of substantiated abuse, neglect, or
exploitation. In addition, if the threshold of compliance for any measure is 85% or
below, CMS will require quality improvement projects and/or remediation.

[ ]



2. Service Plans are Responsive to Waijver Participant Needs — The State does not
fully or substantially demonstrate the assurance, though there is evidence that may
be clarified or readily addressed.

Required Recommendations

The evidence provided indicates the QIO reviews and approves POCs and manages prior
authorization of services. This is inconsistent with the waiver renewal and corresponding
amendment approved during the period of 09/01/2011 - 1 1/20/2014, which provide that,
by Waiver Year 2, the Operating Agency, the Division of Developmental and Intellectual
Disabilities, would review and approve POCs and manage prior authorization of services,
The DMS notes this discrepancy in its evidence submission. The state must update this
language in the next waiver renewal to remedy this inconsistency and reflect its processes
as implemented.

The evidence provided indicates the MAP-351 form is used to develop waiver
participants’ POC. This is inconsistent with the waiver renewal and corresponding
amendment approved during the period of 09/01/2011 - 1 1/20/2014, which provide that
the state would phase in a POC development process whereby the waiver participant’s
POC is developed utilizing the Supports [ntensity Scale and the Health Risk Screening
Tool. The DMS notes this discrepancy in its evidence submission. The state must update
the approved waiver during the next renewal to accurately reflect its service plan
development tools and processes.

While the state provided data for the approved performance measures, the state also
provided data for two performance measures not in the approved waiver and revised
versions of two approved performance measures. The DMS notes it is in the process of
rewriting the performance measures for this waiver. The state must update the approved
waiver to reflect the performance measures used for this assurance as implemented
during the next waiver renewal.

3. Qualified Providers Serve Waiver Participants - The State demonstrates the
assurance but CMS recommends improvements or requests additional information.

Suggested Recommendations

The state should review the outcome of quality improvement activities that it notes are in
progress to address non-compliance with the following sub-assurance: the state verifies
providers initially and continually meet required licensure and/or certification standards
and adhere to other standards prior to furnishing waiver services. The state should also
consider including additional quality improvement activities to address this sub-
assurance.

The state should consider revising the following performance measure: the number and
percentage of waiver providers with documented plans of correction. The state should
examine whether those providers that do not meet required licensure and/or certification



standards have an appropriate plan of correction in place. This would provide the state
with a more robust data set with which to devclop system improvements to address non-
compliance.

While the state included data for the approved performance measure for the sub-
assurance that ensures non-licensed/non-certified providers adhere to waiver
requirements, the statc did not report the timeframe over which such data was measured.
The state should develop performance measures that are measurable during the time
period of the approved waiver, and update the waiver accordingly during the next
renewal.

The state should examine whether the sample size of waiver providers the DMS and QIO
monitors is statistically significant for purposes of data collection for quality
improvement activities.

4. Health and Welfare of Participants — The State demonstrates the assurance but
CMS recommends improvements or requests additional information.

Suggested Recommendations

The state should consider adding a performance measure to examine the number of
reported use of restraints out of the total number of wajver participants. The state should
also measure the outcome of its system improvement efforts to reduce use of restraints,
and initiate additional system improvements where non-compliance continues to be
noted. This would allow for systemic evaluation regarding use of restraints and the
effectiveness of the state’s efforts to prevent their use.

During the next waiver renewal, the state should consider including additional
performance measures that would address safeguarding the health and welfare of waiver
participants through the provision of medical screenings and services.

3. State Medicaid Agency Retains Administrative Authority Over the Waiver
Program - The State does not fully or substantially demonstrate the assurance,
though there is evidence that may be clarified or readily addressed.

Required Recommendations

The evidence submitted by the state notes the following: “The Operating Agency was to
be the Division of Developmental and Intellectual Disabilities (DDID) within the
Department of Behavioral Health, Developmental and Intellectual Disabilities
(DBHDID), and was supposed to determine level of care, prior authorize requests for
services and approve the Plans of Care. Level of Care continues to be handled by the
QIO, as contracted by HP. The DMS continues to be the operating authority for the
Michelle P. waiver.” The evidence provided also indicates the QIO reviews and
approves POCs and manages prior authorization of services. The state must update the
next waiver renewal to accurately describe the QIO’s and DDID’s administrative and



opcrational functions for this waiver, and how the single state agency monitors whether
such entitics” administration of the waiver program is consistent with its approved
waiver.

While the state provided data for the approved performance measure for this assurance,
the state did not report the timeframe over which such data was measured. The state
should develop performance measures that are measurable during the time period of the
approved waiver, and update the waiver accordingly during the next rencwal. Also, the
state provided data for a performance measure not included in the approved waiver. The
statc must updatc the approved waiver to reflect its performance measures as
implemented for the next waiver renewal.

6. State Provides Financial Accountability for the Waiver — The State demonstrates
the assurance but CMS recommends improvements or requests additional
information.

Suggested Recommendations

While the state provided data for approved performance measures for this assurance, the
state did not specify the time period over which data was collected for one of the
performance measures. The state also did not provide the source from which it derived
data for two of its performance measures for this assurance. The state should develop
performance measures that are measurable during the time period of the approved waiver,
and update the waiver accordingly during the next renewal.

The state provided data for a performance measure not included in the approved waiver.
The state must update the approved waiver to reflect its performance measures and data
sources as implemented for the next waiver renewal.

The state should implement and report on a clear process to remediate individual and
systemic errors that result in recoupments. In addition, the state should consider revising
the last performance measure provided for clarity. Finally, the state should consider
including the number and percentage of providers who maintain financial records
according to program agreements or contracts as an additional performance measure.



Introduction:

Pursuant to section 1915(c) of the Social Sccurity Act, the Secretary of the Department of Health
and Human Services has the authority to waive certain Medicaid statutory requirements to enable
a State to provide a broad array of home and community-based services (HCBS) as an alternative
to institutionalization. The Centers for Medicare and Medicaid Services (CMS) has been
delegated the responsibility and authority to approve State HCBS waiver programs. CMS must
assess cach home and community-based waiver program in order to determine that assurances
arc met. This assessment also serves to inform CMS in its review of the State’s request to renew
the waiver,

State’s Waiver Name: Michelle P, Waiver
Operating Agency: Division of Developmental and Intellectual Disabilities

(DDID) within the Department of Behavioral Health,
Developmental and Intellectual Disabilities (DBHDID)

State Waiver Contact: Lisa Lee, Commissioner, Department for Medicaid
Services

Target Population: Developmentally and/or Intellectually Disabled Individuals

Level of Care: ICF/1ID

Number of Waiver Participants: 6,796
Average Annual per capita costs: 327,544 (as of June 17, 2014)
Effective Dates of Waiver: September 1, 2011 through August 31, 2016

Approved Waiver Services: Adult Day Health, Case Management, Community Access,
Day Training, Personal Assistance, Respite, Shared Living,
Supported Employment, Occupational Therapy, Physical
Therapy, Speech Therapy, Community Guide, Goods and
Services, Natural Supports Training, Transportation,
Assessment/Reassessment, Community Transition,
Consultative Clinical and Therapeutic Services,
Environmental Accessibility Adaptation Services, Person
Centered Coaching, Positive Behavior Supports,
Specialized Medical Equipment and Supplies, Vehicle
Adaptation

CMS RO Contact: Melanie Benning



L. State Conducts Level of Care Determinations Consistent with the Need for
Institutionalization

The State must demonstrate that it implements the processes and instrument(s) specified
in its approved waiver for evaluating / reevaluating an applicant’s/waiver participant’s
level of care (LOC) consistent with care provided in a hospital, nursing facility or ICF/MR.
Authority: 42 CFR 441.301; 42 CFR 441.302; 42 CFR 441.303; SMM 4442.5

The State does not fully or substantially demonstrate the assurance, though there is
evidence that may be clarified or readily addressed

Evidence Supporting This Conclusion:

(Evidence that supports this conclusion is weak and not complete. Additional information is reqiired to comply
with the assurance,)

Kentucky’s regional Community Mental Health Centers (CMHCs), through a contract with the
Department for Medicaid Services (DMS), perform Level of Care (LOC) assessments and
reassessments for the waiver. The Medicaid Waiver Assessment form, MAP-351, is the
assessment tool that is utilized.

The state contracts with a fiscal agent, Hewlett Packard (HP), who in turn, contracts with Care
Wise Health, the Quality Improvement Organization (QIO), for implementation of the LOC
process. The CMHC submits clinical information to the QIO for medical necessity review using
the MAP-351 form. The MAP-351 assesses the following: an individual’s needs in conducting
Activities of Daily Living; Instrumental Activities of Daily Living; neurological, emotional, and
behavioral functioning; clinical needs; environmental/living conditions; and informal supports.
Upon completion of a review, the QIO clinician may approve the level of care request, and if
approved, a 6-month or 12-month certification interval is assigned. Where insufficient
information is submitted, the QIO may issue a Lack of Information Sheet. The QIO may also
refer the request to a Physician Advisor for physician level of review. If referred to the
Physician Advisor, the case is assigned to a QIO physician who will request additional
information as necessary from the waiver provider and/or the attending physician prior to issuing
a final approval or denial of services.

Appeal rights are included in the denial of LOC letter. If the LOC is approved, a Confirmation
Notice is sent to the participant, the participant's legal representative (if applicable), the provider
and the Department for Community Based Services.

The CMHC performs reassessments to determine the continuing need for waiver services. LOC
reassessments are conducted at least every 12 months using the Medicaid Management
Information System (MMIS), managed through HP. Once a LOC is approved, the dates for the
LOC are logged into the MMIS system by the QIO. The CMHC must notify the QIO no more
than 21 days prior to expiration of the current LOC certification or by the last day of the
certification to ensure that certification is consecutive. If this does not occur, the provider will
not be reimbursed for a service provided during a period that a waiver participant is not covered
by a valid LOC.



The QIO performs first line monitoring on an annual basis of enrolled licensed Home Health
Agencices and Adult Day Health Care providers that deliver waiver services to waiver
participants. The Department for Behavioral Health, Developmental and Intellectual Disabilitics
also monitors, on an annual basis, the providers that deliver waiver services. The Department for
Aging and Independent Living, through a contract with the DMS, monitors the Area Agencies on
Aging and the CMHCs, which provide Support Brokerage and Financial Management to waiver
participants for participant-directed services. During this monitoring process, a random seclection
of participant charts is reviewed to ensure that the LOC assessments are conducted in a timely
manncr.

The data source for all performance measures is HP Enterprise Services. For the sub-assurance
that ensures that an evaluation for LOC is provided to all applicants for whom there is a
reasonable indication that services may be needed in the future, the state collects data for one
performance measure. Specifically, the state measures the number and percentage of waiver
applicants who had a level of care evaluation indicating the need for institutionalization prior to
receipt of services. The compliance rate for this measure was 100% for Waiver Years (WYs)
2012, 2013 and 2014.

For the sub-assurance that ensures the LOC is reevaluated at least annually or as specified in the
approved waiver, the state provides one performance measure: the number and percentage of
waiver participants who received a redetermination of level of carc within 12 months of their
initial or last level of care determination. The compliance rate for this measure was 97%, 98%
and 99% for WYs 2012, 2013 and 2014, respectively. The state did not provide information
regarding remediation activities.

For the sub-assurance that the processes and instruments described in the approved waiver arc
applied appropriately and according to the approved description to determine LOC, the state
provides data for a performance measure that is not in the approved waiver: the number and
percentage of level of care determinations with completed assessment forms on file. The
compliance rate for this measure was 100% for WYs 2012, 2013 and 2014. The state also
provides data for the following approved performance measure: the number and percentage of
level of care eligibility determination packets that were retumned (i.e. because the provider did
not include all required documentation, the QIO notified provider that more information was
needed). For WYs 2012, 2013, and 2014, 11%, 16% and 3% of the eligibility determination
packets were returned, respectively. The state determined the increase in non-compliance for
year 2013 resulted from a change in policy requiring testing and/or other professional
documentation (i.e. IEP, M.D. note) supporting an intellectual disability or developmental
disability diagnosis and 1Q score. The state notes the decrease in non-compliance during year
2014 resulted from a policy directive regarding administrative approval of all recertifications,

Required Recommendations:

(CMS recommendations include those areas requiring additional information or clarification priov to approval,
The State must provide the requested information to be in compliance prior to renewal.)

The evidence provided indicates the QIO reviews and issues LOC determinations. The evidence
also indicates that regional Community Mental Health Centers {(CMHCs) perform the
assessments and reassessments for the Level of Care (LOC) for the waiver. This is not



consistently reflected in the approved waiver, which provides that the Operating Agency, the
Division of Developmental and Intellectual Disabilitics, determines the level of care for this
waiver and which does not include performance of LOC assessments by the CMHCs. The state
must update language in the next waiver renewal to reflect that the QIO determines LOC for this
waiver and to clarify the rolec of CMHCs in performance of waiver assessments and
reassessments,

While the state provided data for the sub-assurance that an evaluation for level of care is
provided to all applicants for whom there is reasonable indication that services may be needed in
the future, onc of the performance measures was a revised version of an approved performance
measure. Also, the state did not provide data for a performance measure in the approved waiver
to demonstrate whether the processes and instruments described in the approved waiver are
applied appropriately and according to the approved description to determine LOC. However,
for the latter sub-assurance, the state did provide data for a performance measure not included in
the approved waiver. For all performance measures provided for the LOC assurance, the state
must update the approved waiver to reflect jts performance measures as implemented for the next
waiver renewal.

Please note that for all waivers renewed or amended after June 1, 2014, CMS requires
that states update performance measures to reflect the modifications to quality measures
and reporting. The sub-assurances for LOC have been revised. States are still

required to monitor all of the waiver assurances and report on compliance and must
continue to remediate identified issues; however, states are no longer required to submit
reporting on individual remediation except in cases of substantiated abuse, neglect, or
exploitation. In addition, if the threshold of compliance for any measure is 85% or
below, CMS will require quality improvement projects and/or remediation.

State Response:

The state elects to address the non-complaint assurances during waiver renewal.

CMS Response:

The CMS has no further recommendations at this time.

IL. Service Plans are Responsive to Waiver Participant Needs

The State must demonstrate that it has designed and implemented an adequate system for
reviewing the adequacy of service plans for waiver participants. Authority: 42 CFR 441.301;
42 CFR 441.302; 42 CFR 441.303; SMM 4442, 6: SMM 4442.7; Section 1915(c) Waiver Format,
ftem Number 13

The State does not fully or substantially demonstrate the assurance, though there is
evidence that may be clarified or readily addressed



Evidence Supporting This Conclusion:
(Evidence that supports this conclusion s weak and not complete. Additional information is required to comply
with the assurance )

The state’s process for developing a participant's Plan of Care (POC) is based on a
comprehensive assessment of the waiver participant. A team composed of a registered nurse and
social worker, or two registered nurses, is responsible for completion of the participant’s
assessment.

A casc manager is responsible for the POC and for tracking when and if a new assessment is
needed due to changes in the participant’s health. Should a change in the appropriateness of a
participant's POC occur, a modification of the POC is requested by the case manager and
submitted to the QIO for prior authorization of services. The case manager is responsible for
education, referral, and coordinating community resources to meet the needs of participants by
ensuring all activities documented meet the service definitions of the approved waiver, services
are provided in accordance with the approved POC, and participants are involved in the carc
planning process.

Providers submit a service packet to the QIO for medical necessity review. The packet includes
the MAP-351 form, which is utilized to identify and document the needs of the waiver
participant. The needs identified on the MAP-351 must be addressed on the participant's POC.
If the participant’s needs are not documented in the POC, then the QIO contacts the case
Mmanagement agency, and the case manager has 14 days to resubmit the corrected POC to the
QIO. The QIO reviews all information prior to issuing a determination and prior authorizations,
and services are authorized or denied based on the information provided in the service packet.

Monitoring of POC and prior authorization for waiver services documentation for all enrolled
providers is conducted through first line monitoring by the QIO, Division of Developmental and
Inteliectual Disabilities (DDID), and the Department for Aging and Independent Living (DAIL),
using a sample of participants served in the waiver. Monitoring the POC's include reviewing
whether all needs of the participants are met by appropriate interventions or services: this
includes the coordination of non-waiver services, and determination of the appropriateness and
adequacy of the services given the nature and severity of the participant's disability. The
minimum schedule under which these reviews occur is every 12 months.

The DMS performs second line monitoring of the QIO, DDID, and DAIL to review whether
such entities conduct monitoring in accordance with their respective contracts. The QIO, DDID,
and DAIL submit the service packet to the DMS, which then reviews whether the services
requested were appropriate by using a detailed monitoring report. If services are not appropriate,
a Corrective Action Plan (CAP) may be needed. The enrolled provider then submits a CAP to
the QIO with supporting evidence of implementation of the corrective action.

Waiver participants complete randomized satisfaction surveys. The surveys are used to

demonstrate whether the participant is satisfied or unsatisfied with the services they are receiving
in the waiver program.
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Regarding choice being offered to all participants, the LTC Facilitics and Community Based
Program Certification Form is utilized to document the participants' choice of waiver services or
institutional care and between/among waiver providers. Waiver participants sign this form at
cach assessment and reassessment, a minimum of once per 12 month period. Nursing facilities
are also required to annually inform residents of the frecdom of choice to reccive waiver services
or institutional care via this form. F inally, the Client Satisfaction Survey captures data regarding
participant choice.

Monitoring of activitics of enrolled providers includes ensuring that the case management team
is knowledgeable about and educates participants about freedom of choice. DMS has
implemented a requirement that enrolled providers present a listing of service providers to
participants at the time of assessment/reassessment. Specifically, during the assessment process,
the participant is informed of the option to use traditional services, participant-directed services
or blended services, which is a combination of both traditional and participant-directed options.
[f the participant chooses traditional services, then the participant is provided a list of provider
agencies that perform the waiver services. [f the participant chooses the participant-directed
option or blended services, then the participant is directed to their Community Mental Health
Center where they will work with a Support Broker who serves as a Case Manager. A listing of
providers the participant has chosen is listed in the POC.

For the sub-assurance that ensures service plans address all the participant’s assessed needs and
personal goals, the state collects data for multiple performance measures. First, the state
measures the percentage and number of participants reviewed who had service plans that were
adequate and appropriate to their needs (including health care needs) as indicated in the
assessment. The compliance rate for this measure was 160%, 98%, and 100% for WYs 2012,
2013 and 2014, respectively. The data source was HP Enterprise Services. Next, the state
measures the percentage of services plans that reflect individual goals and preferences. The
compliance rate was 100% for each of the WYs 2012 through 2014. Also, the state measures the
number and percentage of sampled service plans that include a risk assessment. Compliance
with this performance measure was 100% for WYs 2012 through 2014. The data source was
onsite record reviews. In addition, the state measures the percentage of sampled service plans
with risk assessments that have appropriate risk mitigation. Compliance with this performance
measure was 86% during WY 2012, 86% during WY 2013, and 87% during WY 2014. The data
source was onsite record reviews. The state demonstrated remediation by providing non-
compliant providers with technical assistance and requiring corrective action plans. The state
identified the most common compliance issue pertained to crisis prevention plans, participant
summaries failing to identify all risks, and incomplete prevention strategies. The state
demonstrated system improvement when it revised the monitoring form used by DDID Quality
staff for record reviews to capture additional data regarding POC non-compliance issues.
Following the latter efforts, the state reported a reduction in the number of service plans that do
not fully align with a participant’s assessed needs.

The state surveyed families of waiver participants to identify the percentage of families who
were satisfied with the services and supports their family member receives. Compliance with
this performance measure was 86% for WY 2013. The state did not provide data for this
measure for WYs 2012 and 2014. The data source was the National Core Indicators, Using the



same data source, the state surveyed waiver participants to identify the number and petcentage
who were satisfied that their case manager provides them with the services and supports they
nced. Compliance with this performance measure was 88%, 90%, and 86% for WYs 2012, 2013
and 2014, respectively. The state noted that it addressed non-compliance with the above-
referenced performance measures by communicating the results of the surveys during a provider
webinar. The state also discussed person-centered planning during case management training.

For the sub-assurance that ensures the state monitors service plan development in accordance
with its policies and procedures, the state provides data for the approved performance measures.
First, the state measured the percentage of providers that are in compliance with the waiver's
service plan requirements (i.e. completeness of the service plan and submission of the service
plan within the required timeframe). The data source was onsite record review of providers. The
compliance rate was 94%, 94%, and 95% for WYs 2012, 2013, and 2014, respectively. In each
instance of non-compliance, the state provided technical assistance to the providers, and if
warranted, required corrective action plans for the providers. The state verified that it received,
accepled and monitored ali corrective action plans from non-compliant providers. The state also
measured the percentage of service plans that are based on "what is important to and important
for" the person. The compliance rate was 100% for each of the WY 2012 through 2014.
Finally, the state provided data for a performance measure not in the approved waiver: the
number and percentage of participants receiving participant-directed services within an approved
budget. The compliance rate was 100% for each of the WY 2012 through 2014,

For the sub-assurance that ensures service plans are updated/revised at least annually or when
warranted by changes in the participant’s needs, the state provides data for a performance
measure not in the approved waiver: the number and percentage of waiver participants with a
service plan that was updated and submitted prior to the annual certification date, Compliance
with this performance measure was 97%, 98% and 99% for WYs 2012, 2013, and 2014,
respectively. The state did not provide information regarding remediation activities. The data
source was HP Enterprise Services. The state also provides data for the approved performance
measure, the number and percentage of service plans indicating appropriate change in service
related to documented change in participants needs within the year. The compliance rate was
100% for each of the WYs 2012 through 2014,

For the sub-assurance that ensures services are delivered in accordance with the service plan,
including the type, scope, amount, duration and frequency specified in the service plan, the state
provides data for one performance measure: the number and percentage of participants who
received services in the type, scope, amount, and duration as specified in the service plan. The
compliance rate was 100% for each of the WYs 2012 through 2014. The data source was HP
Enterprise Services.

