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The following are the policies and procedures (P & P) for implementation of the Home and Community Based Services (HCBS) waiver program for the State of Iowa.  The P&P’s described herein shall guide the HCBS program in their Quality Assurance (QA) and Quality Improvement (QI) activities.  The P & P’s are designed to establish a framework for the development and implementation of a QA/QI tracking and monitoring system.  The QA/QI system will generate information for the continuous and ongoing improvement of waiver services provided to consumers receiving services through six Medicaid waivers currently in the State of Iowa. 

I. QA Interview  Process

1.  The HCBS/Iowa State (ISU) staff shall develop and implement a quality assurance and quality improvement (QA/QI) system for the HCBS waiver program.   The QA/QI system shall be approved by the Bureau of Long Term Care staff prior to the implementation of QA/QI activities.

2.  The QA/QI system will, at a minimum, address:

· Health and safety issues of consumers receiving HCBS service

· Abuse/neglect/exploitation of consumers

· Consumer access to waiver services

· Plan of Care discrepancies

· Availability of services

· Complaints of service delivery

· Training of providers, CM’s, IM’s, SW’s, and other stakeholders

· Emergency procedures

· Provider qualifications

· Consumer choice 

3.  The QA/QI system shall continuously collect data for use in improving quality of services.  Data shall come from a variety of sources including HCBS databases, HCBS site reviews, complaint investigations, compliance reviews, random sampling activities, evaluation reports, consumer satisfaction surveys, consumer interviews, site review results, consumer records, ISIS, et al.

4.  An HCBS QA Specialist shall be responsible for the implementing and maintaining the QA/QI system and activities therein.  All HCBS Specialists will be actively involved in data collection for the QA/QI system.

5.  The data from all QA/QI activities shall be compiled on a quarterly basis by the HCBS QA Specialist.  The QA Specialist shall present the information to the HCBS QA/QI committee on a quarterly basis.  Quarterly meetings will be held in January, April, July and October.  The meetings are scheduled one  afternoon of the monthly Specialist meeting. The committee shall be made up of five HCBS Specialists and the HCBS supervisor.  The Specialists shall include the QA Specialist, the HCBS Supervisor or their designee, and four other Specialists appointed by HCBS Supervisor.  

6.  The role of the QA/QI committee shall be:

· Review QA/QI system data received from the QA Specialist.  The committee shall review the data at a minimum quarterly.  Meetings shall be scheduled one time per calendar quarter.  Meeting minutes shall be kept at all QA/QI committee meetings.

· Analyze data to determine patterns, trends, problems, and issues in service delivery of HCBS services.

· Make recommendations to the Bureau of Long Term Care HCBS Waiver Program Managers and Bureau Chief for changes in policy based on analysis of compiled QA/QI data.

· Direct HCBS Specialists to provide training, technical assistance, or other activity, based on analysis of QA/QI data.  Monitor the activity to assure consistent implementation statewide.

· Develop the QA/QI quality indicators to be monitored by the QA/QI plan.  Review and make changes to the QA/QI plan as needed to assure that the data gathered is generating useful information to improve quality of service delivery.  At a minimum the plan shall be reviewed annually.

· Review and modify the QA/QI policies and procedures as needed.  At a minimum this shall occur annually.

· Disseminate information gleaned from analysis of QA/QI data to appropriate stakeholders.

· Review QA/QI data to recommend studies to enhance health and safety of HCBS consumers.

7.  Each QA/QI indicator written into the QA/QI plan shall describe the type and frequency of activity in gathering data specific to the indicator, the sampling methods for each indicator, how data will be collected, who will collect the data, and acceptable thresholds for each indicator.

II. Level of Care

Bureau of Long Term Care contracts with Iowa Foundation of Medical Care (IFMC)  to complete the level of care assessments for consumers in the Ill and Handicapped, Brain Injury, Mental Retardation, Physical Disability, AIDS/HIV waivers.  For the Elderly Waiver, the level of care assessments are completed by the Area Agency on Aging, the final level of care determination is completed by IFMC

The Bureau Chief of the Bureau of Long Term Care and the unit manager both monitor the contract with IFMC on a quarterly basis to assure:

· Onsite prescreening and reassessment shall be completed for ninety five percent of the consumers within five working days

· Notice of Decisions and results are provided to the consumer within one business day of completion of the assessment 100% of the time 

· If an individual is determined medically eligible, referral to the appropriate service coordination is made within two days of initial assessment 100% of the time

· On a quarterly basis, all nurses performing the level of care determinations will be supervised while completing a determination

· All denials of level of care are reviewed by a physician

All denials of level of care can be appealed and the consumer is notified that at the time of Notice of Decision.  Consumers may also request a reconsideration that is  reviewed by a physician. If it determined that there is a pattern of inappropriate  level of care determinations,  and action plan will be developed by both IFMC and the Bureau Chief and Unit Manager.    If it is determined during the quarterly review by the Bureau Chief of the long term care and unit manager that IFMC is not meeting the above standards, IFMC will be required to develop a corrective action plan. Minutes of the quarterly report will be taken.  

III. Service Plan

All waiver consumers have a consumer centered, outcome based service plan of care developed by the interdisciplinary team to address all assessed needs and health and safety risk factors of consumer as well as personal goals. Services plans will address both met and unmet needs of the consumer.  Service plans are updated and revised annually or as a consumer’s need change.  The consumer is informed of their right to change their plan at anytime and they acknowledge this by signing a service plan checklist. 

 The service worker or the Targeted Case Manager will monitor the service plan on a monthly basis to assure that services are delivered in the type, scope, amount, duration and frequency are delivered in accordance with the plan. All service plans are reviewed by a either a DHS local supervisor or the local supervisor of case managers for approval after they are developed..  Also the QA interview process, through a random sampling,  monitors the service plans to assure that assessed needs are being identified in the service plan and are update and revised as needed.  During the Quality Assurance review process if systematic inadequacies in service plan development are found, regional trainings are held and training packets are sent out and regional.

At the time of initial assessment the consumer is informed of their choice of either waiver services or institutional care.  Completion of the HCBS waiver assessment requires that they choose HCBS services as identified on the HCBS assessment tool. 

During the service plan development, consumers are presented with an option of available providers in their area and are given a choice on what provider they want to use.  In addition a service plan checklist is used by the service worker and case manager that identifies that the consumer was presented with choice.  The consumer and the services worker and/or case manger sign off on the checklist and it becomes part of the consumer’s file.  The service worker or case manager incorporates and approves the chosen provider into the service plan.  As a follow up, during the QA interview process, consumers are asked if they had a choice of waiver providers and also review files for documentation.  

IV. Qualified Providers

On an Annual basis provider services will randomly select 200 HCBS providers, both licensed and non-