For the sub-assurance that ensures participants are offered a choice between waiver services and
institutional care and between/among providers, the state provides data for several performance
measures: the first performance measure is a revised version of a measure from the approved
waiver, and the second measure provided is not in the approved waiver. The data source was HP
Enterprise Services. First, the state measures the number and percentage of waiver participant
records with an appropriately completed and si gned freedom of choice form specifying choice
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was offered between waiver services and institutional care, waiver services, and waiver
providers. The compliance ratc was 100% for cach of the WYs 2012 through 2014. Next, the
statc provides data for the following performance measure: the number and percentage of waiver
participants whose records contain confirmation of notification of the option to choose
participant-directed options. The compliance rate was 100% for each of the WYs 2012 through
2014.

Required Recommendations:
(CMS recommendations include those areas requiring additional information or clarification prior to approval,
The State must provide the requested information to be in compliance prior 1o renewal, )

The cvidence provided indicates the QIO reviews and approves POCs and manages prior
authorization of services. This is inconsistent with the waiver renewal and corresponding
amendment approved during the period of 09/01/2011 - 1 1720/2014, which provide that, by
Waiver Year 2, the Operating Agency, the Division of Developmental and Intellectual
Disabilities, would review and approve POCs and manage prior authorization of services, The
DMS notes this discrepancy in its evidence submission, The state must update this language in
the next waiver renewal to remedy this inconsistency and reflect its processes as implemented.

The evidence provided indicates the MAP-351 form is used to develop waiver participants’ POC.
This is inconsistent with the waiver renewal and corresponding amendment approved during the
period of 09/01/2011 - 11/20/2014, which provide that the state would phase in a POC
development process whereby the waiver participant’s POC is developed utilizing the Supports
Intensity Scale and the Health Risk Screening Tool. The DMS notes this discrepancy in its
evidence submission. The state must update the approved waiver during the next renewal to
accurately reflect its service plan development tools and processes.

While the state provided data for the approved performance measures, the state also provided
data for two performance measures not in the approved waiver and revised versions of two
approved performance measures. The DMS notes it is in the process of rewriting the

performance measures for this waiver. The state must update the approved waiver to reflect the
performance measures used for this assurance as implemented during the next waiver renewal.

State Response:

The state elects to address the non-complaint assurances during waiver renewal.

CMS Response:

The CMS has no further recommendations at this time.
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II.  Qualified Providers Serve Waiver Participants

The State must demonstrate that it has designed and implemented an adequate system for
assuring that all waiver services are provided by qualified providers. Authority: 42 CFR
441.302; SMM 4442.4

The State demonstrates the assurance but CMS recommends improvements or requests
additional information

Evidence Supporting This Conclusion:

(Evidence that supports this conclusion is tinmaldly adequate, however, there are some issues or information that
warrani improventent or wonld benefit from additional information)

Waiver providers are licensed Home Health Agencies that perform waiver setvices, licensed
Adult Day Healthcare Centers (ADHC) and certified Supports for Community Living providers
that are in good standing. The Office of Inspector General (OIG) is responsible for surveying
and licensing such agencies. The OIG has a survey process for completing initial surveys and
uses specified timelines to complete follow-up surveys. The OIG sends DMS a copy of the
license. After receiving a copy of the license and a completed provider enrollment application,
the DMS enrolls the provider. Should an enrolled provider not meet requirements to provide
waiver services, OIG wouid terminate the provider license, and the DMS would terminate the
provider’s Medicaid enrollment.

The OIG has a toll-free telephone "hotline" to report licensure violations. These reports are
investigated and followed-up by OIG staff. Where appropriate, the results are communicated to
DMS.

The DMS fiscal agent, Hewlett Packard, provides ongoing training regarding submission and
resolution of claims. DMS program staff also conducts ongoing training and technical assistance
for providers.

The DMS monitors 10% of providers for compliance with waiver requirements. Also, 50% of
waiver providers are monitored annually via onsite visits by the QIO, and 30% of the ADHC
agencies are monitored by the QIO. The Division of Developmental and Intellectual Disabilities
(DDID) and Department for Aging and Independent Living (DAIL) monitor all enrolled
participant-directed service providers using a sample of the participants served by the waiver.

The participant-directed option is the only program for which providers are not certified or
licensed. This program allows participants to hire their family members and other qualified
persons. The DAIL monitors the Area Agencies on Aging (AAA) who assist the participants by
serving as the Support Broker. When DAIL monitors an AAA, they also make several home
visits to verify that services are being provided and that the participant is satisfied with the
services they are receiving.

The QIO submits a packet to DMS that describes which participant's chart was reviewed and if

the submission of the forms and the services requested were appropriate, using a detailed
monitoring report. If services are not appropriate, the QIO may reflect in the report that a

14



Corrective Action Plan (CAP) is needed. The report is then issued to the enrolled provider,
which includes the CAP request. The enrolled provider responds with submission of the CAP
with supporting evidence of implementation of corrective action. Corrective action plans arc
required from the provider within a maximum 45 day timeframe. If the provider fails to make
satisfactory correction in the CAP, a recommendation is made to DMS to not renew the
provider’s certification.

Regarding provider training requirements, DMS performs provider trainings when changes to
waiver policies and requirements occur and upon request of providers.

For the sub-assurance that the state verifies providers initially and continually meet required
licensure and/or certification standards and adhere to other standards prior to furnishing waiver
services, the approved waiver utilizes three performance measures. The data source is the
Department of Behavioral Health, Developmental and Intellectual Disabilities (BHDID)
Certification Database. First, the state measures the number and percentage of newly certified
waiver providers that meet health, safety, and welfare regulations’ requirements within the initial
six months of service provision. The compliance rate was 65%, 61%, and 69% for WYs 2012,
2013, and 2014, respectively. In each instance of non-compliance, the state required
implementation of a CAP where appropriate, and DDID staff delivered technical assistance to
the providers. Regarding system improvement, regional meetings of BHDID Quality
Administrators, which offer technical assistance to providers individually, included discussion of
systemic issues and how to remediate such issues. Quarterly provider webinars also included
training for system improvements, which addressed the following goals: all participants are
healthy and safe, medications are administered without error, and day training is person-centered
and non-diversional.

Next, the state measures the number and percentage of enrolled waiver providers that meet
regulatory requirements at time of certification review. The compliance rate was 45%, 50%., and
52% for WYs 2012, 2013, and 2014, respectively. The state also measured the number and
percentage of waiver providers with documented plans of correction. The state notes that 45%,
50%, and 52% of providers had no plans of correction in place during WYs 2012, 2013, and
2014, respectively. For both above-referenced performance measures, in each instance of non-
compliance, the DDID provided technical assistance and a CAP was implemented for non-
compliant providers where citations were noted. The state also implemented a systemic quality
improvement plan addressing health, safety and welfare, medication administration, and day
training. The state notes this quality improvement plan is currently in process, and it is
examining how to more clearly define its determination of the length of certification of
providers.

For the sub-assurance that ensures non-licensed/non-certified providers adhere to waiver
requirements, the state measures the percentage of participant-directed employees who
completed the required training. While the state reports 100% compliance for this measure, the
state did not report the timeframe over which such data applied or information about type of
training required for participant-directed employees.



For the sub-assurance that ensures the state implements policies and procedures for verifying that
provider training is conducted in accordance with state requirements and the approved waiver,
the approved waiver has two performance measures. The data sourcc was onsite training record
review using the provider certification checklist. First, the state measures the percentage of
reviewed providers in which staff have successfully completed mandatory training annually.
The compliance rate was 91%, 92% and 94% for WYs 201 2, 2013 and 2014, respectively. The
state also measures the number and percentage of reviewed agencies that provide case
management services in which case managers have successfully completed all required case
management training. The compliance rate was 92%, 94%, and 96% for WYs 2012, 2013, and
2014, respectively. In each instance of non-compliance, the DDID provided technical assistance
and a CAP was implemented for non-compliant providers where citations were noted.

Suggested Recommendations:

(CMS recommendutions enable the State 0 improve upon the process, evidence, or reporting, The submitted State
evidence can be enhanced cansiderably with the addition of information or Prograni improvements.)

The state should review the outcome of quality improvement activities that it notes are in
progress to address non-compliance with the following sub-assurance: the state verifies providers
initially and continually meet required licensure and/or certification standards and adhere to
other standards prior to furnishing waiver services. The state should also consider including
additional quality improvement activities to address this sub-assurance.

The state should consider revising the following performance measure: the number and
percentage of waiver providers with documented plans of correction. The state should examine
whether those providers that do not meet required licensure and/or certification standards have
an appropriate plan of correction in place. This would provide the state with a more robust data
set with which to develop system improvements to address non-compliance.

While the state included data for the approved performance measure for the sub-assurance that
ensures non-licensed/non-certified providers adhere to waiver requirements, the state did not
report the timeframe over which such data was measured. The state should develop performance
measures that are measurable during the time period of the approved waiver, and update the
waiver accordingly during the next renewal.

The state should examine whether the sample size of waiver providers the DMS and QIO

monitors is statistically significant for purposes of data collection for quality improvement
activities,

State Response:

The state provided no additional information.

CMS Response:

The CMS has no further recommendations at this time.



IV.  Health and Welfare of Waiver Participants

The State must demonstrate that, on an ongoing basis, it identifies, addresses, and seeks to
prevent instances of abuse, neglect and exploitation. Authority: 42 CFR 441.302; 42 CFR
441.303; SMM 4442.4; SMM 4442.9

The State demonstrates the assurance but CMS recommends improvements or requests
additional information

Evidence Supporting This Conclusion:

(Evidence that supports this conclusion is minimally adequate, however, there are some issues or information that
warrant improvement or would benefit from additional information)

Waiver providers are mandatory reporters of abuse, neglect, and exploitation pursuant to state
requirements. Providers are also required to train all staff in the prevention, identification, and
reporting of abuse, neglect and exploitation.

Where an alleged, suspected, or actual occurrence of an incident that can reasonably be expected
to result in harm (or death) to the individual has occurred, documentation of such occurrence
must be maintained on an incident form at the provider site, immediately reported to Department
for Community Based Services, Adult Protective Services, the case manager, and the
participant’s guardian. The person discovering the incident is required to take immediate action
to ensure the health, safety, and welfare of the at-risk individual. If the occurrence is not
potential abuse, neglect, or exploitation, the occurrence must be reported to the participant’s case
manager, guardian and Division of Developmental and Intellectual Disabilities (DDID) Regional
nurse within 8 hours of its discovery.

The use of mechanical restraints, seclusion and manual restraints, including any manner of prone
or supine restraint, is expressly prohibited. The use of chemical restraint is also expressly
prohibited. A chemical restraint is defined as use of a medication either over the counter or
prescribed, to temporarily control behavior, restrict movement or the function of an individual,
and is not a standard treatment for the participant’s medical or psychiatric diagnosis. Providers
must report all physical and chemical restraints as a critical incident using the incident reporting
process,

The state requires waiver providers to develop an incident report form and a process for
investigation, communication, and prevention of incidents. Specifically, waiver providers must
have a complaint process in place and educate waiver participants, family members and legal
representatives regarding this process, DMS Monitoring Staff review all incident reports.
Licensed Home Health Agencies (HHAS) and Licensed Adult Day Health Care (ADHCs)
providers are required to follow the state’s incident reporting requirements. Also, incident
reports are kept on file at the HHAs and ADHCs and checked by Office of Inspector General
(OIG) and the QIO during on-site visits.

Waiver providers are required to make the OIG’s toll-free Fraud and Abuse Hotline telephone
number available to waiver participants, and other interested parties. The purpose of this
telephone hotline is to enable complaints or other concerns to be reported to the OIG.



Waiver providers must deliver at least one case management contact per month, a face to face
meeting, to asscss the waiver participant and the service delivery. The case management
contacts arc monitored when the Q10 and OIG review documentation in the participant's medical
record.

For the assurance that ensures that on an ongoing basis the state identifies, addresses and seeks to
prevent the occurrence of abuse, neglect, and exploitation, the state provides multiple
performance measures. The data source was the DDID incident management database. First, the
state measures the number and percentage of critical incident reports of potential abuses that
were submitted to DDID within the required time frames. Compliance with this measure was
88%, 87%, and 88% for WYs 2012, 2013 and 2014, respectively. The state addressed non-
compliance by the provision of technical assistance by DDID risk management staff to non-
compliant providers. Next, the state measures the number and percentage of participants who
had at least one report of suspected abuse, neglect, or exploitation during the year in WYs 2012-
2014. Out of all waiver participants, 4%, 3% and 3% had at least one such report during WYs
2012, 2013, and 2014, respectively. In each case, technical assistance was provided by DDID
risk management staff, DCBS and risk management staff reviewed the case, and the reported
abuse, neglect and exploitation was addressed. The state also measured the number and
percentage of participants who had injury reported due to restraint during WYs 2012-2014.
During WY 2012, out of the total restraints (19} reported, no injuries were reported. During WY
2013, out of the total restraints (28) reported, no injuries were reported. Finally, during WY
2014, out of the total restraints (18) reported, no injuries were reported. The state noted that no
remediation occurred because there was 100% compliance with no injuries occurring as a result
of the use of restraints, While the state did not report remediation activities to address those
specific instances of use of restraints with waiver participants, the state noted that when a use of
restraint is reported, a BHDID Nurse contacts the provider to provide technical assistance.
Regarding system improvement, the state noted that crisis prevention and intervention training
became mandatory for providers in February of 2013.

The state examines the number and percentage of audited providers in which direct support staff
had criminal background checks prior to providing services. Of the audited providers, 90%, 91%
and 91% had completed the requisite ctiminal background checks prior to providing waiver
services during WYs 2012, 2013 and 2014, respectively. The data source was onsite training
record review using the provider certification checklist. As a result of the survey, the DDID
provided technical assistance to non-compliant providers and, where appropriate,
implementation of a corrective action plan was required.

The state utilizes surveys of waiver participants using the National Core Indicator (NCI) survey
for several performance measures. First, the state examined the number and percentage of
surveyed participants who responded on the NCI survey that they are always/sometimes afraid or
scared in their home or their neighborhoods. For WY 2012, the state reported 91% of
participants were not afraid or scared at home and 91% were not afraid or scared in their
neighborhood. For WY 2013, the state reported 91% of participants were not afraid or scared at
home and 95% were not afraid or scared in their neighborhood. For WY 2014, the state reported
92% of participants were not afraid or scared at home and 91% were not afraid or scared in their
neighborhood. The results of this survey were communicated during a provider webinar, The

18



state also noted that casc managers review participant health, safety and welfare on a monthly
basis.

Next, the NCI survey asked participants whether they had a physical examination in the last year.
During WYs 2012, 2013, and 2014, 83%, 82% and 82%, respectively, of waiver participants had
a physical examination within the last year. The results of this survey were communicated
during a provider webinar, and the importance of an annual physical was emphasized. Also, the
survey asked female participants whether they had an OB/GYN examination in the past year.
The state specifically surveyed whether participants reported having a “pap test” and
mammogram within the past year. For WY 2012, of the sampled participants, 83% had a “pap
test™ in the past year and 28% had mammograms. For WY 2013, of the sampled participants,
82% had a “pap test” in the past year and 18% had mammograms. For WY 2014, of the sampled
participants, 82% had a “pap test” in the past year and 31% had mammograms. The results of
this survey were communicated during a provider webinar, and the importance of medical
screenings was emphasized. Further, the survey asked male participants whether they had a
prostate examination in the past year. During WYs 2012 and 2013, 13% and 6%, respectively,
of sampled participants had a prostate examination in the past year. The state did not provide
WY 2014 data for this measure. The results of this survey were communicated during a provider
webinar, and the importance of medical screenings was emphasized. Additionally, the survey
asked participants whether they had a routine dental examination in the past year. During WYs
2012, 2013 and 2014, 79%, 80% and 73%, respectively, of the sampled participants had a routine
dental examination in the past year. The results of this survey were communicated during a
provider webinar, and the importance of regular dental care was emphasized. Regarding
remediation of non-compliance noted in the above-referenced performances measures, the state
notes that because NCI data is de-identified data, the state does not know which participants
responded that they did not have an examination. Therefore, the state notes it was not able to
remediate each individual instance of non-compliance. The state notes that non-compliance was
addressed, at a systemic level, by BHDID nurses and quality administrators through individual
contact with providers.

Suggested Recommendations:

(CMS recommendations enable the State to improve tpon the process, evidence, or reporting. The submitted State
evidence can be enhanced considerably with the addition of information or program improvements.}

The state should consider adding a performance measure to examine the number of reported use
of restraints out of the total number of waiver participants. The state should also measure the
outcome of its system improvement efforts to reduce use of restraints, and initiate additional
system improvements where non-compliance continues to be noted. This would allow for
systemic evaluation regarding use of restraints and the effectiveness of the state’s efforts to
prevent their use.

During the next waiver renewal, the state should consider including additional performance

measures that would address safeguarding the health and welfare of waiver participants through
the provision of medical screenings and services.
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State Response:

The state provided no additional information.

CMS Response:

The CMS has no further recommendations at this time.

V. Administrative Authority

The State must demonstrate that it retains ultimate administrative authority over the
waiver program and that its administration of the waiver program is consistent with its
approved waiver application. Authority: 42 CFR 441.303: 42 CFR 43 1; SMM 4442.6; SMM
4442.7

The State does not fully or substantially demonstrate the assurance, though there is
evidence that may be clarified or readily addressed

Evidence Supporting This Conclusion:

(Evidence that supports this conclusion is weak and not complete. Additional information is required to comply
with the assurance.)

The State Medicaid Agency, the Department for Medicaid Services {DMS) has administrative
authority for this waiver. DMS performs administrative functions, such as promulgation of
program regulations for services and payments, drafting of provider letters and updates,
clarification of policy revisions to Hewlett Packard (HP) and providers, contract implementation
with HP payment system and oversight of the contract agreement between HP and the QIO. The
DMS performs second line monitoring of 10% of enrolled providers. The DMS also conducts
oversight of the contract with the CMHCs that perform the waiver assessment/reassessments.
Further, DMS continuously monitors compliance regarding revised policy changes and how
these changes impact the daily operations of the program. Finally, the DMS utilizes the data
collected regarding appeals to scrutinize current policy and educate state hearing officers.

DBHDID serves as the operating agency for the waiver through a contract with the DMS. The
DMS oversees DBHDID performance of assigned waiver functions in accordance with waiver
requirements. Specifically, the DMS reviews and approves waiver policy and clarifications,
DBHDID submits correspondence and reports to DMS, DMS and DBHDID engage in regular
quarterly meetings, and DMS conducts an annual review of the contract to ensure DBHDID
meets all requirements.

The DMS contracts with HP as the fiscal agent. HP subcontracts with the QIO, CareWise to
provide QIO services. The QIO determines the level of care and completes prior authorization of
services for the waiver.

The state monitors the QIO’s administration of the waiver program through random quality
audits. All information concerning initial and recertification reviews are scanned and stored in
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an on-base program, which can be accessed by DMS at any time. Problems are also addressed
through provider and member complaints. Should an issuc be found, it is addressed with the
QIO.

The state provides a performance measure for this assurance that is not in the approved waiver:
the number and percentage of initial service plans that received prior authorization from the QIO
prior to service delivery. The data source was HP Enterprise Scrvices. The state reports 100%
compliance for this measure for WYs 2012, 2013 and 2014. The state also provides an approved
performance measure for this assurance: the number and percentage of utilization management
reports completed in a timely manner by the fiscal agent. While the state reports 100%
compliance for this measure, the state did not specify the waiver year(s) to which such data
applies.

Required Recommendations:

(CMS recommendations include those areas reguiring additional information or clarification prior to approval,
The State must provide the requested information to be in compliance prior to renewal. J

The evidence submitted by the state notes the following: “The Opcerating Agency was to be the
Division of Developmental and Intellectual Disabilitics (DDID) within the Department of
Behavioral Health, Developmental and Intellectual Disabilities (DBHDID), and was supposed to
determine level of care, prior authorize requests for services and approve the plans of care.

Level of Care continues to be handled by the QIO, as contracted by HP. The DMS continues to
be the operating authority for the Michelle P. waiver.” The evidence provided also indicates the
QIO reviews and approves POCs and manages prior authorization of services. The state must
update the next waiver renewal to accurately describe the QIO’s and DDID’s administrative and
operational functions for this waiver, and how the single state agency monitors whether such
entities’ administration of the waiver program is consistent with its approved waiver.

While the state provided data for the approved performance measure for this assurance, the state
did not report the timeframe over which such data was measured. The state should develop
performance measures that are measurable during the time period of the approved waiver, and
update the waiver accordingly during the next renewal. Also, the state provided data for a
performance measure not included in the approved waiver. The state must update the approved
waiver to reflect its performance measures as implemented for the next waiver renewal.

State Response:

The state elects to address the non-complaint assurances during waiver renewal.

CMS Response:

The CMS has no further recommendations at this time.



V1. State Provides Financial Accountability for the Waiver

The State must demonstrate that it has designed and implemented an adequate system for

assuring financial accountability of the waiver program. Authority: 42 CFR 441.302: 42 CFR
441.303, 42 CFR 441.308; 45 CFR 74; SMM 2500; SMM 4442.8: SMM 4442.10)

The State demonstrates the assurance but CMS recommends improvements or requests
additional information

Evidence Supporting This Conclusion:

(Evidence that supports this conclusion is mimimally adequate, however, there are some issues or infarmation that
warrant improvement or would benefit from additional information)

The DMS, through a contract with Electronic Data Systems, is able to provide ongoing training
and technical assistance to waiver providers for billing procedures and oversee claims paid,
suspended, and denied.

The DMS has the capability of running ad hoc reports of paid claims to compile monthly reports
for monitoring overall program expenditures. DMS reviews and adds edits and audits to the
Medicaid Management Information System periodically for program compliance and as policy is
revised to ensure claims are not paid erroneously. DMS also modifies procedure codes in
accordance with federal requirements.

The DMS monitors the fiscal accountability of waiver providers. Specifically, the DMS
performs post payment audits of paid claims. The audits are conducted as part of the overall
monitoring of the waiver. These audits identify billing errors and provide documentation that
support service delivery that meets the service definition in the approved waiver. The audits also
monitor service appropriateness based on waiver participant needs.

When claims have been paid, the monitoring process identifies if the claims were paid
erroneously, and the DMS may reclaim the monies through a recoupment process. The waiver
provider is notified of a recoupment via certified letter. A detailed listing of claims is attached to
the letter with the reason for the recoupment.

The state contracts with HP for the utilization of the QIO to perform billing reviews. A detailed
list of claims (billing ad hoc) for authentication, through the use of the provider’s billing process,
is printed for use by the QIO for the billing review process. The QIO is able to match the actual
documentation of the provider against the list of claims on the ad hoc and is able to verify if the
claim is legitimate according to the documentation. The QIO performs billing reviews for 50%
of the waiver providers on an annual basis.

The state provides data for a performance measure that is not in the approved waiver.
Specifically, the state measures the number and percentage of claims reviewed that were coded
and paid in accordance with reimbursement methodology. The state reports 100% compliance
for WYs 2012, 2013, and 2014. The data source was HP Enterprise Services.



The state also provides data for approved performance measures. First, the statc measures the
number and percentage of waiver service claims that were submitted for waiver participants who
were cnrolled in the waiver on the service delivery date. The data source was HP Enterprise
Services. Compliance with this performance measure was 100% for WYs 2012 through 2014.
Next, the state measures the number and percentage of providers reviewed that resulted in an
unsatisfactory audit and recoupment. The state did not provide a data source for this measure.
For Calendar Years 2011, 2012, 2013, and 2014, the state reported 14%, 0%, 28% and 28%,
respectively, of audits of HHA providers resulted in recoupment. The state did not provide
information regarding the reasons for these recoupments or how these situations were remediated
to ensure appropriate billing and to avoid fraud. The state also measures the number and
percentage of system defects identified in the waiver program and corrected on a quarterly basis.
It is unclear if this measure refers to MMIS defects, systemic policy defects, or other issues. The
state reports that in year 2012, one system defect was identified and corrected, and in years 2013
and 2014, no system defects were identified. The state did not indicate whether the years
measured were waiver years, calendar years or fiscal years, and did not provide a data source for
this measure.

Suggested Recommendations:

(CMS recommendations enable the State to improve upon the process, evidence, or reporting. The submitted Stare
evidenee can be enhanced considerably with the addition of information or program improvements. J

While the state provided data for approved performance measures for this assurance, the state did
not specify the time period over which data was collected for one of the performance measures.
The state also did not provide the source from which it derived data for two of its performance
measures for this assurance. The state should develop performance measures that are measurable
during the time period of the approved waiver, and update the waiver accordingly during the next
renewal.

The state provided data for a performance measure not included in the approved waiver. The
state must update the approved waiver to reflect its performance measures and data sources as
implemented for the next waiver renewal.

The state should implement and report on a clear process to remediate individual and systemic
errors that result in recoupments. In addition, the state should consider revising the last
performance measure provided for clarity. Finally, the state should consider including the

number and percentage of providers who maintain financial records according to program
agreements or contracts as an additional performance measure.

State Response:

The state provided no additional information.

CMS Response:

The CMS has no further recommendations at this time.
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July 29, 2014

Mr. Lawrence Kissner, Commissio er l U(
Department for Medicaid Services [ m

Attn: Karen Martin Ve
275 East Main Str et, 6WA

Frankfort, KY 40621-0001

Dear Mr. Kissner.

We found the state to be not in com i nce with three of the review components. For those
areas in which the stat is not complia t, please be sure they are corrected at the time o
renewal. We have also identified recommend tion for program improvements in each of the
assurance areas,

Finally, we would like to remind you to submit a renewal packa e on this wa'ver to CMS C atral - nd
Regional Offices at least 90 days prior to the ¢ piration of the waiver, June 2, 2015. Your waiver
renewal application should address any issues identified in the final report as necessary for renewal
and should incorporate the state’s commitments ‘n response to the report. Please note the state must
provide CMS with 90 days to review the submitted application. If we do not receive your renew |
equest 90 days prior to the wajver expiration date, we will contact you to discuss termin tion plans.

of services. In this instance, we also request that you send CMS the draft beneficiary notification
letter 60 days prior to the expirat’on of the waiver.



I you have any questions, please contact Melanie Benning at 404-562-7414, We would like to

EXPpress our appreciation to the Kentucky Department for Medicaid Services, who provided
information for this review.

Sincerely,

Cactie Btay,
Jackie Glaze

Associate Regional Administrator
Division of Medicaid & Children’s Health Operations

cc: Michelle MacKenzie, CMCS
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Executive Summary:

The Kentucky Department for Medicaid Services (DMS) is the single state Medicaid agency that
has administrative authorily over the Supports for Community Living Waiver. The Division of
Developmental and Intellectual Disabilities (DDID) within the Department of Behavioral Health,
Developmental and Intellectual Disabilities (DBHDID) serves as the operating agency of the
waiver through a contract with the DMS. The target population for this waiver includes
individuals who are developmentally and/or intellectually disabled who meet the intermediate
care facility for individuals with intellectual disabilities’ level of care. The most recent 372
reporl, for the waiver year ending August 31, 2010 and reported on April 23, 2012, shows an
enrollment of 3,442 unduplicated participants with the average annual cost of $76,664 per
participant.

As requested per the CMS Interim Procedural Guidance, Kentucky submitted evidence (o
demonstrale that the state is meeting program assurances as required per 42 CFR 441.301. In its
submission of November 20, 2013, the state provided an introduction to its overall quality
management stralegy, various examples and summary reports specific to each assurance.

A Quality Improvement Organization (QIO) provides waiver status reports to DMS on a monthly
basis, covering information including level of care determinations conducted, plans of care
approved and denied, and services denied. Waiver providers are required to conduct participant
satisfaction surveys, and the state utilizes these satisfaction surveys in the agency’s Quality
Improvement Plan. DDID staff track and investigate all complaints regarding allegations of
abuse, neglect and exploitation. Additionally, the state’s fiscal agent provides utilization
management operational status reports that provide data to the DMS about the administration and
operations functions of the waiver. In addition, the DDID conducts annual utilization reviews of
each provider agency to ensure claims billed meet the waiver service definitions. Finally,
Kentucky participates in the National Core Indicators (NCI), which are measures used to assess
the satisfaction and outcomes of services. The indicators address choice, service planning,
health, safety, rights, employment, and community inclusion. The state provides technical
assistance and education efforts to waiver providers based on the areas of improvement
identified in survey results from the NCI.



Summary of Findings

1.  State Conducts Level of Care Determinations Consistent with the Need for
Institutionalization — The State does not fully or substantially demonstrate the
assurance, though there is evidence that may be clarified or readily addressed.

Required Recommendations

The evidence provided indicates the QIO reviews and issues LOC determinations. This
is inconsistent with the waiver renewal and corresponding amendments approved during
the period of 09/01/2010 - 1/22/2014, which provide that the Operating Agency, the
Division of Developmental and Intellectual Disabilities (DDID), determines the level of
care for this waiver. CMS notes an amendment to this waiver was approved 1/27/2014
with an effective date of 1/23/2014 that provides for the QIO to make LOC
delerminations for this waiver,

While the state provided data for an approved performance measure for the sub-assurance
to ensure that an evaluation for LOC is provided to all applicants for whom there is a
reasonable indication that services may be needed in the future, the state also provided
data for a performance measure that is not in the approved waiver. For the performance
measure provided for the sub-assurance that the LOC is reevaluated at least annually or
as specified in the approved waiver, the state did not provide summary data regarding
remediation of all instances of non-compliance.

CMS requires review of the performance measures provided for the above-referenced
sub-assurances to determine the measures that most effectively capture this sub-
assurance, and revise them accordingly in the next waiver renewal, CMS requires use of
this data to enhance system evaluations to address this assurance.

2. Service Plans are Responsive to Waiver Participant Needs — The State does not
fully or substantially demonstrate the assurance, though there is evidence that may
be clarified or readily addressed

Required Recommendations

The evidence provided indicates the QIO reviews and approves POCs and manages prior
authorization of services. This is inconsistent with the waiver renewal and corresponding
amendments approved during the period of 09/01/2010 - 1/22/2014, which provide that
the Operating Agency, the Division of Developmental and Intellectual Disabilities
(DDID), reviews and approves POCs and manages prior authorization of services. CMS
notcs an amendment to this waiver was approved 1/27/2014 with an effective date of
1/23/2014 that provides for the QIO to review and approve POCs and manage prior
authorization of services.

While the state utilized performance measures in accordance with the approved waiver,
where non-compliance occurred the state did not demonstrate remediation or system



improvement for the following sub-assurances: the sub-assurance that ensures service
plans address all the participant’s assessed needs and personal poals and the sub-
assurance that ensures that services are delivered in accordance with the service plan,
including the type, scope, amount, duration and frequency specified in the service plan.
CMS requires data regarding any remediation activities and system improvement the
statc has undertaken in response to instances of less than 100% compliance.

CMS requires development of a performance measure demonstrating participants are
offered a choice between waiver services and institutional care prior to the next waiver
renewal.

3. Qualified Providers Serve Waiver Participants — The State does not fully or
substantially demonstrate the assurance, though there is evidence that may be
clarified or readily addressed.

Required Recommendations

For the sub-assurance that the state verifies providers initially and continually meet
required licensure and/or certification standards and adhere to other standards prior to
furnishing waiver services, CMS requires consideration of meaningful system evaluation
lo address non-compliance with the following performance measure: the number and
percentage of enrolled waiver providers that meet regulatory requirements at time of
certification review. CMS requires additional provider training or additional
performance measures to address this during the next waiver renewal. The state should
also consider adding a performance measure examining the number and percentage of
waiver providers that meet OlG’s licensure requirements.

4. Health and Welfare of Participants ~ The State demonstrates the assurance but
CMS recommends improvements or requests additional information

Suggested Recommendations

The state should consider adding a performance measure to examine the number of
reported use of restraints out of the total number of waiver participants. Specifically, the
state could measure data from the date the state noted a revision in its policy regarding
use of restraints. This would allow for systemic evaluation regarding use of restraints
and the effectiveness of the state’s efforts to prevent their use.

5. State Medicaid Agency Retains Administrative Authority Over the Waiver
Program - The State demonstrates the assurance but CMS recommends
improvements or requests additional information.

Suggested Recommendations

The state should consider adding additional performance measures during the next
renewal based on deliverables in the contract between the QIO and DMS, such as the



number and percentage of reports that the QIO provides to DMS within the required
timeframes. The state should also consider adding measures regarding the contract
between the DBHDID and the DMS and the timeliness of functions performed by DDID
such as the number and percentage of findings reports and notice of length of provider
certifications that the DDID sends to the DMS within the DMS required timeframe.

6. State Provides Financial Accountability for the Waiver — The State demonstrates
the assurance but CMS recommends improvements or requests additional
information,

Suggested Recommendations

The state should implement and report on a clear process to remediate individual and
systemic errors that result in erroneously paid claims. In addition, the state should
consider revising the existing third performance measure for clarity, and including the
reported number and percentage of providers who maintain financial records according to
program policy as an additional performance measure.



Introduction:

Pursuant to section 1915(c) of the Social Security Act, the Secretary of the Department of Health
and Human Services has the authority to waive certain Medicaid statutory requirements to enable
a State (o provide a broad array of home and community-based services (HCBS) as an alternative
to institutionalization. The Centers for Medicare and Medicaid Services (CMS) has been
delegated the responsibility and authority to approve State HCBS waiver programs. CMS must
assess cach home and community-based waiver program in order to determine that assurances
are met. This assessment also serves to inform CMS in its review of the State’s request to renew
the waiver.

State’s Waiver Name: Supports for Community Living Waiver
Operating Agency: Division of Developmental and Intellectual Disabilities

(DDID) within the Department of Behavioral Health,
Developmental and Intellectual Disabilities (DBHDID)

State Waiver Contact: Director, Division of Community Alternatives
Target Population: Developmentally and/or Intellectually Disabled Individuals
Level of Care: ICF/IID

Number of Waiver Participants: 3,442
Average Annual per capita costs: $76,664
Effective Dates of Waiver: September 1, 2010 through August 31, 2015

Approved Waiver Services: Case Management, Community Access, Day Training,
Personal Assistance, Residential Support I, Respite, Shared
Living, Supported Employment, Occupational Therapy,
Physical Therapy, Speech Therapy, Community Guide,
Goods and Services, Natural Supports  Training,
Transportation, Assessment/Reassessment, Community
Transition, Consultative Clinical and Therapeutic Service,
Environmental Accessibility Adaptation Service, Person
Centered  Coaching, Positive Behavior Supports,
Residential Support Level I, Specialized Medical
Equipment and Supplies, Technology Assisted Level |
Residential Support and Vehicle Adaptation

CMS RO Contact: Melanie Benning



I State Conducts Level of Care Determinations Consistent with the Need for
Institutionalization

The State must demonstrate that it implements the processes and instrument(s) specified
in its approved waiver for evaluating / reevaluating an applicant’s/waiver participant’s
level of care (LOC) consistent with care provided in a hospital, nursing facility or ICF/MR.
Authority: 42 CFR 441.301; 42 CFR 441.302; 42 CFR 441.303; SMM 4442.5

The State does not fully or substantially demonstrate the assurance, though there is
evidence that may be clarified or readily addressed

Evidence Supporting This Conclusion:

(Evidence that supports this conclusion is weak and not complete. Additional information is required to comply
with the assurance.)

The Quality Improvement Organization (QIO) for the Department for Medicaid Services
instructs waiver providers regarding the submission of documents for the initial and ongoing
Level of Care (LOC) determination. To obtain LOC determination, providers fax the completed
Medicaid Assessment form (MAP-351) to the QIO. The MAP-351 assesses the following: an
individual’s needs in conducting Activities of Daily Living (ADLs); Instrumental Activities of
Daily Living (IADLs); neurological, emotional, behavioral and functioning; clinical needs;
environmental/living conditions; and informal supports. The QIO may request additional
documentation from the provider prior to the issuance of a final approval or denial of waiver
services. Once the LOC determination is finalized, the waiver providers are notified of the
decision. When the LOC is granted, the QIO logs the effective dates in the Medicaid
Management Information System (MMIS).

The QIO completes a waiver status report monthly, listing the number of active waiver
beneficiaries and the number of LOC denials. The Division of Developmental and Intellectual
Disabilities (DDID) monitors a sample of the records of waiver beneficiaries to ensure that each
record includes a current LOC and MAP-351. DDID also conducts monitoring activities during
the course of certification surveys, investigations and technical assistance visits.

The data source for all performance measures is HP Enterprise Services, the DMS fiscal agent.
For the sub-assurance that ensures that an evaluation for LOC is provided to all applicants for
whom there is a reasonable indication that services may be needed in the future, the state collects
data for two performance measures. First, the state measured the number and percentage of
waiver applicants who had a level of care evaluation indicating the need for institutionalization.
The compliance rate for this measure for CYs 2010, 2011, 2012 and 2013 (Jan. 1 - Oct. 31,
2013) was 99.8%, 99.3%, 99.3% and 99.4% respectively. The state did not provide remediation
information regarding this measure. The next performance measure was the percentage of all
new waiver enrollees who met the level of care. The compliance rate for this measure was 100%
in Calendar Years (CYs) 2010, 2011, 2012 and 2013 (Jan. 1 — Oct. 31, 2013).

For the sub-assurance that ensures the LOC is reevaluated at least annually or as specified in the
approved waiver, the state provides one performance measure: the number and percentage of
waiver participants whose level of care was reevaluated within 12 months of their initial level of



care evaluation or of their last annual level of care evaluation. The compliance rate for this
measure for CYs 2010, 2011, 2012 and 2013 (Jan. 1 - Oct. 31, 2013) was 98%, 97%, 97% and
98% respectively. The state provided an example of remediation where written notification was
sent 10 a participant that the provider had not submitted all information in 4 timely manner (o
complete the recertification process and that the provider must submit additional documentation
to the QIO. However, the state did not provide data regarding whether remediation occurred in
all instances of non-compliance or the outcome of such remediation.

For the sub-ussurance that the processes and instruments described in the approved waiver are
applied appropriately and according to the approved description to determine LOC, the state
provides two performance measures. First, the state measured the number and percentage of
participants’ initial or six month LOC determinations/forms/instruments that were completed as
required by the state. The compliance rate for this measure was 160% in CYs 2010, 2011, 2012
and 2013 (Jan. 1 — Qct. 31, 2013). The next performance measure was the percentage of “level of
care eligibility redetermination packets that were returned” (i.e. did not include all of the
required documentation) out of the total number of level of care determinations. The non-
compliance rate for this measure for CYs 2010, 2011, 2012 and 2013 (Jan. 1 - Oct. 31, 2013)
was 3.1%, 4.3%, 3.6% and 3.4% respectively. The state addressed non-compliance as follows:
when determination packets are submitted without all documentation required for LOC
determination, the QIO issues a letter requesting more information.

Required Recommendations:

(CMS recommendations include those areas requiring additional information or clarification prior to approval,
The State must provide the requested information o be in compliance prior to renewal,)

The evidence provided indicates the QIO reviews and issues LOC determinations. This is
inconsistent with the waiver renewal and corresponding amendments approved during the period
of 09/01/2010 - 1/22/2014, which provide that the Operating Agency, the Division of
Developmental and Intellectual Disabilities (DDID), determines the level of care for this waiver,
CMS notes an amendment to this waiver was approved 1/27/2014 with an effective date of
1/23/2014 that provides for the QIO to make LOC determinations for this waiver.

While the state provided data for an approved performance measure for the sub-assurance to
ensure that an evaluation for LOC is provided to all applicants for whom there is a reasonable
indication that services may be needed in the future, the state also provided data for a
performance measure that is not in the approved waiver. For the performance measure provided
for the sub-assurance that the LOC is reevaluated at least annually or as specified in the approved
waiver, the state did not provide summary data regarding remediation of all instances of non-
compliance,

CMS requires review of the performance measures provided for the above-referenced sub-
assurances to determine the measures that most effectively capture this sub-assurance, and revise
them accordingly in the next waiver renewal. CMS requires use of this data to enhance system
evaluations to address this assurance.



State’s Response:

The state noted the additional information provided in the evidence submission was not meant to
supplant the approved performance measures, The state also responded by providing data, which
it refers to as “remediation.” First, the state measured the percentage ol waiver applicants who
had a level of care indicating the need for institutionalization; the state noted compliance ranged
from 99.3% (0 99.8% in each of the waiver years. Nexl, the state measured the percentage of
waiver participants whose level of care was reevaluated within 12 months of their initial level of
care evaluation or of their last annual level of care evaluation; the state noted compliance ranging
from 97% to 98% of the participants in each of the waiver years. Finally, the state measured the
percentage of level of care eligibility determination packets that were returned. Of the total
number of level of care determinations, the state notes between 3.1% to 4.3% level of care
eligibility determination packels were returned for each of the waiver years.

CMS Response:

While we thank the state for responding with additional information, the state’s response
regarding remediation provides the same information the state submitted in the evidence
submission, in which the state did not demonstrate remediation activities. The state must submit
information regarding remediation activities in the next waiver renewal.

II. Service Plans are Responsive to Waiver Participant Needs

The State must demonstrate that it has designed and implemented an adequate system for
reviewing the adequacy of service plans for waiver participants. Authority: 42 CFR 441.301;
42 CFR 441.302; 42 CFR 441 -303; SMM 4442.6; SMM 4442, 7; Section 1915(c) Waiver F ormat,
Item Number 13

The State does not fully or substantially demonstrate the assurance, though there is
evidence that may be clarified or readily addressed

Evidence Supporting This Conclusion:
(Evidence that supports this conclusion is weak and not complete. Additional information is reguired to comply
with the assurance.)

Upon admission of an applicant to the waiver program and at least annually thereafter, case
management providers submit a service packet to the QIO for review, approval and prior
authorization of services. The service packet includes the MAP 351 and the MAP 109, which
the state uses to develop the service plan; the state refers to the service plan as the Plan of Care
(POC).  Effective January 1, 2014, the state also uses the Supports Intensity Scale (SIS)
assessment to link specific questions from the assessment to participant goals in the POC.

The POC identifies factors in the planning process including health and safety risk factors, the
type and amount of each waiver service chosen by the individual to meet their individual support
needs, the provider chosen for each service, the provision of any non-waiver services, personal
outcomes and the specific service and training objectives to he implemented. Based on the



QIO’s review of the POC, the QIO may request additional documentation to ensure the
appropriateness of the plan. Additional requested information may include but is not limited to
SCrvice assessments, past service provision noles, therapy evaluation, crisis prevention plans and
behavior support plans.

During the initial team planning meeting and at least annually thereafter in team planning
mectings, the POC team discusses each of the items on the Long Term Care Facilities and Home
and Community Based Program Certification Form (MAP 350), including the participant’s
choice of waiver services or institutional care and choice of providers, Case management
providers must maintain detailed documentation of the decision making process during the
planning meeting and provide a complete listing of providers to allow participant choice of any
certified provider. Case management providers document the provision of education to the
individual regarding the negative impact a refusal of service may have for the participant. The
state monitors this documentation during onsite monitoring visits, provider certification surveys,
and during follow-up for complaints, incident reports and investigations.

The case manager facilitates the service planning process, education, referrals and coordinates
community resources lo meet the needs of waiver participants. Specifically, the case manager
ensures the following: the provision of waivers services in accordance with waiver service
definitions and the approved POC, the involvement of participants, legal representatives and
others in the planning process, the POC is updated at least annually and the POC is updated as
participant needs change. Also, case managers utilize the Kentucky Focus Tool on a monthly
basis to monitor individuals® satisfaction with their services and supports.

For modification to POCs, case management providers submit modifications (o the QIO for
review and authorization within 14 days of any change in support needs or choice of the
individual,

DDID provides training and technical assistance to waiver providers regarding the person-
centered planning process, completing, and modifying the POCs. The DDID provides onsite
technical assistance at provider locations on at least a quarterly basis. Required training for
waiver providers includes the components of values, community inclusion, person-centered
planning, positive behavior support, self-determination and strategies to successful teaching. The
DDID maintains a listing of the required training lessons on its website.

DDID conducts interviews with waiver participants during each certification survey and during
technical assistance visits. Also, the state collects data from the DDID Quality Administrators,
staff persons who monitor and review performance of case management providers, regarding the
percentage of service plans in which risk management and risk mitigation issues are found.

The state participates in the National Core Indicators (NCI) measures to assess the satisfaction
and outcome of services. The indicators address choice, service planning, health, safety rights,
employment and community inclusion. DDID provides technical assistance and education
efforts based upon the areas of improvement identified in survey results from the NClIs.



For the sub-assurance that ensures that service plans address all the participant’s assessed needs
and personal goals, the state collects data on several performance measures. First, the state
measures percentage and number of a sampled service plans in which services and supports align
with assessed needs. Compliance with this performance measure was 98%, 97%, 98% and 99%
for CYs 2010, 2011, 2012 and 2013 (Jan. 1 — Oct. 31, 2013), respectively. The data source was
HP Enterprisc Services. The state did not provide information about remediation activities for
non-compliance or system improvement. Nexl, the state measured the percentage and number of
sampled service plans that reflect individual goals and preferences. Compliance with this
performance measure was 100% for CYs 2010, 2011, 2012 and 2013 (Jan. 1 — Oct. 31, 2013).
The data source was HP Enlerprise Services. The state did not provide information about
remediation aclivities. Also, the state measured the percentage of sampled service plans that
include a risk assessment. Compliance with this performance measure was 100% for Waiver
Years (WYs) 2010 through 2013. The data source was onsite record reviews. In addition, the
stale measured the percentage of sampled service plans with risk assessments that have
appropriate risk mitigation. Compliance with this performance measure was 75% for WYs 2010
through 2013. The data source was onsite record reviews. The state demonstrated remediation
of case management providers without appropriate risk mitigation in the POCs by providing non-
compliant providers technical assistance and requiring corrective actions plans. The slate
demonstrated system improvement when it revised the monitoring form used by DDID Quality
staff for record reviews to capture additional data regarding POC non-compliance issues.

The state surveyed waiver participants to identify the percentage of participants who were
satisfied that their case manager gets them the services and supports they need. Compliance with
this performance measure was 88.2% for Fiscal Years (FYs) 2011 through 2012. The data source
was the National Core Indicators. In addition, the state surveyed families of waiver participants
to identify the percentage of families who were satisfied that their case manager gets the
participant the services and supports they need. Compliance with this performance measure was
88.9% for FYs 2011 through 2012. The data source is the National Core Indicators. The state
identified remediation and system improvement addressing the above-referenced performance
measures. Specifically, the state communicated the results of the survey during a provider
webinar. The state also discussed person centered planning in case management training and
addressed this itemn in a tool used by case management providers.

For the sub-assurance that ensures the state monitors service plan development in accordance
with its policies and procedures, the state uses several performance measures. First, the state
measures the percentage of service plans that are in compliance with the waiver’s service plan
requirements (i.e. completeness of the service plan and submission of the service plan within the
required timeframe). The data source was onsite record review of providers undergoing
certification review. The compliance rate was 95% for WYs 2010 through 2013. In each
instance of non-compliance, the state provided technical assistance to the providers. As a system
improvement, the state provided a “certification record review” worksheet that is used for
monitoring the completeness of the POCs. Also, the state measured the percentage of service
plans that are based on "what is important to and important for" the person. Compliance with
this performance measure was 100% for CYs 2010, 2011, 2012 and 2013 (Jan. 1 - Oct. 31,
2013). The data source was HP Enterprise Services.
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For the sub-assurance that ensures service plans are updated/revised at least annually or when
warranted by changes in the participant’s needs, the state uses one performance measure: the
number and percentage of service plans indicating appropriale change in service relating to
documented change in participants needs within the year. The compliance rate was 100% for
cach of the CYs 2010 through 2013 (Jan. 1 - Ocl. 31, 2013). The data source was HP Enterprise
Services.

For the sub-assurance that ensures that services are delivered in accordance with the service plan,
including the type, scope, amount, duration and frequency specified in the service plan, the
approved waiver has one performance measure: the number and percentage of records reviewed
that demonsirale the correct type, amount, scope and frequency of services were provided
according (o the person-centered plan. Compliance for this measure was 98%, 97%, 98% and
99% for each of the CYs 2010, 2011, 2012, and 2013 (Jan. 1 - Oct. 31, 2013), respectively. The
state did not provide information about remediation or system improvement for this performance
measure,

For the sub-assurance that ensures participants are offered a choice between waiver services and
institutional care and between/among providers, the state uses one performance measure: the
number and percentage of parents/guardians who have signed the service plan signature page
indicating they were given choice of providers. The data reflected 100% compliance for CYs
2010 through 2013 (Jan. 1 — Oct. 31, 2013). The state did not provide a performance measure
demonstrating participants are offered a choice between waiver services and institutional care.

Required Recommendations:

(CMS recommendations include those areas requiring additional information or clarification prior to approval,
The State must provide the requested information to be in compliance prior to renewnl.)

The evidence provided indicates the QIO reviews and approves POCs and manages prior
authorization of services. This is inconsistent with the waiver renewal and corresponding
amendments approved during the period of 09/01/2010 - 1/22/2014, which provide that the
Operating Agency, the Division of Developmental and Intellectual Disabilities (DDID), reviews
and approves POCs and manages prior authorization of services. CMS notes an amendment to
this waiver was approved 1/27/2014 with an effective date of 1/23/2014 that provides for the
QIO to review and approve POCs and manage prior authorization of services.

While the state utilized performance measures in accordance with the approved waiver, where
non-compliance occurred the state did not demonstrate remediation or system improvement for
the following sub-assurances: the sub-assurance that ensures service plans address all the
participant’s assessed needs and personal goals and the sub-assurance that ensures that services
are delivered in accordance with the service plan, including the type, scope, amount, duration
and frequency specified in the service plan. CMS requires data regarding any remediation
aclivities and system improvement the state has undertaken in response (0 instances of less than
100% compliance.

CMS requires development of a performance measure demonstrating participants are offered a
choice between waiver services and institutional care prior to the next waiver renewal.
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State’s Response:

The state described the remediation process and provided data for the service plan subassurance
that ensures service plans address all the participant’s assessed needs and personal goals.
Specifically, the slale contracts with Hewlett Packard (HP), which in turn contracts with the
utilization management firm, CareWise. CareWise performs the Level of Care determinalions
and processes the prior authorizations for the services. When an initial or recertification packet
is received by CareWise, CareWise first evaluates the assessment to determine what services are
needed. The assessment is compared to the Plan of Care to determine if the services are matched
to the information on the assessment. If an error is found or if it is determined that the Plan of
Care does not incorporate the services needed, a Lack of Information (LOI) letter is sent to the
provider so the Plan of Care can be corrected, or the services are denied and a denial lelter is sent
lo the member and the provider with appeal rights. If a LOI letter is senl, the provider has 14
days to correct the error. Should the state find that the service plans are not in compliance, the
state has the right, in accordance with the contract with HP, to cither fine HP and/or request a
corrective action plan.

The state requests to work with HP, CareWise and the KY Department for Behavioral Health,
Developmental and Intellectual Disabilities (BHDID) to develop new performance measures.
The MAP 350 form, which was included in the evidence submitted, includes both choice
between waiver services and institutional care and choice of provider. While both are included
on the form and are expected for each participant, the state notes the approved performance
measure only refers to choice of providers. The slate recommends adding a new performance
measure to the waiver: percentage of participants/guardians who have signed the service plan
signature page indicating they were given choice between waiver services and institutional care.

Finally, the state responded by providing data, which it refers to as “remediation.” F irst, the state
measured the percentage of service plans in which services and supports align with assessed
needs; the state noted compliance ranged from 97% to 99% in each of the waiver years. Next,
the state measured the percentage of service plans that reflect individual goals and preferences;
the state noted compliance was 100% for each of the waiver years. Finally, the state measured
the percentage of records reviewed that demonstrate that the correct type, amount, scope and
frequency of services were provided according to the person-centered plan; the state did not
provide a compliance rate for each of the waiver years; however, this measure is identical to the
performance measure submitted in the state’s evidence, in which the state provided compliance
rates ranging from 97% and 99% for each of the waiver years.

CMS Response:

We thank the state for responding with additional information regarding remediation activities.
We note the state’s above-response regarding remediation provides the same information the
state submitted in the evidence submission, in which the state did not demonstrate remediation
actlivities for two of the subassurances. However, we note the state’s response does provide
remediation data for the subassurance that ensures service plans address all the participant’s
assessed needs and personal goals. In the next waiver renewal, the state should ensure it
provides information about remediation activities for this assurance.
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We thank the state for providing an additional performance measure to address the subassurance
that ensures participants are offered a choice between waiver services and institutional care and
between/among providers.

IHl.  Qualified Providers Serve Waiver Participants

The State must demonstrate that it has designed and implemented an adequate system for
assuring that all waiver services are provided by qualified providers, Authority: 42 CFR
441.302; SMM 4442 .4

The State does not fully or substantially demonstrate the assurance, though there is
evidence that may be clarified or readily addressed

Evidence Supporting This Conclusion:
(Evidence that supports this conclusion is weak and not complete.  Additional information iy required to comply
with the assurance.)

The state uses a certification process to enroll SCL Waiver providers. Each potential provider is
assigned to a Provider Development Specialist, a DDID staff member who offers technical
assistance to the provider during the certification process. The Provider Development Specialist
requests and reviews provider documentation, including the credentials of and background
checks of the Executive Director, and policies and procedures. The Provider Development
Specialist tracks this documentation in a checklist, which the Provider Development Specialist
reviews for compliance with regulatory requirements. The Provider Development Specialist
invites potential providers to attend a provider training and schedules the on-site pre-service
survey. Once the Provider Development Specialist successfully completes the on-site survey,
DDID recommends to DMS that the provider be approved for certification in the SCL waiver for
an initial period of up to six months. DMS then issues the Medicaid SCL provider number.

Within 45 days of providing services to the first individual, the Provider Development Specialist
and the DDID Quality Administrator (QA) assigned to the provider conduct a 45-day survey.,
When a provider successfully completes the on-site survey, the provider may be certified for an
additional period of up to six months. If deficiencies are found during the review, a corrective
action plan (CAP) is required.

DDID monitors waiver providers on a regular basis to ensure continued compliance with state
and federal requirements. The QAs conduct re-certification surveys of providers, ensuring that
provider certifications are met. Certification survey results are documented on a Findings and
Corrective Action Pian Tracking Report. The DDID Waiver Manager and QAs that participated
in the certification surveys discusses all survey findings. The length of provider recertification is
determined through this analysis process that considers deficiencies, historical deficiencies from
previous surveys and investigations, health, safety and welfare issues found and analysis of
incident management reports. DDID sends the findings report and notice of length of
certification survey to the SCL waiver provider and to the DMS. Citations are issued for items
found to be out of compliance. Corrective action plans are required from the provider within a
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maximum 45 day timeframe. If the SCL provider fails to make satisfactory correction in the
CAP, a recommendation is made to DMS to not renew the provider’s certification.

The SCL waiver offers Supports for Participant Direction, which allows waiver participants the
opportunity to direct some or all of their non-residential, non-medical waiver services. The
Department for Aging and Independent Living monitors certification of the Participanl Direction
Services providers, the only non-licensed waiver providers in this waiver, and monitors quality
assurance for these providers.

Regarding provider training requirements, potential SCL Waiver providers must complete
compelency-based training, Additionally, provider training webinars are held on a quarterly
basis addressing topics such as issues identified from analysis of certification surveys,
investigations, and suggestions from providers regarding quality improvement.

The only providers that are licensed are Adult Day Health Centers, which the Office of Inspector
General (OIG) licenses and monitors. The DDID also certifies and monitors these providers
through the SCL waiver’s provider certification process.

For the sub-assurance that the state verifies providers initially and continually meet required
licensure and/or certification standards and adhere to other standards prior to furnishing waiver
services, the approved waiver utilizes three performance measures. First, the state measures the
number and percentage of newly certified waiver providers that meet regulatory requirements
within the initial 6 months of service provision. The compliance rate was 84.5% for WYs 2010
through 2013. In each instance of non-compliance, the state required implementation and
acceptance of a CAP and QAs provided technical assistance to the providers. Next, the state
measured the number and percentage of enrolled waiver providers that meet regulatory
requirements at time of certification review. The compliance rate was 53% for WYs 2010
through 2013. In each instance of non-compliance, the state required technical assistance by
QAs, implementation by the provider agency of a CAP, and either acceptance or revision of the
CAP, or the provider agency was closed. The state measured the outcomes of this remediation,
sampling waiver providers with documented plans of correction. The result was that 32
instances of non-compliant providers were addressed in accordance with the state’s standards.
The data source for the above-referenced performance measures was the DDID Certification
database.

For the sub-assurance that ensures non-licensed/non-certified providers adhere to waiver
requirements, the state includes a performance measure to address the providers of participant-
directed services. Specifically, the state measures the percentage of participant-directed
employees who completed the required training. The data source was participant-directed
employee records. The state reported 100% compliance for this measure for WYs 2010 through
2013,

For the sub-assurance that ensures the state implements policies and procedures for verifying that
provider training is conducted in accordance with state requirements and the approved waiver,
the approved waiver has two performance measures. The data source was onsite record review.
First, the state measures the number and percentage of reviewed providers in which staff have
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successfully completed mandatory annual training (i.e. 6 hours of professional development or
continuing education units). The compliance rate was 91% for WYs 2010 through 2013. The
State also measures the number and percentage of reviewed agencies that provide case
management services in which case managers have successfully completed all required case
management training. The compliance rate was 93% for WYs 2010 through 2013. In each
instance of non-compliance for the above-referenced performance measures, the state required
implementation of a CAP by each provider and the provision of technical assistance by QAs to
providers,

Regquired Recommendations:

(CMS recommendations include those areas requiring additional information or clarification prior to approval,
The State must provide the requested information to be in compliance prior to renewal.)

For the sub-assurance that the state verifjes providers initially and continually meet required
licensure and/or certification standards and adhere to other standards prior to furnishing waiver
services, CMS requires consideration of meaningful system evaluation to address non-
compliance with the following performance measure: the number and percentage of enrolled
waiver providers thal meet regulatory requirements at time of certification review. CMS requires
additional provider training or additional performance measures to address this during the next
waiver renewal. The state should also consider adding a performance measure examining the
number and percentage of waiver providers that meet OIG’s licensure requirements.

State’s Response:

The state recommended adding a new performance measure: the percentage of OIG licensed
waiver providers that meet QIG licensing requirements at review. The state notes a work group
will be formed to develop the petformance measures for this assurance for the next waiver
renewal. The stale also notes it is focusing on technical assistance where quality administrators
help providers to understand that the onus of quality is on them, and that focus on quality is to be
continuous, rather than only following a review or assistance. Additionaily, the state identified
three trends for systemic quality improvement, and the state developed an action plan for each of
them. The three trends are as follows: all participants are healthy and safe, medications are
administered without error, and day training is person-centered and non-diversional. In the
state’s response, the state aligned each of these trends with an action plan and a timeframe for
implementation of quality improvement activities.

CMS Response:

The CMS thanks the state for the additional information provided. CMS recommends that the
state review the current performance measures to ensure that these best capture information that
will most effectively demonstrate the sub-assurances and will be most meaningful to the stale for
program operation.
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IV.  Health and Welfare of Waiver Participants

The State must demonstrate that, on an ongoing basis, it identifies, addresses, and seeks to
prevent instances of abuse, neglect and exploitation. Authority: 42 CFR 441.302; 42 CFR
441.303; SMM 4442.4; SMM 4442.9

The State demonstrates the assurance but CMS recommends improvements or requests
additional information

Evidence Supporting This Conclusion:

(Evidence that supports this conclusion is minimally adequate, however, there are some issues or information that
warrant improvement or wonld benefit from additional information)

The Department for Community Based Services (DCBS) is the slate agency responsible for
investigating and substantiating allegations of abuse, neglect, and exploitation of children and
vulnerable adulls. The DDID also reports and conducts collaborative investigations when
incidents of abuse, neglect or exploitation occur when participants are enrolled in the SCL
waiver. DDID staff conducts crisis prevention and intervention training for all SCL providers al
least quarterly.

In order o ensure the health and welfare of participants, all waiver providers are mandated
reporters of abuse, neglect, and exploitation. Providers are required to develop an incident report
form and a process for the investigation and communication of critical incidents within a specific
timeframe, as well (rain all staff in the prevention, identification, and reporting of critical
incidents. Further, providers are required to have a complaint process in place and to educate
waiver participants, family members, and legal representatives about how to utilize their
grievance process, which includes external review of complaints. Providers are also required to
perform background checks on all new employees and volunteers. They also must annually,
randomly select at least 25% of employees to perform updated background checks and at least
5% of employees to perform drug testing,

DDID staff reports data received from provider incident notifications to a risk management
database. DDID staff identifies area of concern, repeat occurrences and inappropriate follow-up,
by provider type or classification of incident, or by each individual involved. The data is then
used to address these issues with providers. Complaints, assigned investigations and follow-ups
are tracked and submitted electronically. Each incident category is evaluated across all
providers, on an individual provider basis and by individuals to determine patterns that need
further evaluation,

A critical incident is defined as an alleged, suspected, or actual occurrence of an incident that can
reasonably be expected to result in harm to the participant and may include, but is not limited to
suspected abuse, neglect, and exploitation, serious medication errors which are defined as any
medication error that requires or has the potential to require medical intervention or treatment,
death, homicidal or suicidai ideation, or a missing person. The DDID tracks and investigates
critical incidents. This includes any complaints received from waiver participants, legal
representatives, providers and the general public.
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Statewide, fourteen Community Mental Health Centers (CMHCs) provide community-based
crisis  prevention and intervention services for adults, 18 years or older, with
intellectual/developmental disabilities. This system brings enhanced supports to individuals,
agencies, and families in the community to help them work through challenging, emotional
events. SCL providers are required to exhaust all resources and tools prior to accessing this
CMHC Crisis Response System. Contacting the CMHC with a crisis call is also a critical
incident that is tracked in the DDID risk management database to allow for follow-up by DDID
staff.

Providers are required (o report medication errors on a monthly medication error report that is
submitled to DDID in order to track trends and identify issues for follow-up. Medication errors
that require a medical intervention, or are suspected abuse, neglect or exploitation follow the
critical incident notification and documentation processes.

Pursuant to slate regulations effective February 1, 2013, providers are to foster a restraint-free
environment where the use of mechanical restraints, seclusion, manual restraints, including any
manner of prone or supine restraint or chemical restraints, is prohibited. Providers must report
all physical and chemical restraints as a critical incident.

Providers notify the DDID through a critical incident notification that a death has occurred. A
detailed review and analysis of the issues preceding the death of an individual receiving SCL
supports is conducted to determine how the system responded to the individual’s specific needs,
and an investigation may also occur.

For he assurance that ensures that on an ongoing basis the state identifies, addresses and seeks to
prevent the occurrence of abuse, neglect, and exploitation, the state provides multiple
performance measures. The data source was the DDID incident management database. First, the
slate measured the number and percentage of critical incident reports of potential abuses that
were submilted to DDID within the required time frames. Compliance with this measure was
81% for WYs 2010 through 2013. The state addressed non-compliance by providing technical
assislance to non-compliant providers. Next, the state measured the number and percentage of
participants who had at least one report of suspected abuse, neglect, or exploitation during the
year for the WYs 2010-2013. Out of all SCL waiver participants, 45.6% had at least one such
reporl. In each case, technical assistance was provided, DCBS and DDID reviewed the case, and
the abuse, neglect and exploitation was addressed. The state also measured the number and
percentage of participants who had injury reported due to restraint for the WYs 2010-2013. Out
of the total restraints (1645) reported, there were 5 injuries. The state notes that where restraints
were used, DDID conducted a risk management review, provided technical assistance and DDID
field staff monitored the provider with a restraint reduction plan. The state notes that revisions to
state regulations effective February 1, 2013, prohibiting the use of restraints, led to a reduction in
the use of restraints. However, the state did not provide performance measure data measuring
the use of restraints since implementation of the latter regulatory revisions.

The state utilizes surveys of waiver participants using the National Core Indicator (NCI) survey

for the period of FY 2011-2012, for several performance measures. First, the state examined the
number and percentage of surveyed participants who responded on the NCI survey that they are
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always/sometimes afraid or scared in their home or their neighborhoods. The state reported 93%
of participants are not afraid or scared at home or in their neighborhood. The results of this
survey were shared with the appropriate agency staff, communicated during a provider webinar,
and case managers use a focus tool to assess health, safety and welfare every month. Next, the
survey asked participants whether they had a physical examinalion in the last year. Of the
sampled participants, 96.3% of them had a physical examination within (he last year. As a result
of this survey, technical assistance was provided to providers that an annual physical exam of
participants is expected. Also, the survey asked female participants whether they had an
OB/GYN examination in the past year. OF the sampled participants, 86.4% had an OB/GYN
examination in the past year. As a result of the survey, technical assistance was provided to
providers that such an annual exam of female participants is expected. Further, the survey asked
male participants whether they had a prostate examination in the past year. Of the sampled
participants, 53.8% had a prostate examination in the past year. As a result of the survey,
lechnical assistance was provided o providers that such an annual exam of male participants is
expected.  Additionally, the survey asked participants whether they had a routine dental
examination in the past year. Of the sampled participants, 80.4% had a routine dental
examination in the past year. As a result of the survey, technical assistance was provided (o
providers that routine dental examinations of participants are expecled. Finally, the survey
examined the number and percentage of audited providers in which direct support staff had
criminal background checks prior to providing services. Of the audited providers, 91% had
completed the requisite criminal background checks prior to providing waiver services. As a
result of the survey, technical assistance was provided to non-compliant providers by the QAs
and implementation of a corrective action plan was required of each non-compliant provider.

Suggested Recommendations:

(CMS recommendations enable the State 1o itnprove upon the process, evidence, or reporting. The submitted State
evidence can be enhanced considerably with the addition of information or program improvements.)

The state should consider adding a performance measure to examine the number of reported use
of restraints out of the total number of waiver participants. Specifically, the state could measure
data from the date the state noted a revision in its regulations regarding use of restraints. This
would allow for systemic evaluation regarding use of restraints and the effectiveness of the
state’s efforts to prevent their use.

State’s Response:

The state recommended adding a new performance measure: the percentage of participants with
no restraint out of the total number of participants. The state also notes reported restraints are
measured through the incident reporting process. Further, systematic evaluation occurs with
respect to all reported incidents, including examination of the effectiveness of the state’s efforts.
The state notes that a risk management meeting is held every other month to review incidents,
trends, actions taken to address them, and to determine whether wider training is needed.

The state provided data regarding use of restraints. Specifically, for the period of April 2012-
March 2014, 16 providers (of the 236 current providers) reported one or more use of chemical
restraint. One provider in particular reported the most use of restraints. The state noted that the
BHDID nurse assigned to this provider has worked with them to update their protocols and
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reduce/eliminate the use of restraint. The state also provided charts demonstrating a reduction in
use of restraints in the time period immediately following the state’s policy change in the year
2013. During that same timeframe, 28 providers have reported use of a physical restraint. Two
providers in particular have had the most instances, The state notes the BHDID regional nurses
assigned to those providers are working with them to reduce/eliminate the instances. Finally, the
slate noles that all instances of restraint are addressed by the regional nurses, and the quality
administrators are also engaged in technical assistance,

CMS Response:

The CMS thanks the state for the additional information provided. As stated previously, CMS
recommends that the state review the current performance measures to ensure that these best
capture information that will most effectively demonstrate the sub-assurances and will be most
meaningful to the state for program operation.

Y. Administrative Authority

The State must demonstrate that it retains ultimate administrative authority over the
waiver program and that its administration of the waiver program is consistent with its
approved waiver application. Authority: 42 CFR 441.303; 42 CFR 431 ;s SMM 4442.6; SMM
4442.7

The State demonstrates the assurance but CMS recommends improvements or requests
additional information

Evidence Suggorting This Conclusion:

(Evidence that supports this conclusion is minimally adequate, however, there are some issues or information that
warrant improvement or wonld benefit from additional information)

The Kentucky Department for Medicaid Services (DMS) is the single state Medicaid agency that
has administrative authority for the SCL Waiver. The Division of Developmental and
Intellectual Disabilities (DDID) within the Department of Behavioral Health, Developmental and
Intellectual Disabilities (DBHDID) serves as the operating agency of the waiver through a
contract with the DMS. DMS exercises administrative discretion in the operation of the waiver
and issues policies, rules and regulations related to the waiver. A contract exists between the
DMS and DDID requiring that DDID notify DMS of the results of findings reports from provider
certification surveys within 30 days of completion of the certification, along with
recommendations for recertification or decertification with length of provider certifications.

DMS contracts with Hewlett Packard (HP) as the fiscal agent.

The Quality Improvement Organization (QIO), Carewise Health, contracts with the DMS to
review and issue Level of Care (LOC) determinations and prior authorization of waiver services.

The state provides one performance measure for this assurance: the number and percentage of
Utilization Management Reports completed in a timely manner by the Fiscal Agent. The data
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source was HP Enterprise Services. The state reported 100% compliance for this measure for
CYs 2010 through 2013 (Jan. 1 - Oct. 31, 2013).

Suggested Recommendatijons:

(CMS recommendations enable the State to improve upon the process, evidence, or reporting. The submitted State
evidence can be enhanced considerably with the addition of information or program improvenients.,)

The state should consider adding additional performance measures during the next renewal based
on deliverables in the contract between the QIO and DMS, such as the number and percenlage of
reports that the QIO provides to DMS within the required timeframes. The state should also
consider adding measures regarding the contract between the DBHDID and the DMS and the
timeliness of functions performed by DDID such as the number and percentage of findings
reports and notice of length of provider certifications that the DDID sends to the DMS within the
DMS required timeframe.

State’s Response:

The state noted at the time of the next renewal, the following performance measures will be
added to the waiver: the percentage of required reports the QIO provides o DMS within the
required limeframes out of the total reports required of the QIO, and the percentage of required
reports the DDID provides to DMS within the required timeframes out of the total reports
required of DDID.

The state noles that it has rewritten the contract between the state and BHDID (o include a
number of reports regarding provider certifications, a waiting list report, schedule of reviews,
quality improvement data, case manager trainings, and a new provider reporl. The siale also
notes the DMS is considering adding performance measures measuring the number of providers
that received recoupment out of the number of providers reviewed.

CMS Response:

The CMS thanks the state for the additional information provided. As stated previously, CMS
recommends that the state review the current performance measures to ensure that these best
capture information that will most effectively demonstrate the sub-assurances and will be mosl
meaningful to the state for program operation.
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VL. State Provides Financial Accountability for the Waiver

The State must demonstrate that it has designed and implemented an adequate system for

assuring financial accountability of the waiver program. Authority: 42 CFR 441.302; 42 CFR
441.303; 42 CFR 441.308; 45 CFR 74; SMM 2500; SMM 4442.8; SMM 444210

The State demonstrates the assurance but CMS recommends improvements or requests
additional information

Evidence Supporting This Conclusion:

(Evidence that supports this conclusion is minimally adequate, however, there are some issues or information that
warrant improvement or would benefit from additional information)

DMS contracts with Hewlett-Packard for the MMIS, and this contract also includes ongoing
training and technical assistance to waiver providers regarding billing procedures.

DDID conducts at least annual utilization reviews of each provider agency to ensure claims
billed meet the waiver service definition and werc provided in accordance with the waiver
participant’s POC. Additional ad hoc utilization reviews are conducted based on issues
identified during provider certification reviews, investigations, and referrals from the Office of
Inspector General. Through utilization reviews, claims that have erroneously been paid by DMS
are identified for recoupment to DMS. The providers are notified by DMS of the recoupment.

The stale has three performance measures for (his assurance. The first performance measure
captures the number and percentage of providers audited that resulted in an unsatisfactory audit
resulting in recoupment. The data source was DDID billing review records. The state reported
recoupment for 61.4% of audited providers for WYs 2010 through 2013. While the QAs
provided technical assistance in each instance of non-compliance, the state did not provide
information regarding the reasons for these recoupments or how these situations were remediated
to ensure appropriate billing and to avoid fraud.,

The second performance measure is the number and percentage of waiver service claims that
were submitted for participants who were enrolled in the waiver on the service delivery date.
The data source was HP Enlerprise Services. The state reported 100% compliance for CYs 2010
through 2013 (Jan. 1 - Oct. 31, 2013).

The third performance measure in the approved waiver is the number and percentage of system
defects identified in the SCL waiver program and corrected on a quarterly basis. The data source
was HP Enterprise Services. It is unclear if this measure refers (o MMIS defects, systemic policy
defects, or other issues. The compliance rate for the reported measure was 100% for CYs 2010
through 2013 (Jan. 1 - Oct. 31, 2013).

Suggested Recommendations:

(CMS recommendations enable the State to improve upon the process, evidence, or reporting. The submitted State
evidence can be enhanced considerably with the addition of information or program improvements.)

The state should implement and report on a clear process to remediate individual and systemic
errors that result in erroneously paid claims. In addition, the state should consider revising the
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existing third performance measure for clarity, and including the reported number and
percentage of providers who maintain financial records according lo program policy as an
additional performance measure.

State’s Response:

The state recommended adding the following performance measure: the percentage of providers
who maintain financial records according to the program policy, out of all providers. The state
also noted it is considering revising the performance measure measuring the number and
percentage of system defects identified in the Supports for Community Living waiver program
and corrected on a quarterly basis. The revised performance measure would read as follows: (he
percentage of system defects identified and corrected in the waiver, out of all system defects
identified and submitted for correction.

The state nolted that it currently contracts with HP for paying provider claims and with BHDID to
complete the billing reviews. BHDID performs billing reviews on 100% of the waiver’s 236
providers. An adhoc review is developed showing the paid claims for a certain time span.
BHDID conducts on-site visils with each provider to review the documentation against the adhoc
10 ensure that the services were delivered and documented with correct the date, time and place
that the service was performed. Determination of the appropriateness of each service is also
reviewed. If the documentation is not provided in the member’s record, then the amount paid to
the provider is recouped. Once the billing review is completed, it is sent to DMS. DMS
processes the recoupment and sends a letter noting appeal rights to the provider notifying them
of the recoupment. The provider has a right to a Dispute Resolution or a Document
Consideration. Once the Dispute Resolution or the Document Consideration is completed, then
the provider is notified if there is a change in the amount of repayment to Medicaid, Should the
provider feel that the recoupment was completed in error; the provider may request an
Administrative Hearing. The state noted that the providers are only obligated to maintain
documentation for up to six years. It is through this documentation that DMS is able to recoup
the monies that were paid in error to the providers.

The state notes it is currently reviewing all performance measures across all waivers to identify
which measures may need to be revised or updated. The state will meet with HP, BHDID and
other waiver programs to identify the needs of all the waivers in order to align the process for
reporting from HP and with those entities that administer the waiver programs. The state notes it
is seeking that the performance measures be refitted to the actual program at the time the waiver
is renewed.

CMS Response:

The CMS thanks the state for the additional information provided. As stated previously, CMS
recommends that the state review the current performance measures to ensure that these best
capture information that will most effectively demonstrate the sub-assurances and will be most
meaningful to the state for program operation.



DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for M dicare & Med ca d Services ;
7500 Security Boulevard, M 1S pS2-14-26 ‘ M s

Balamore, Maryland 2 244-1850 CENTERS FOR MEDICARS & MIDICAID SERVICES
CENTER FOR MEDICAID A CHIP SERVI ES

Disabled & Elderly Health Programs Group

JUL 30 2015
R
Lisa D. Lee, Commissioner ECE / VE D
Cabinet for Health and Family Services m
Department for Medicaid S rvices 31 205
275 East Main Street, 6W-A DEPT FOR 1y DIC.
Frank ort, K 40621 OFFIC. OFTH ConnigeliCES

Dear Ms. Lee,

The Centers for Medicare & Medicaid Services (CMS) received your request, dated July 23, 2015 for a
temporary extension of Kentucky’s Medicaid Mana ed Care 1915(b) waiver program under CMS control
number KY-07. The current temporary waiver authority expires on July 31, 2015.

You have requested this extension to ensure the Kentucky Department for Medicaid Services has adequate
time to complete the cost-effectiveness analysis in the waiver.

The CMS is grantin a ninety (90) day extension of the KY-07 waiver to operate the managed care
program under section 1915(b) of the Social Security Act (the Act). This temporary extension will expire
on October 31, 2015. The state must submit a complete managed care renewal waiver application,
including the cost effectiveness preadsheets, the Section D description o the cost effectiveness t st, data
from the state’s momtorin  activities, and incorporate the recommendations for improvement from the
Independent Assessment into the waiver applicat on by August 10, 2015,

The CMS will continue to work with your staff during the extension period. If you have any qu ‘ons,
please contact Cheryl Brimage, in the Atlanta Regional Office, at (404) 562-7116 or Lovie Davis, of my
staff, at (410) 786-1533.

Since ely,

Alissa Mooney Deboy
Acting D'rector

Cheryl Brima e, Atlanta Regional Office
Shantrina Roberts, Atlanta Reg onal Office
Jackie Glaze, At anta Regional Off ce



DEPARTMENT OF HEALTH & HUMAN SERVIC
Cenler for Medicare & Medicawd Services

Atlmnta Re ional Office

61 Forsyth treet, Suite 4T20

Atlanta, Georgia 30303

S

TERS FOR MEDIC RE & WDI AID SERVE A

DIVISION OF MEDICAID & CHILDREN'S HEALTH OP RATION

RECEIVED

August 5, 2015 R E—

Lisa D. Lee, Commissioner ]
Cabinet for Health and Family Services 8EE'EFO M DICAID S{-RVIC
Department for Medicaid Services EOFTH COMMISSIONER
275 East Main Street, 6W-A

Frankfort, KY 40621

Dear Ms. Lee,

In accordance with 42 CFR 43 .6 the Centers for Medicare & Medicaid Services (CMS) has reviewed
and is approvin Kentucky’s submission of Mana ed Care Or anization (MCO) rates, cont cts and
amendments. The contracts and several amendments were received by the CMS Re ional O icein
October 2014. Additional amendments were received on June 25, 2015. The revised rates were
received on June 15,2015. The rates are for the period January 1, 2014 - June 30, 2015.

Speci 1cally, the follow n  contracts and amendments are approved:

Coventry base contract and amendments 1,2,

Humana base contract and amendment 1

University Health Care, Inc. dba Passport base contract and amendments 1,2
Wellcare base contract and amendments 1,2,3

Anthem base contract and amendments 1,2

Kentucky’s contracts expired on June 30, 2015. The contracts, amendments and rates are approved
for the purpose of federal financial participation eff ctive Au ust4, 2015. If you have any questions
concerning this letter, feel free to contact Ch ryl L. Brima e, of my staff at (404) 562-7116 orem 1
herat chervllb m ¢ ( cms. 1y .gov.

Sincerely,

914.@44, ﬁ&—b&

Jackie Glaze
Associate Re onal Administrator
Div’s on of Med'caid & Children’s Health Operations



DIEPAREME T CHHEAL N & TTUMAN SI RV [
Cealer for Med care & Medicwd Sery ¢

Alhint Re wonal - ffie
61 lor wvth trect, Suite 1170
Atlanty, Georgia 0303

ENTERS FOR MEDICARE & MEDICAID SERVICE
DIVISION OF MIrDICAID & CHILDRIN' HEALTH OPERATION

August 10,2015

Ms. Lisa Lee, ommissioner RECE'VED

Commonwealth of Kentucky
Cabinet for lealth and Family Services
Department of Medicaid Services DEPT FOR MEDICAID S RVIC S

275 Last Main Street, 6 W-A OFFICE OF THE COMMISSIONER
Frankfort, KY 40621

Re: Disproportionate Share Hospital Audit and R ports Acknowledgement
Dear Ms. Lee

The purpose of this letter is to acknowledge receipt of your December 19, 2014 submission of
Kentucky’s statc plan rate year (SPRY) 201 | Disproportionate hare Hospital (DS )aud’t and
report. Aft ran initial screenin » to assure basic submissio standards, it appea th the
mimmum cl ments required by the DSH rule have been included in your submiss on. This
acknowled em nt, however, does not constitute notice 0 a completed review or approv il of the
content of th state’s submission. CMS received the followin in your submission packa e:

* SPRY 2011 Kentucky Department for Medicaid Services Independent Audit o DSH
Verifications
* SPRY 2011 Myers and Stauff r, LC Statement of Independence

As you know, CMS promul ated CMS-2198-F on Dec mbe 19, 2008, with an effective date of
January 19 2009. The fin | rule implements Section 1001 of the Med care Drug, Improvement
and Modernization Act of 2003, requirin  state reports and aud'ts to ensure the appropriute use
of Medicaid DSH payments and compliance with the statutorily mposed hospital-specific limts.
Statute requires that states submit an annual report and an independent certified audit in order to
receive federal financial participa on (F P).

To facilitate the aud t and reportin process, CMS issued to st tes the following guidance
re atin to the in 1rule (these matenals are available on the CMS website at

htt -//'www.med aid. ov Medicaid CHIP-Pro am formation/B To ‘cs Financin and
Reimbursement 1nancin  and-Reimbursement.htm .

General DSH Audit and Reportin Protocol
DSH Report ormat
Operat onal Guidance Letter dated July 27, 2009
* Addit'onal Information on the DSH Report n and Audit Requirements
* Additional Informat on on the DSH Repo n and Aud t Requirements — Part 2



Ms. Lisa Lee
Page 2

CMS has initiated a preliminary review of the state’s current submission. This review will be
conducied based only on the submitted materials listed above. CMS recognizes that the state
may have included in its initial submission only materials that it determined relevant, and
cncourages the state to submit any additional material or supporting documentation that was not
originally included with the initial submission.

Please note that beginning for SPRY 2011, to the extent that audit findings demonstrate the DSH
payments exceed the documented hospital-specific limits, these payments will be treated as
overpayments to providers that, pursuant to 42 CFR Part 433, Subpart F, trigger the return of the
federal share to the federal government.  However, if the excess DSH payments are redistributed
by the state to other qualifying hospitals as an integral part of the audit process, and in
accordance with a federally approved Medicaid state plan provision, the federal share is not
required to be returned.

The federal portion of overpayments not subject to redistribution must be returned in accordance
with 42 CFR Part 433 Subpart F. The correct accounting for any redistributed DSH payments
requircs two separatc entries on the CMS-64 Quarterly Expenditure Report, an increasing
adjustment on line 7 for DSH payments actually redistributed and a decreasing adjustment on
line 10 to report the federal portion of any identified overpayments redistributed in accordance
with the approved state plan. Both the increasing and decreasing prior period adjustments should
specify the year in which the original DSH payments were distributed, which would be fiscal
year 2011 in the case of the audits for SPRY 2011. F inally, the state must specify if the
redistribution was reflected on the SPRY data elements spreadsheet submitted as part of the
annual audit report submission. If the data element report submitted with the audit report did not
reflect the redistribution, states should resubmit the data elements spreadsheet to CMS to reflect
final DSH payment amounts made to hospitals after redistribution. The revised data elements
spreadsheet should be submitted concurrent with the submission of the CMS-64 Report that
reflects the redistribution.

We will facilitate further dialogue with your agency and look forward to continued efforts and
commitment on behalf of both our agencies in ensuring that the DSH audits and reports comport
with section 1923(j) of the Social Security Act, implementing regulations at 42 CFR 447.299 and
42 CFR 447 Subpart D, and related guidance.

CMS remains committed to engaging in open dialogue with the state to discuss this preliminary
review and provide technical guidance, as necessary, in an effort to ensure that any adverse
financial impact on the Kentucky Medicaid program and its hospitals is averted. Thank you in
advance for your willingness to continue working with us. Should the state have any questions
regarding the DSH rule requirements or the review process itself, please feel free to contact
Stanley Fields at (502) 223-5332.

Sincerely,

J%da%/%«z%

e Glaze
Associate Regional Administrator
Division of Medicaid and Children’s Health Operations



RECEIVED

b SERY)
DI PARTMENT O TIFALTIT & EHl MANS RVICIS OF TH co CLs
Centers for Medicire Mediay d Sery e MMISSION R

Atlanta Re. ional Off ce
61 For yih Street, Suile 1T20
Atlanta, Geor 12 30307

CENTERS FOR MEDICARE & MEDICAID SERVICES
DiVISION OF MEDICAID & CHILDR N° H ALTH OP RATION

August 10, 2015 KY-15-016

Ms. Lisa Lee, Commissioner
Department for Medicaid Services
275 Last Main Street, 6WA
Frankfort, KY 40621-0001

Dear Ms. Lee:

The Centers for Medicare & Medicaid S rvices h s approved the Statement o Work (SOW)
with HealthTech Solut ons, LLC., to provid consult nt services for the SERCH collaborative.
The SOW is in accordance with 45 CFR Part 95, Subpart F, nd the State Med caid Manual
(SMM), Part 1 1. You are hereby authorized to execut this contract. No additional (new)
fundin is pproved for this project in this action.

On site reviews may be conducted to assure the intentions in which federal financial p rticipation
was approved, are bein accomplished. Spec fically, the objective is to validate that automat ¢
data processin equipment or services are bein ef iciently and e f ctively utilized to support th
approved pro rams or projects as provided under 45 CFR Part 95, Subpart F, Section 621 and the
SMM. Allowable costs are determined by 45 CFR Part 95, Subpart F, Section 631 and th

SMM, Part 11. Only actual costs incurred are reimbursable. The State must provide adcquate
support for all costs claimed in addition to providin detailed records and proper audit tra Is.

If you have any questions, please contact L. David Hinson at (334) 791-7826 or via email t

Lawrence hinso  cms.hhs. ov.

Sincerely,

Jackie Glaze ﬁ

Asso 1at R ional Administrator
Division of Medicaid ~ hildren’s Health Op ra ions



DT RTMIN OF IT AITIT HUMANS RVICES

nlers for M d'car » & Medier d Services
Atlant1 Re wonal OF ce
61 Forsyt Stre o1, Su t 4T20

tlant, Georgia 30303 CENTERS FOR MEDICARE & MEDICAID SERVICES

DIVISION OFf MEDICAID & CHILDREN'S HEALTH OP RATIONS

Au ust 11,2015

Ms. Lisa Lee, ommissioner R E CE ’ VE D

D partment for Medicaid S rvices
7 Last Main Street, 6WA
Fr nkfort, KY 40621-0001

DEPT FoR MEDIC
AlD
Re: Kentucky Stat  Plan Amendm nt 14-005 OFFICE OF THg COMMSrsEsF‘;\gSEg

De rMs. Lee;

We have reviewed the proposed Kentucky state plan amendm nt, Y 14-005, which was submitted to
the C nters for Medicare & Medicaid Services (CM ) on May 14, 2014. This amendment clarifies
that foster chuldr n, and women recetving treatm nt throu ht e breast and cervical cancer program,
are xempt from ¢ rtain cost sharing requirements in the state plan.

Bascd on the information provided, the Medicaid State Plan Am ndment KY 14-005 was
approved on Au rust 10, 2015. The effective date of this amendm nt is July |, 2014. We arc
enclosin a copy of the new state plan pages. Please incorpo ate the followin approved
plan pa es within a separate section at the end of K ntucky’s approved state plan:

Gl, Pages I thru 3

(G2a, Pages | thru 3

G2b, Page |

G2c, Page |

G3, Pages | thru 5

It you have any additional questions or need furth r assistance, please contact Melanie B nnin
at (404) 562-7414 or Melanie.Bennin  c¢ms.hhs. ov.

Sincerely,

CD@W/@

Jac ie Glaze

Associate R 1onal Administrator

Divis on o Medicaid Children’s Health Operat ons
Enclosures
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State/Territory name: Kentucky

Transmittal Number:
Please onter the Transmittal Number (TN) in the format ST-YY-0000 where ST= the state abbreviation, YY = the last two digits of the submission
Year, and 0000 = a four digit number with leading zeros. The dashes must also be entered,

KY 14-0005

Proposed Effective Date
07’01 I2014 (nun/dd/y_yyy)

Federal Statute/Re ulation Citation

Federal Budget Impact
Federal Fiscal Year Amount
First Year 2014 5000
Second Year ;2015 $000
Subject of Amendment

The purpose of this SPA 1s to clarify who is exempl from cost sharing.

Governor's Office Review
Governor's office reported no comment

Comments of Governor's office received
Describe:

No reply received within 45 days of submittal

Other, as specified
Describe:
Governor's office has appointed DMS authority

Signature of State Agency Official

Submitied By: Sharley Hughes
Last Revision Date: Jul 14, 2014
Submit Date: Jun 12, 2014

https://wms-mmdl.cdsvdc.com/MMDL/faces/protected/mpc/f01/print/PrintSelector.jsp 08/06/2014



@S,. Medicaid Premiums and Cost Sharing

State Name'IKemucky I OMB Control Number 0938-[148

Transmittal Number KY - 14 - 000 Expiration date: 10 31 2¢14

BT T - i
% G

1916
1916A
42 CFR 447.50 throu h 447.57 (excluding 447.55)

The state charges cost sharin  (deductibles, co- nsurance or co-payments) to indiv duals covered under Medicaid Yes

The state assures that it administers cost sharing in accordance with sections 1916 and [916A of the Social Security Act and 42
CFR 447.50 throu h 447.5 .

General Provisions

The cost sharing amounts established by the state for service are always less than the amount the agency pays for the
service.

[M] No provider may deny services to an eli ible individual on accoun of the individual's inability to pay cost sharing, except as
elected by the state in accordance with 42 CFR 447.52(e)(1).

[[] The process used by the state to inform providers whether cost sharing for a specific tem or service may be imposed on a
beneficiary and whether the provider m y require the beneficiary to pay the cost sharing charge, as a condit on for receivin
the item or service, is (check all that apply):

[ The state includes an indicator n the Medicaid Mana ement Information System (MMIS)

The state includes an indicator in the L1i ib’lity and Enrollment System

[_] The state nclude an indicator in the Eli b lity Ver fication System

[] The state ncludes an indicatar on the Medicaid card, which the beneficiary presents to the prov der

1 Other process

[m] Contract with mana ed care or miz tions {MCOs) provide that any cost-sharing charges the MCO imposes on Medicaid

enrollees a e in accordance with the cost shar n specified in the state plan and the requirements set forth in 42 CFR 447.50
throu h 447.57.

Cost Sharing for Non-Emergency Services Prov ded in a Hospital Emergency Department

The state imposes cost sharing for non-emer € ¢ services provided in a hosp tal emergency department.

[C] The state ensures that before prov din non-emergency service and imposing cost shaning for such services that the
hosp tals providing care:

[®] Conduct an appropriate medical screening under 42 CFR 489.24, subpan G 1o determine that the individual does
not need emergency services;

[®] Inform the individual of the amount of his or her cost sharin obli at on for non-emergency services provided n
the emergency department;

[w] Provide the individual with the name and location of an available and accessible alternative non-emergency
services provider;

TN No 14-005 Approval Date: 08/10/15

Effective Date 07/01/14
Kentucky G-1



@_5,. Medicaid Premiums and Cost Sharing

[W] Determine that the alternative provider can provide services to the individual in a timely manner with the
imposition of a lesser cost sharing amount or no cost sharing if the individual is otherwise exempt from cost
sharing; and

[W] Provide a refesral (o coordinale scheduling for treatment by the alternative provider,

The state assures that it has a process in place 10 identify hospital emergency department services as non-emergency for
purposes of imposing cast sharing. This process docs not limit a hospital's obligations for screening and stabilizing
treatment of an emergency medical condition under section 1867 of the Act: or modify any obligations under either
state or federal standards relating to the application of a prudent-layperson standard for payment or caverage of
emergency medical services by any managed care organization,

The process for identifying emergency department services as non-emergency for purposes of imposing cost sharing is:

Definition of non-emergency care is defined as any health care service provided to evaluate and/or treat any medical
candition such that a prudent layperson possessing an average knowledge of medicine and health determines that
immediate unscheduled medical care is not required. Hospitals will operationalize this process by performing the required
EMTALA screening on the patient and if they determine the condition non-emergent (determined by medical professional
at the hospital), the ER stafT (either a nurse, doctor or intake staff} will advise the recipient that is is not a condition that
required emergency treatment. and that they (the hospital) will assist them in locating another facility (late nigh clinic,
elc), call their primary care physician when they are ope, or go to an urgent care clinic that may be available. If the
individual still opts to be treated at the ER, they will be required to pay the $8 co-pay.

Cost Sharing for Drugs
The state charges cost sharing for drugs.
The state has cstablished differential cost sharing for preferred and non-preferred drugs. Yes I

[B] The state identifies which drugs are considered to be non-preferred.

The state assures that it has a timely process in place 1o limit cost sharing to the amount imposed for a preferred
drug in the case of a non-preferred drug within a therapeutically equivalent or similar class of drugs, if the
individual's prescribing provider determines that a preferred drug for treatment of the same condition either will be
less effective for the individual, will have adverse effects for the individual. or both. In such cases, reimbursement
ta the pharmacy is based on the appropriate cost sharing amount.

Beneficiary and Public Notice Requirements

Consistent with 42 CFR 447.57, the state makes available a public schedule describing current cost sharing
requirements in a manner that ensures that affected applicants, beneficiaries and providers are likely to have access to
the notice. Prior (o submitting a SPA which establishes or substantially modifies existing cost sharing amounts or
policies, the state provides the public with advance notice of the SPA, specifying the amount of cost sharing and who is
subject to the charges. and provides reasonable appertunity for stakeholder comment. Documentation demonstrating
that the notice requirements have been met are submited with the SPA. The state also provides opportunity for
additional public notice if cost sharing is substantially modificd during the SPA approval process,

Other Relevant Information

Preventive Health Services, including "A" and "B" services recommended by the United States Preventive Services Task
Force: Advisory Commitiee for Immunization Practices (ACIP) recommended vaccines, preventive care and screening for

infants. children and adults recommended by HRSA's Bright Futures program praject; and additional preventive services
for women recommended by the Institute of Medicine (10M) shall not be subject 1o co-pays

TN No: 14-005 Approval Date: 08/15/15 Effective Date: 07/01/14
Kentucky G-2




@ﬁ Medicaid Premiums and Cost Sharing

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required 1o complete
this information collcction is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection, 1f you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Aun: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Ballimore, Maryland 21244-1850.

V20140115

TN No: 14-005 Approval Date: 08/10/15 Effective Date 07/01/14
Kentucky G-3
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@:S Medicaid Premiums and Cost Sharing

State Name:|Kentucky OMB Control Number: 0938-1148
Transmittal Number: KY - 14 - 0005 Expiration date: 10/31/2014

; T T [ o f

) 1 - G2a
1916
1916A
42 CFR 447.52 through 54
The state charges cost sharing to all categorically needy (Mandatory Covera e and Options for Coverage) individuals, Yes
Services or Items with the Same Cost Sharing Amount for All Incomes
Service or ltem Amount Unit Explanation

Preferred and non- 1.00
preferred generic drug

Preferred and non-preferred generic drug or atypical
Prescr ption anti-psychotic drug that does not have a generic
equivalent

+
o

Preferred brand name 4.00
drug that does not have
a gencric equivalent

Preferred brand name drugs that does not have a
Prescription generic equivalent and is available under the
supplemental rebate program

Non-preferred brand 8.00

name drug Prescription

Chiropractor 3.00

Dental 3.00

Podiatry 3.00

Optometry 3.00

prosrin |

General 3.00
Opthalmological
services

+ [+[+][+][+][+] +
> [ [> ] x

Office visit for care by 3.00
a physician

Office visit for care by a physician, (CPT codes 99201,
99202, 99203, 99204. 99211, 99212, 99213, and
99214) physician's assistant. advanced registered nurse
practitioner, certified pediatric and family nurse X
practitioner, or nurse midwife or any behavioral health
professional

Visit

o | Physician Service 3.00

Visit x

Visit to a rural health 3.00

+ clinic, primary care
center, or federally

qualified health center

Visit X

Outpatient hospital 4.00 -
service Visit X
Emergency Room visit 3.00

| fora non-emergency Visit X

M M
NN

service

TN-14-005 Approval Date: 08/10/15 Effective Date: 07/01/14
Kentucky G2a-1




Medicaid Premiums and Cost Sharing

or X-ray service

Dollars or | -
Service or ltem Amount [Percentage Unit Explanation

+ Inpatient hospital 50.00 e X

admission S Entire Stay

Physical therapy, 3.00 Physical Therapy, Speech Pathology Services, Speech
| speech therapy, $ Visit Hearing/Language Therapy Services and Occupational

P
occupational therapy Therapy
_—l

Durable medical 4.00 $4.00 per date of service
+ equipment $ llOlher X

Ambulatory surgical 4.00 .
+ center S Ol X
o Laboratory. diagnostic, 3.00 X

Services or Items with Cost Sharing Amounts that Vary by Income

Service or Item:L

] Remove Service
or ltem

Indicate the income ranges by which the cost sharing amount for this service or item varics.

Exempt Individuals

the following question:

exempt individuals.

Cost Sharing for Non-preferred Drugs Charged to Otherwise Exempt Individuals

The state charges cost sharing for non-preferred drugs to otherwise exempt individuals.

If the state charges cost sharing for non-preferred drugs {entered above), answer the following question:

The cost sharing charges for non-preferred drugs imposed on otherwise gxempt individuals are the same as the charges
imposed on non-exempt individuals,

Cast Sharing for Non-emergency Services Provided in the Hospital Emergency Department Charged to Otherwise

The state charges cost sharing for non-emergency services provided in the hospital emergency department to otherwise

Incomes [ Incomes Less Dollars or
Greater than |than or Equal to| Amount [Percentage Unit Explanation
I I X
| Add Service or tem

Yes

Yes

If the state charges cost sharing for non-emergency services provided in the hospital emergency department (entered above). answer

No

TN No: 14-005
Kentucky

Approval Date: 08/10/15
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PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required (o respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for impraving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244- 13850,

V20140445
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State Name:|Kemucky l OMB Cenitrol Number: 0938 1148
Transmittal Number: KY - 14 - 0005 Expiration date: 10/31 2014
"o S B R L Wﬁm =T TTTLY T T .

s n.é wmémﬁi‘ 4 i L 4:\_@;,;&{‘ GZb

1916

1916A

42 CFR 447.52 throu h 54

The state charges cost shar n to all medically need individuals, Yes
The cost sharing char ed to med cally needy indiv duals is the same as that charged to categorically needy individuals. Yes

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no per ons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB contrel number for this information collection is 0938-1148. The time required to complete
this information collection s estimated to avera ¢ 40 hours per re ponse, including the ime to review instructions, search existing data
resources, gather the data needed, and complete and review the informat on collection, If you have comments concerning Uhe accuracy off
the time estimale(s) or u estion {or improving th s form, please w ite to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4 26-05. Baltimore, Maryland 21244 {850.

V20140 |

TN No: 14-005 Approval Date: 08/10/15 Effective Date: 07/01/14
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State Name.LKemucky I OMB Control Number: 0938 1148

Transmuittal Number: 14 - -0005 Expiration date: 10/31 2014
I YT g . A i

Copk Shari Afnounts Taryéting ™ e X Gc

1916

1916A

42 CFR 447.52 through 54

The state largets cosl sharing (o a specific group or groups of ind viduals.

PRA Disclosure Statement

According to the Papcrwork Reduction Act of 1995, no persons are reqguired to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection ts 0938-1148. The time required 1o complete
this information collection is estimated 1o average 40 hours per response, including the time 10 review instructions, search existing data
resources, gather the data needed, and complete and review the mformation collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Sccurity Boulevard, Attn: PRA Reports Clearance
Officer. Mail Stop C4-26-05, Baltimore, Maryland 21244.1850.

V 20140415

TN No: 14-005 Approval Date: 08/10/15 Effective Date 07/01/14
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State Nnme:,k’enlucky | OMB Control Number 0938 1148
Transmittal Number KY - 14 - 0005 Expiration date: 10 31 2014

Cost Shring Limitations o G3

42 CFR 447.56
1916
1916A

The state administers cost sharing in accordance with the limitations described at 42 CFR 447.56, and 1916(a)}(2) and {j) and
1916A(b) of the Social Security Act, as follows:

[Exemptions
Groups of Individuals - Mandatory Exemptions
The statc may not impose cost sharing upon the following groups of individuals:

[W] I[ndividuals ages | and older, and under age 18 cligible under the Infants and Children under Ape 18 eligibility group (42
CFR 435.118).

[W] Infants under age | eligible under the Infants and Children under Age 18 eligibility group (42 CFR 435.118), whose income
does not exceed the higher ol

(W] 133° FPL:and

(W] If appticable, the percent FPL described in section 1902(1)(2)(A)(iv) of the Acy, up to 185 percent.
[W] Disabled or blind individuals under age 18 el g ble for the following eligibility groups:

[@] SSI Beneficianes (42 CFR 4.5.120).

[®) Blind and Disabled Individuals in 209(b) States {42 CFR 435.121).

[®] individuals Receiving Mandatory State Supplements (42 CFR 435.130).

[®] Children for whom child welfare services are made available under Part B of title IV of the Act on the basis of being a child
in foster care and individuals receiving benefits unde Part E of that title, without regard to age.

(W] Disabled children cligible for Medicaid under the Family Opportunity Act (1902(a){ 10)(AXiXIX) and 1902(cc) of the
Act).

(@] Pregnant women, dunng pre nancy and through the postpartum period which begins on the last day of pregnancy and
cxtends throu h the end of the month in which the 60-day period follow n  termination of pregnancy ends, except for cost
sharing for services specifed in the state plan as not pregnancy-reiated.

[®] Any individual whose medical as 1stance for services fumished in an institution is reduced by amaunts reflecting available
income other than required for personal needs.

(W] An individual receiving hospice care, as defined in section 1905(o) of the Act.

[m] indians who are gurrently receiving or have ever received an item or service furnished by an Indian health care provider or
through referral under contract health services.

[®] Individuals who are receiving Medicaid because of the state's election to extend coverage to the Certain Individuals Needing
Treatment for Breast or Cervical Cancer eligibility group (42 CFR 435 1 ).

TN No: 14-005 Approval Date; 08/10/15 Effective Date: 07/01/14
Kentucky G3-1 -
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Groups of Individuals - Optional Exemptions

The state may elect to exempt the following groups of individuals from cost sharing:

The state elects to exempt individuals under age 19, 20 or 21, or any reasonable category of individuals [8 years of age Yes
or over.

Indicate below the age of the exemption:
(" Under age 19

(" Under age 20

(" Under age 21

(& Other reasonable category

Description;

Kentucky exempts all kids under the age of 19. In addition, recipients between the ages of 13-21 who are n state
custody and are in foster care or residential treatment are exempted form co-pays.

The stale elects to exempl individuals whose medical assistance for services furnished 1n a home and community-based No
sefting is reduced by amounts reflecting available income other than required for personal needs.

Services - Mandatory Exemptions
The stale may not impose cost sharing for the following services:
[®] Emergency services as defined at section 1932(b}(2) of the Act and 42 CFR 438.114(a).

[@] Family planning services and supplies described in section 1965(2)(4)(C) of the Act includin cont cepl ves and

pharmaceuticals for which the state claims or could claim federal match at the enhanced rate under section 1903{aX5) of the
Act for family planning services and supplies.

[®] Preventive services, at a minimum the services specified at 42 CFR 457,520, provided to children under 18 years of a e

regardless of family income, which reflect the well-baby and well child care and immun zat ons in the Br  hi Futures
guidelines issued by the American Academy of Pediatrics.

W] Pregnancy-related services, including those defined at 42 CFR 440,210(a)(2) and 440. 50(p), and counselin and dru s for

cessation of tobacco use. All services provided to pregnant women will be cons dered pre nancy-related, excepl those
services specificially identified in the state plan as not being related to pregnancy

[m] Provider-preventable services as defined in 42 CFR 447.26(b).
Enforceability of Exemptions

The procedures for implementing and enforcing the exemptions from cost sharing cont ined in 42 CFR 447.56 are (check all that
apply):

[] To identify that American Indians/Alaskan Natives (AI/AN} are currently rece vin or have ever rece v d an item or ervice

furnished by an Indian health care provider or through referral under contract health ervices n accordance w th 42 CER
447.56(a)( 1)(x). the state uses the following procedures:

B The state accepts self-attestation

TN No: 14-005 Approval Date: 08/10/15 Effect ve Date. g7/01/14
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[ The state runs periodic claim reviews

[] The state obtains an Active or Previous User Letter or other Indian Health Services (IHS) document
[0 The Elig bility and Enrollment and MMIS systems flag exempt recipients
] Other procedure

Add tional description of procedures used is provided below (opt onal):

Il an idividual notifies us that they are an American Indian/Alaska Native (AI/AN) who currently or have previousl
received services by the Indian Health Service (1HS), and Indian Tribe, Tribal Organization, or Urban Indian Or amizat on
(/T U), or through a referral under contract health services in any State, we will use the same "Y N” indicators sw ich n
the MMIS system, as described below, and set that individual to be exempt from cost-sharing. Additionally, DMS use a
single streamlined applicat ons which asks the follow ng:

Member of a federally recognized tribe, band, nation, community, etc?*

Received services from Indian Health Service, a tribal health pro  am, urban indian health program or th ou h a refer al
from one of these programs?*

Eligible to receive serv ces from Indian Health Service. a tribal health program, urban indian health program or hrou ha
referral from one of these programs?*

Tribe name*
Tribe state*

Federally recognized Tribe Verification®

Federally Recognized Tribe Verification date

[B] To identify all other individuals exempt from cost sharing, the state uses the following procedures (check |l that apply)

The MMIS system flags recipients who are exempt

[] The Etigibility and Enrollment System flags recipients who are exempt

[0 The Medicaid card indicates if beneficiary is exempt

£] The Eligibility Verification System notifies providers when a beneficiary is exempt
[C] Other procedure

Additional description of procedures used is provided below (optional):

KY as a "Y/N" indicator switch in the MMIS system. At the time of enrollment and renewal, fthe recipient is exempt
from cost sharing the indicator switch is set to indicate that they are exempt from any cost shar n . MMIS has been
Jprogrammed not to deduct co-payments from claims for Medicaid recipients and services that are exempt from cost shar n
as identified in 42 CFR 447.56(a) and 1916(a)(2} and (i) and 1916A(b) of the Social Security Act. MMIS will identify the
exempt recipients by age for children under age 18 (or 19 for optional groups), by aid category and recipient status for
pregnant women and institutionalized individuals. Additionally, MMIS will identify the exempt demo kids up to age 21 n
state custody, foster care or residential treatment. KY uses the same indicator for exempting fost r children. Medicaid
recipients covered under an approved Waiver program is subject to co-payments for all services except those provided

under the waiver program.

TN No: 14-005 Approval Date: 08/10/15 Effective Date: 07/01/14

Kentucky

G3-3




@.5,. Medicaid Premiums and Cost Sharing

‘P_ﬂmmiu.o_llmmlm

The siale reduces the payment it makes to a provider by the amount of a beneficiary's cost sharing obligation, regardless of
whether the provider has coilected the payment or waived the cost sharing, except as provided under 42 CFR 447.56(c).

1 nts to Man ‘are Organization.
‘The state contracts with one or more managed care organizations to deliver services under Medicaid. Yes

The stale calculates its payments to managed care organizations to include cost sharing established under the state plan for
beneficiaries not exempt from cost sharing, regardless of whether the organization imposes the cost sharing on its recipient
members or the cost sharing is collected.

Apprega

Medicaid premiums and cost sharing incurred by.all individuals in the Medicaid household do not exceed an aggregate limit of 5
percent of the family's income applied on a quarterly or monthly basis.

[W] The percentage of family income used for the aggregate limit is:
¢ 5%
4%
3%
2%
C 1%

" Other: :|%

@] The state calculates family income for the purpose of the aggregate limit on the following basis:

(¢ Quarterly
" Monthly

The state has a process to track each family's incurred premiums and cost sharing through a mechanism that does not

rely on beneficiary documentation. Yes

[m] Describe the mechanism by which the state tracks each family's incurred premiums and cost sharing {check all that
apply):

As claims are submitted for dates of services within the family’s current monthly or quarterly cap period, the state
applies the incurred cost sharing for that service to the family's aggrezate limit, Once the family reaches the
aggregate limit, based on incurred cost sharing and any applicable premiums, the state notifies the family and
providers that the family has reached their aggregate timit for the current monthly or quarterly cap period. and are
no longer subject to premiums or cost sharing.

Managed care organization(s) track each family's incurred cost sharing, as follows:

The Department for Medicaid Services passes co-pay indicators to the MCOs. The MMIS houses quarterly
family income and passes this to the MCOs along with the co-pay indicator. In the event the family reaches the

TN No: 14-005 Approval Date: 08/10/15 Effective Date: g7/01/14
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quartetly out-ot-pocket max, a co-pay indicator in MMIS 1s turmed to "N" 10 indicate no co-pay

[ Other process:

(@ Describe how the state informs beneficiaries and providers of the beneficiaries' aggregate family limit and notifies
beneficiaries and providers when a beneficiary has incurred premiums and cost sharing up to the aggregate family limit
and individual family members are no longer subject to premiums or cost sharing for the remainder of the family's

current monthly or quarterly cap period:

The maximum amount of total cost-sharing shall not exceed 5% of a family's total income for a quarter. Kentucky as
La program called co-payment tracking within the MMIS system that will track the member's co-pays to ensure that
they are not charged more than the 5% during a quarter. Information regarding the quarierly amount of household
income for each case is stored in the MMIS and is updated on a quarterly basis. As claims are processed, the billed
Iservices evaluated to determine if a co-payment should have been assessed. [f the service was subject 1o co-payment
based on service and member category, the system calculates the amount of the co-payment and maintains that amount
in the system, If 5% of the stored income is reached, the co-payment indicator for the member or household is turned
off in the system and providers can see the copayment is no longer applicable. Additionally, members will be notified
through mail when they have incurred out-of-pocket expenses up fo the aggregate family limit and individual family
Jmembers are no longer subject to cost sharing for the remainder of the family's current quarterly cap period. Current
methodology assumes that all copayments are paid by the member. This will be coordinated with the pharmacy
benefit manager (PBM) as well,

The state has a documented appeals process for families that believe they have incurred premivms or cost sharing over No
the aggregate limit for the current monthly or quarterly cap period.

[W Describe the process used to reimburse beneficiaries and/or providers if the family is identified as paying over the aggregate
limit for the month/quarter: ’

In the event a family believes they have incurred cost sharing over the aggregate limit, the family can call the Member
Services toll free line to receive assistance regarding this issue. |n the event cost sharing was incurred incorrectly, claims
would be processed for the provider and the provider would be responsible for reimbursing the member.

[m]) Describe the process for beneficiaries lo request a reassessment of their family aggregate limit if they have a change in
circumstances or if they are being terminated for failure to pay a premium;

Mcmbers must report changes in income lo the Department within 30 days of the change. Changes arc recorded in the
system immediately upon notification and cost sharing aggregate limits are changed as well.

The state imposes additional aggregate limits, consistent with 42 CFR 447.56(1)(5). No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions. search existing data
resaurces, gather the data needed. and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to; CMS. 7500 Security Boulcvard. Attn: PRA Reponts Clearance

Gfficer, Mail Stop C4-26-05. Baltimore, Maryland 21244-1850.
V20140415
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4.18 Recipient Cost Sharing and Similar Charges (Continued)

{c) X Individuals are covered as medically needy under the plan.

(1)

An enrollment fee, premium or similar charge is
imposed. ATTACHMENT 4.18-B specifies the
amount ol and liability period for such charges
subject (o the maximum allowable charges in 42 CFR
447.52(b) and defines the State’s policy regarding the
ellfect on recipients of non-payment of the enroliment
fee, premium, or similar charge.
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DEPARTMENT OF HIFALTIH & 1TUMAN  RVI S

Centers or Medicare & Medicaid Serv ces

Atlanta Re nonal Office

01 Forayt 1 Street, Suile 4T20

Atlanta, Georga 30303 CENTERS FOIt MEDICARE & MEDICAID SERVICES

DIVISION OF M DICAID & CHILDR N’'S HEALTH OP RATIONS

August 21, 2015 RECEIVED

Ms. Lisa Lee, Commissioner
Department for Medicaid Services
Attn; Leslie Hoffman DEPTFOR MED] 4 o
i 5 R
275 East Main Street, 6WA OFHC Ok TH CommissioNES
Frankfort, KY 40621-0001

Re: Renewal of Kentucky’s HCBS Waiver 0144
Dear Ms. Lee:

This formal Request for Additional Information (RAI) 1s in response to the state’s request to renew
Kentucky’s Home and Community Based Waiver for individuals with disabilities ora ed 65 and
older who would otherwise require placement in a nursin  facility. Our review of the request (control

0144.R06) found that it did not conform fully to statutory and regulatory requirements. Please note
additional information requested includes how the state intends to proceed with the implementat on of
occupational, physical, and speech therapy services for wa'ver partic pants.

Please provide clarification necessary to responds to the followin issues:
Appendix B

1. Quality Improvement, Level of Care, Sub-assurance(c): We remain concerned that the
denominator of the state’s revised performance measure, “Number of applicants whose
Assessment was completed,” is only measurin the number of applicants whose
assessments were completed, which does not take into account applicants whose
assessments were not completed. The state should cons’d ra second performance
measure that examines applicants whose assessments were not completed in accordance
with the waiver.
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Appendix C

2. Occupational Therapy, Physical Therapy and Speech Therapy Services: Please advisc
how the state intends to proceed with the implementation of occupational, physical, and

speech therapy services for waiver participants. In this context, please note the following
information:

If the state continues to cover habilitative services under the therapies’ portion of
the state plan, then in order for the state to offer services in this waiver, the state
will need to designate the service as either an “Extended State Plan Service” or
“Other Service” that is different from what is already covered in the state

plan. This difference would not be based on the fact that the same services
covered in the state plan are habilitative, because habilitative services are already
covered in the state plan. It would be based on making the physical therapy,
occupational therapy, and speech therapy, different services, or perhaps covering
services that are not physical therapy, occupational therapy, or specch therapy that
are habilitative in nature.

The physical therapy, occupational therapy, and speech therapy services could
only be included as extended state plan services in the waiver if the state had a
limit on these services in the state plan,

Different rates based on the level of need of the beneficiary or skills/training of
the provider is permitted under the state plan. Under the state plan, Kentucky’s
current payment methodology for physical therapy, occupational therapy and
speech therapy services does not include differential payment rates based on
acuity. The state will need to submit a state plan amendment, which proposes this
new rate, if the state chooses this option.

If the services are included in the waiver renewal, then the state would have to
indicate under the limits section below the service definition that the service is not
available for children as it would be covered under Early and Periodic Screening,
Diagnostic and Treatment in the state plan.

3. Quality Improvement, Qualified Providers, Sub-assurance (a): Regarding the state’s
revised performance measure, “Number and percent of Home Health and Adult Day
providers that meet OIG licensing requirement at review,” please confirm that Home
Health and Adult Day providers are the only providers under the waiver that have Office
of Inspector General (OIG) licensing requirements. If there are others, we suggest that
the state expand the proposed performance measures to cover all OIG licensed providers
under the waiver.
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Page 3

Appendix E

4.

Appendix E-1-f: The state indicates that, “If the issues [with a participant’s legal or non-
legal representative] continue, or the participant's health, safety and welfare are at risk,
the service advisor shall transition the participant to traditional services and a 10-day
notice to a fair hearing will be provided.” Please clarify whether waiver participants
would be given the opportunity to choose another representative before being transitioned
to traditional services.

Appendix G

5.

Appendix G-1-d: Please describe the process and timeframes for informing the
participant and other relevant parties (i.e. the participant's legal representative, waiver
provider(s), waiver operating agency and licensing and regulatory authoritics) of the
investigation results.

Appendix H

6.

Appendix H-1: The state indicates that the QIS will be “evaluated quarterly, one quarter
in arrears.” Please clarify the meaning of the state’s use of the term, “arrears.”

Appendix I

7.

Appendix 1-2-a: The state indicates that, “The 5 years of data, along with trends are
included in an attached excel spreadsheet.” We request a copy of this spreadsheet so that
we can review the state’s trends and rate development.

Appendix J

8.

Appendix J-2-a and J-2-b: In response to why the total number of participants is
expected to increase 56 percent from the third year of the current waiver to the first year
of the renewal when the participant numbers are declining, the state responded that
“Unduplicated program participants are a fixed number in the waiver portal. The portal
will not allow it to be changed..." We recommend the state contact technical support
through the Waiver Management System to obtain assistance with this issue.

Appendix J-2-c: The state indicates that, “The data used for forecasting...was claims
data and did not include prescription claims. Data for forecasting items D', G, and G'
were taken directly from the 372 reports.” Please note that estimates of Factor D’ must
not include the costs of prescribed drugs that will be furnished to Medicare/Medicaid
dual eligibles under the provisions of Part D. If the costs of these drugs are present in the
baseline 372 figures, please remove them, and please confirm that costs for these drugs
were removed from the derivation of Factor D’.
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10. Appendix J-2-d: In the state’s explanation regarding why there is a the projected
decreasc in factor D for the first year of the renewal despite an increase in the number of
participants, the state indicated that “This is due to the fact that the waiver portal froze
the unduplicated participants at 17,050 and would not allow any changes.” We
recommend the state contact technical support through the Waiver Management System
to obtain assistance with this issue.

Under section 1915(f) of the Social Security Act, a waiver request must be approved, denied or
additional information requested within 90 days of receipt or the request will be deemed
approved. The 90-day review period of this request ends November 19, 2015. This request for
additional information will, however, stop the 90 day clock. Once the additional information is
submitted, the 90-day clock will restart at day one.

If you have questions related to this request, or would like to schedule a time to discuss these
questions, please contact Melanie Benning at (404) 562-7414 at melanie.benning(@cms.hhs.gov.

Sincerely,

gacb.é_ %@«Ze_

Jackie Glaze
Associate Regional Administrator
Division of Medicaid & Children’s Health Operations

cc: Amanda Hill, Central Office
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Centers for Mediare & Medicard Services
Atlanta Regional Office

61 Forsvth Street, Suite 4T20
Atlanta, Georgia 3030 CENTFRS FOR MFDICARE & MEDICALD SERVICES

DI1VISION OF MEDICAID & CHILDREN’S HEALTH OPERATIONS

Au u 21,2015

Ms. Lisa Lee, Commissioner R E C E

Department for Medicaid Serv ces

Attn* Leshe Hoftman

27 East Main Street, 6O WA

Frankfort, Y 40621-0001 I . VICES
I

Re: Renew 1ol Kentucky’s HCBS Waiver # 0314
Dear Ms. Lee:

This formal Reque t for Additional Information (RAI) is in response to the state’s request to ren w
Kentucky’s Home and Commun'ty Based Waiver for individuals who are development Ily and/or
intell ctually disabled who meet the intermediate care facility for indi iduals with intellectu |
disabilities' level of care. Our review of the request (control # 0314 R04) found that it did not conform
fully to statutory and re ulatory requirements. Please note additional int rma on requested includes
how the state intends to proceed with the implementation of occupational, physical, and speech
therapy services for waiver participants.

Main Module

1. Item 1, Major Chan es: Please explain why the major chan es section doe not includ
the removal of occupational therapy (OT), physical t erapy {(PT) and speech therapy (ST)
from the waiver.

2. Attachment 1, Transition Plan: Please provide information regarding the transit'on for
individuals receivin OT/PT/ST who will now be receiving those services throu h the
state plan,

» Please describe in the transition plan the similarities and differences between the
services covered in the approved waiver and those covered in the renewed waiver.

o Please provide information re ardin how the health and welfare of persons who
receive services through the approved waiver will be assured durin the transition
of the services offered in the st te plan.

» Please include a description of how the partic’p nt is informed of the opportunity
to reque t a Fair Hearing.



Ms. Lisa Lee
Page 2

3. Auachment #2, Home and Community-Based Settings Waiver Transition Plan: Please
include the following language in this section of the application: “Kentucky assures that
the settings transition plan included with this waiver rencwal will be subject to any
provisions or requirements included in Kentucky’s approved Statewide Transition Plan,
Kentucky will implement any required changes upon approval of the Statewide
Transition Plan and will make conforming changes to its waiver when it submits the next
amendment or renewal.”

4. Public Input, 6-I:

¢ Please include in your public input section, a summary of how a non-electronic

copy of the waiver renewal was made available, For example, what information
was included in the public notice to inform participants about how to access the
hard copy?

Please include in this section the methods and details of how people were able to
make public comment (for example, to where could they write in, call, or send
emails to provide comment).

¢ Please include the URL for the waiver renewal that was posted.

Appendix B

Please include in the public input section a summary of the changes that were
made as a result of public input. [f no changes were made, please indicate this as
well.

5. B-5-a: The state checked the box to indicate that the operating agency executes Medicaid
provider agreements. Please explain if this is accurate, or if the operating agency only
recommends providers for enrollment.

o The state has not indicated that it is applying spousal impoverishment rules for the

special home and community based waiver group under 42 CFR 435.217.
However, Section 2404 of the Affordable Care Act requires that for a 5-year
period beginning on 1/1/2014, states must apply the spousal impoverishment
protections for individuals with a community spouse who are eligible for section
1915(c), (d), (i) or (k) services, as well as those receiving home and community-
based services under an 1115 waiver.,

For the 217 category, to which application of spousal eligibility and post-
eligibility rules has historically been an option for states, the amendment makes
the option a mandate; spousal impoverishment eligibility and post eligibility
treatment of income rules apply for individuals determined eligible under the
special home and community-based waiver eligibility group specified at 42 CFR
435.217.

‘The state should check the first check box, that for the 5-year time period
beginning January 1, 2104, the following instructions are mandatory: that the state
is using the spousal impoverishment eligibility and post eligibility rules under
section 1924 of the Act for individuals that have a community spouse.



Ms. Lisa Lee
Page 3

6. Quality Improvement, Level of Care, Sub-assurance(a):

s Please explain how the state identifies a waiver applicant for whom there is a
reasonable indication that services may be needed, if there is no Level of Care
(LOC) evaluation for that individual? Where would such data/files be kept? For
purposes of this performance measure, how are cases treated when there is a
waiver applicant for whom there is a reasonable indication that services may be
needed, but the LOC evaluation is scheduled or has begun, but is not completed?

® Please provide remediation information for this performance measure for all
instances of non-compliance that arise during the term of the waiver.

» Please clarify the respective roles of the State Medicaid Agency and Quality
Improvement Organization (QIO) for the collection and generation, and
aggregation and analysis, of data to be used in determining whether performance
complies with the sub-assurance.

7. Quality Improvement, Level of Care, Sub-assurance(c):

¢ The performance measure (PM) indicates the numerator will be randomly selected
LOCs, but the table beneath it indicates 100% Review. Please clarify how the PM
will be implemented, and make any correction to the application that is needed.

s Please clarify what constitutes a “level of care...done appropriately.”

Does the denominator (i.e. number of LOCs reviewed) mean that 100% of LOCs
will be reviewed (given that the Sampling Approach is #“100% Review”)? If not,
please clarify what the denominator represents.

8. Methods for Remediation/Fixing Individual Problems: We suggest the state provide a
more robust and detailed method for remediation and fixing individual problems, in light
of concerns expressed by CMS in the Final Evidentiary Report. We would suggest, for
example, that (i) utilization management reports should be generated by the fiscal agent
and QIO every two to four weeks depending on the number of applicants for whom LOC
evaluations are needed; (ii) exception reports showing applicants who are at risk of not
receiving timely LOC evaluations are provided to those individuals responsible for
ensuring that timely LOC evaluations are performed; and (iii) exception reports be
provided every two to four weeks to DMS listed individuals who did not receive timely
LOC evaluations and the reason(s) for that problem, as well as steps taken to remediate
the problem. These short-term lists should be compiled and analyzed on a quarterly
basis, and corrective actions taken on a systemic basis whenever possible and practicable.
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Appendix C

9.

10.

11.

12.

13.

Occupational Therapy, Physical Therapy and Speech Therapy Services: Please advise
how the state intends to proceed with the implementation of occupational, physical, and
speech therapy services for waiver participants. In this context, please note the following
information:

o [f the state continues to cover habilitative services under the therapies’ portion of
the state plan, then in order for the state to offer services in this waiver, the state
will need to designate the service as either an “Extended State Plan Service” or
“Other Service” that is different from what is already covered in the state
plan. This difference would not be based on the fact that the same services
covered in the state plan are habilitative, because habilitative services are already
covered in the state plan. It would be based on making the physical therapy,
occupational therapy, and speech therapy, different services, or perhaps covering
services that are not physical therapy, occupational therapy, or speech therapy that
are habilitative in nature.

¢ The physical therapy, occupational therapy, and speech therapy services could
only be included as extended state plan services in the waiver if the state had a
limit on these services in the state plan.

e Different rates based on the level of need of the beneficiary or skills/training of
the provider is permitted under the state plan. Under the state plan, Kentucky’s
current payment methodology for physical therapy, occupational therapy and
speech therapy services does not include differential payment rates based on
acuity. The state will need to submit a state plan amendment, which proposes this
new rate, if the state chooses this option.

o If the services are included in the waiver renewal, then the state would have to
indicate under the limits section below the service definition that the service is not
available for children as it would be covered under Early and Periodic Screening,
Diagnostic and Treatment in the state plan.

C-1/C-3, General Comment: Please list provider license and certificates under
corresponding headings. If a license is issued by state law, please provide the citation of
the applicable state law governing the issuance of the license. If a certificate is

issued by a state agency, cite the applicable state regulation or policies that serve as the
basis for the certification.

C-1/C-3, Community Guide: Previously a standard for community guide services
included, “Has a valid Social Security number or a valid work permit if not a citizen of
the U.S.” Please clarify whether the latter is still a requirement.

C-1/C-3: Case Management: Please only include in the service definition the actual
service definition. Move the provider qualifications and standards to the Provider
Qualifications section.

C-1/C-3: Community Access Services: A change in limits for this service is noted.
Please mark that “Service is included in approved waiver. The service specifications have
been modified.” Before the service was limited to 160 units per week but now this is not
included in the limits section. A change in the “Other Standards” is also noted.
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14.

15.

16.

17.

18.

19.

20.

2L

22,

23.

C-1/C-3: Community Transition: There is now one provider type instead of the previous
three. Please indicate “Service 1s included in approved waiver. The service
specifications have been modified.”

C-1/C-3: Environmental Accessibility Adaptation Services: There is now one provider
type instead of the previous two. Please indicate “Service is included in approved
waiver. The service specifications have been modified.”

C-1/C-3: Goods and Services: This service has both changed Service Type and had two
previous provider types and now has one. Please indicate “Service is included in
approved waiver. The service specifications have been modified.”

C-1/C-3: Positive Behavior Supports: There is now one provider type instead of the
previous three, There are also additional “Other Standards” listed. Please indicate
“Service is included in approved waiver. The service specifications have been modified.”
C-1/C-3: Specialized Medical Equipment and Supplies: There is now one provider type
instead of the previous three. Please indicate “Service is included in approved waiver.
The service specifications have been modified.”

C-1/C-3: Transportation: There is now one provider type instead of the previous three.
Please indicate “Service is included in approved waiver. The service specifications have
been moditied.”

C-1/C-3: Vehicle Adaptations: There is now one provider type instead of the previous
two. Please indicate “Service is included in approved waiver. The service specifications
have been modified.”

C-5: Only one sentence is needed in this section to refer to the transition plan in
Attachment #2.

Quality Improvement, Qualified Providers, Sub-assurance (a):

e For the first PM, please verify that the denominator counts only providers who
have certification requirements to be met and clarify how the operating agency
confirms that a provider satisfies all applicable certification requirements. We
suggest that information for this PM be monitored at least quarterly, rather than
annually.

o Please clarify whether the background checks will be completed successfully
before each and every new provider provides any waiver services.

s Please describe how successful completion of the tasks in third performance
measure be documented.

e  We suggest an additional PM measuring whether each provider that has not made
timely correction of his or her credentials or other requirements is terminated as
an eligible provider.

Quality Improvement, Qualified Providers, Sub-assurance (b):

e Please describe the processes in place to assure the non-licensed/non-certified
providers adhere to the waiver’s eligibility requirements prior to their rendering
waiver services.

o Given issues identified in the Evidentiary Report, we recommend that the state
evaluate its achievement of this PM at least quarterly.
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e Please describe what steps will be taken if the representative sample fails the PM
(e.g. Will the sample be expanded? Will 100% of the records be reviewed?).

24. Quality Improvement, Qualified Providers, Sub-assurance (c):

e Please describe how the state verifies that the provider training is conducted in
accordance with state requirements.

o Please clarity what is meant by “reviewed providers” in both the numerator and
denominator.

25. Methods for Remediation/Fixing Individual Problems: The proposed methods of
remediation and fixing individual problems do not seem adequate to address failures as
they arise. We recommend the state develop a new set of methods for correcting each
incident of non-compliance by an individual or organization. We suggest the state set
forth separate methods for each PM, which includes (a) who specifically is accountable
for identifying non-compliance; (b) who is responsible for issuing the remediation
requirements; (c) what are the remediation requirements for each PM where non-
compliance is noted; (d) who is responsible for monitoring that the remediation has been
completed within the time specified; and (e) what are the consequences (or range of
consequences) if the non-compliance is not rectified within the specified timeframe.

Appendix D

26. D-1-d:

o The state indicates that the Person Centered Service Plan (PCSP) is developed
utilizing the Supports Intensity Scale (SIS). By the state’s proposed effective
date for this renewal, will the state be fully ready to implement use of the SIS
tool throughout this waiver, and will the state discontinue use of its MAP form
assessment tool? Note: The state has indicated in the past that full
implementation of the SIS tool was not a certainty due to various challenges.

e Service Plan Development Process: Please describe how planning meetings are
scheduled at times and locations convenient to the individual.

27. D-1-g: Please further clarify how the Medicaid agency exercises oversight of service
plans on a routine and periodic basis.
28. Quality Improvement, Service Plan, Sub-assurance (a):
e Regarding the first PM;

o Please confirm that the “total number of service plans reviewed”
means 100% of all service plans that are complete as of the measuring
date.

o Please explain how a service plan is determined to “reflect assessed
needs.”

e Regarding the third PM: Please clarify what is the sampling approach since
“Less than 100% Review” is checked.

e  Regarding the fifth PM: Please clarify what is the sampling approach since
*Less than 100% Review” is checked.
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®  Regarding the sixth PM: Please clarify what is the sampling approach since
“Less than 100% Review™ is checked.
29. Quality Improvement, Service Plan, Sub-assurance (c):

¢ How soon aller a participant's needs change will his/her service plan be updated?

e Please clarily whether the service plan update will be completed by the
participant's anniversary date, and that any service plan that is not 100% complete
by the participant’s anniversary date will not be counted in the numerator.

e How will the state identify service plans that were revised during the year?

e How will the state identity which participants need their service plans changed?

30. Quality Improvement, Service Plan, Sub-assurance (d):

e Please clarify what the state means by “Continuously and Ongoing” under
“Frequency of data collection/generation.”

® Please confirm that if any service listed in the service plan is not delivered
precisely in the corresponding type, amount, scope, duration and frequency, the
record will not be included in the numerator.

31. Quality Improvement, Service Plan, Sub-assurance (d): Pursuant to the Waiver Quality
Review Report dated July 29, 2014, the state must add a performance measure
demonstrating participants are offered a choice between waiver services and institutional
care.

32. Methods for Remediation/Fixing Individual Problems: We suggest that the state develop
a more detailed and robust set of remediation methods for correcting each incident of a
failing performance by an individual or organization. We suggest the state set forth
separate methods for each PM, which includes (i) who specifically is accountable for
identifying a failing performance; (ii) who is responsible for issuing the remediation
requirements; (iii) what are the remediation requirements for each failing PM; (iv) who is
responsible for monitoring that the remediation has been completed within the time
specified; and (v) what are the consequences (or range of consequences) if the
performance is not rectified within the specified timeframe.

Appendix E

33. E-1-e: Please further clarify that participants are given information about the benefits
and potential liabilities associated with participant direction as well as their
responsibilities when they elect to direct their services.

34. E-1-f: Please clarify the extent of the decision-making authority exercised by the non-
legal representative and what safeguards are present so that the representative functions
in the best interest of the participant.

35. E-1-m: Please indicate in this section the right to a fair hearing is provided at least 10
days in advance of the termination per 42 CFR 431.211,

e Please indicate in this section, if a fair hearing is requested before the termination
date, services will be maintained until a decision is rendered after the hearing per
42 CFR 431.230.
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o Please indicate in the second scenario for termination that if terminated from the
waiver, the individual has a right to a fair hearing.

» Please revise the beginning of paragraph three to indicate that if an employee or
representative has exhibited abusive, intimidating, or threatening behavior,
immediate action will be taken instead of a corrective action plan.

o Please provide more information regarding the safeguards that will be in place to
ensure continuity of services during the transition plan.

o What supports will the individual receive in selecting a provider?
o Please provide justification for disenrollment from the waiver in 30
days if a provider is not located within that timeframe.

36. E-2-a-ii: The state has indicated participants are responsible for the cost of obtaining
criminal background checks, drug testing and all cost associated with training. This is
not something an individual can be required to pay for potential hires. The potential hire
is required to demonstrate that he/she meets the qualifications. Accordingly, please
delete the sentence, “The participant, as the employer, is responsible for the cost of
obtaining criminal background checks, drug testing and ali cost associated with training,”

37. E-2-b-ii:

e Please clarify when a budget varies based on additional factors, the factors that
are used and how they affect the budget.

e Describe how information about the budget methodology is made available to the
public.

38. E-2-b-iii:

e Please clarify how a participant can request an adjustment in the budget.

e Describe how participants are afforded the opportunity to request a Fair Hearing
when the participant's request for a budget adjustment is denied or the amount of
the budget is reduced.

39. E-2-b-v:

e Describe how the safeguards allow for identification of potential budget problems
on a timely basis.

® Describe the safeguards that include flagging potential over expenditures or
budget underutilization.

Appendix F

40. F-1:

e Please specify how individuals are informed about the Fair Hearing process
during entrance to the waiver, including how, when, and by whom this
information is provided.

¢ Please specify where notices of adverse actions and the opportunity to request a
Fair Hearing are kept.
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41.

42.

e Please address all instances when a notice must be made to an individual of an
adverse action regarding choice of home and community based services versus
institutional services, choice of provider or service, and denial, reduction,
suspension or termination of service.

» Please specify how the notice is made, the entity responsible for issuing the
notice, and assistance provided to an individual with pursuing a fair hearing.

e Please specily the right to a fair hearing must be provided at least 10 days prior to
the taken action.

F-2-b: Please describe how the state informs the participant who elects to make use of
the dispute mechanism (i.e. files a grievance or makes a complaint) that the dispute
resolution mechanism is not a pre-requisite or substitute for a Fair Hearing.

F-3-c: Please describe how the participant is informed that filing a grievance or making a
complaint is not a pre-requisite or substitute for a Fair Hearing.

Appendix G

43.

44.

45.

46.

47.

48.

49,

G-1-b:

o Please identify the individuals/entities that must report critical events and
incidents.

¢ Please include a timeline in which a critical event or incident must be reported
and the method of reporting.

G-1-c: Please describe how training and/or information is furnished to participants or
their informal caregivers concerning protections from abuse, neglect and exploitation,
including how to notify the appropriate authorities?

G-1-d: Please describe the process and timeframes for informing the participant,
including the participant (or the participant's family or legal representative as appropriate)
and other relevant parties (e.g., the waiver providers, licensing and regulatory authorities,
the waiver operating agency) of the investigation results,

G-2-b-i: Please describe the required education and training of personnel involved in the
administration of the psychotropic PRN?

G-2-b-ii: Please describe how data are analyzed to identify trends and patterns to support
improvement strategies, how data are collected, compiled, and used to prevent re-
occurrence, and the frequency of oversight activities.

G-3-b-ii: Please describe how frequently the state monitors medication management
administration and potentially harmful practices regarding such administration.

Quality Improvement, Health and Welfare, Sub-assurance (a):

» Regarding the first PM, please confirm that the numerator is the “Number of
deaths reviewed by a clinical committee.”

o  While it may be helpful to measure the percentage of timely critical incident
reports that have been submitted, either or both PMs do not appear sufficient to
prove the sub-assurance because measuring timely critical incident reports
presupposes that all critical incident reports that should be filed are indeed filed.
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50.

51,

52.

53.

Quality Improvement, Health and Welfare, Sub-assurance (b):

o  What constitutes an “incident?”

* Would the state consider a PM that measures survey results of participants or their
family members, as providers, which included questions about whether they feel
that the organization encourages reporting of incidents when they arise?

Quality Improvement, Health and Welfare, Sub-assurance (¢): How will the number of
participants with restrictive interventions, including restraints and seclusions, be
accurately measured?

Quality Improvement, Health and Welfare, Sub-assurance (d): Although the state has
proposed three PMs for this sub-assurance, we are concerned that without specific health
care standards against which physicians, dentists, and those who monitor residential
supports can evaluate and monitor the health care of each participant, the mere
examination or screening is not sufficient to evaluate whether all participants’ health care
needs are being met. Moreover, a formal checklist that is filled out by the provider would
greatly simplify the state’s monitoring and measuring of this performance measure,
Methaods for Remediation/Fixing Individual Problems: We suggest that the state develop
a more detailed and robust set of remediation methods for correcting each incident of
non-compliance by an individual or organization. We suggest the state set forth separate
methods for each PM, which includes (i) who specifically is accountable for identifying
non-compliance; (ii) who is responsible for issuing the remediation requirements; (iii)
what are the remediation requirements for each instance of non-compliance with a PM;
(iv) who is responsible for monitoring that the remediation has been completed within the
time specified; and (v) what are the consequences (or range of consequences) if the
performance is not rectified within the specified timeframe.

Appendix H

54.

Please provide control numbers of the other waivers for which the Medicaid Waiver
Management system will be used.

Appendix 1

55.

I-1:

» Please identify the entity responsible for conducting the periodic independent
audit of the waiver program under the provisions of the Single Audit Act.

e For claims with payments issued without appropriate documentation or not in
accordance with approved PCSP, are more paid claims reviewed for
appropriateness? What criteria are used to review additional claims (e.g., are they
stratified by provider or agency; types of claims; geography)?

e What are, if any, the penalties imposed on providers who have payments with
inappropriate documentation?



Ms. Lisa Lee
Page 11

57.1-2-d:

Please describe the audit method used [or personal care services in deltail,
including how claims are selected to be reviewed. Which documents are
examined and what components of those documents are examined? What is the
audit methodology detail? Which services are deemed personal care services for
purposes of the audit?

Please explain, in detail, the systems and procedures in place to assure that (i)
personal care services are provided only by qualified individuals; (ii) such
individuals only provide the services to eligible participants with the frequency,
amount, and duration specified in the POC; and (iii) that such individuals are only
paid for the services they actually perform that are in accordance with the POC.
Please explain, in detail, how the systems and procedures described check for and
detect: (i) services that are billed for but not actually rendered; (ii) duplicative
billing (i.e., either billing more than once for the same service or billing by more
than one individual or agency for the same service); and (iii) services provided by
an unauthorized individual and either billed by the unauthorized individual or by
an authorized individual,

Please explain, in detail, what monitoring systems and procedures are used to
detect and prevent participants from being coerced into approving services that
were not provided in accordance with his or her POC, or were not provided by an
authorized provider

Who specifically is the employing organization accountable for the proper
administration of the systems and procedures described in D, and how is the state
Medicaid agency monitoring the organization accountable for fiscal integrity?

Please clarify the methods used to trend the claims data forward.

How often is the fee-for-service rate schedule updated and when was the last time
the rates were updated? When was the last time the rates were re-based?

Please describe if there is a schedule for annual cost of living increase (or other
reason for increase) for the rates. If so, please provide the annual schedule for
increase and describe how it is determined. If there is no cost of living increase or
similar schedule for periodic rate adjustments, describe why a cost increase is not
built into the rates.

Please describe how public comments are solicited during promulgation.

Please describe how and when information about payment rates is made available
to waiver participants.

Please describe how verification occurs that the service billed is in the recipient’s
service plan.

Please describe the mechanisms in place to assure that the POC-authorized
services were actually provided.

58. Quality Improvement, Financial Accountability, Sub-assurances (a) and (b):

How does the state assure claims are paid in accordance with the waiver's
reimbursement methodology and only for services rendered?
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How are claim codes correlated to the service plan?

[How does the state ensure that 100% of the claims are for services that are in [act
rendered and that those services are limited to those authorized by the
participant’s service plan?

Please clarify what type of “system defects” are identified and measured.

59. Methods for Remediation/Fixing Individual Problems: We suggest that the state develop
a more detailed and robust set of remediation methods for correcting each incident of a
non-compliance by an individual or organization. We suggest the state set forth separate
methods for each PM, which includes (i) who specifically is accountable for identifying
non-compliance; (ii) who is responsible for issuing the remediation requirements; (iii)
what are the remediation requirements for each instance of non-compliance; (iv) who is
responsible for monitoring that the remediation has been completed within the time
specified; and (v) what are the consequences (or range of consequences) if the non-
compliance is not rectified within the specified timeframe.

Appendix J

60. J-2a and J-2b:

61.J)-2-c:

The three most recent 372 reports show the population served increased in each
year, from 3,546 in year 1, to 3,724 in vear 2, to 4,147 in year 3. Please explain
why the unduplicated number of participants who will be served is expected to
remain constant at 4,941 in each year of the renewal waiver. Also, please explain
how the state contrived the number of 4,941 unduplicated participants.

The three most recent 372 reports show the average length of stay (ALOS)
decreased in each year, from 351 in year 1, to 348 in year 2, to 34! in year 3. The
state indicated that the estimated ALOS for the renewal waiver is based on data
from the CMS 372 Lag Report for the period 09/01/2013 through 08/31/2014.
For that period, total days of waiver coverage was 1,169,813, and total
unduplicated waiver participants was 4,050, which yields an average days per
waiver participant of 289. However, the ALOS in each year of the renewal
waiver as reported in Appendix J, is 11, Conversion of the ALOS from days to
months would result in an ALOS of 9.5, Please clarify whether the ALOS is
expressed in months, why the ALOS is 11, and why the ALOS is expected to
remain constant in each year of the renewal waiver given the expected increase in
participants.

Please confirm that the state has accounted for and removed the costs of
prescribed drugs in the development of Factor D’.

Please explain why Factor D’ is less than Factor G’ in all years of the waiver
renewal.
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s Regarding the development of Factor D’, please clarify the following:

o In the absence of a full year of representative claims data, the state used
claims paid data under “SCL 2.” Please provide information on the
process used to derive Factor D’ using this population.

o For new services with low utilization, DMS assumed 10% annual
utilization growth. Please explain how DMS arrived at this estimate.

Under section 1915(f) of the Social Security Act, a waiver request must be approved, denied or
additional information requested within 90 days of receipt or the request will be deemed
approved. The 90-day review period of this request ends November 19, 2015. This request lor
additional information will, however, stop the 90 day clock. Once the additional information is
submitted, the 90-day clock will restart at day one.

If you have questions related to this request, or would like to schedule a time to discuss these
questions, please contact Melanie Benning at (404) 562-7414 at melanie.benning « cms.hhs.gov.

Sincerely,

Jackie Glaze
Associate Regional Administrator
Division of Medicaid & Children’s Health Operations

cc: Amanda Hill, Central Office



DI PARTMINT Ol 110 AL T & HUMAN SLRVICES
Conte  for Medic e & Mediaid Seny oo

Atlanta Re > onal Office

61 Torsyth Strect, Suile 1T20

Atlanla, Georgia 0303

DI1VISION OF MEDICAID & CHILDR N’S HEALTH OP RrRA1 CENTERS FOR MEDICARE & MEDICAID SERVIC §

At ust 27, 2015 KY- 1T EIVED

Ms. Lisa Lee, ommissioner

Department for Medic' id Services DEPT FOR MEDICAIC SEFRVICES
275 Last Main Street, 6WA FICE OF TH "MISSIONER
Frankfort, KY 40621-0001

Dear Ms, Lee:

The Centers for Medicare & Medicaid Services has approved the Implementation Advance
Plannin - Document Update (IAPDU 5) for the Int rnational Classification of Diseases. Version
10 (ICD-10) dated Au ust {1 01 , in accordance w th 45 CFR Part 95, Subpart F, and the State
Medicaid Manual (SMM), Part 11. You are hereby authorized to add a post-implementation
phase from October 1, 201  until March 31 » 2016, and carry forward approved fundin in the
amount of $598.620 ( 496,922 at 90 percent f deral financial participa on (FFP]; $23,242 1t 50
percent FFP, $5..0,164 total FFP). No additional (new) fund'ng is approved for this project.

Onsite r=v ews may be conducted to assure that the intentions for which FFP was approv d are
bein - ccomplished. Specifically, the object ve is to val date that automated data processin
(ADP) equipment or services are bein efficiently and effectively ut i ed to support th
approved p o rams or projects as provided under 45 CFR 95.621 and the SMM. As provided by
the SMM, S ction 11200, and by 45 CFR 95.611, all subsequent revisions and amendm nt to
the IAPD will r>quire CMS prior written approval to qualify for FFP,

Allowable costs are determined by 45 CFR Part 95 Subpart F, Section 631 and the SMM, Part
I'1. Only actua costs incurred are reimbursable. The Commonwealth must provide adequat
support or all costs claimed in addition to providin detailed records and proper audit tr ils.

If there are any questions concernin  this approval, please contact John Allison at (828) 513-
1323 or via e-mail at John.Allison cms.hhs. ov.

Sincerely,

oo Qunild

Jackie Glaze
Assoc’at Re ional Admi ist tor
Div'sion of Medica’d  Ch’ldren’s Healt Op rat’ons
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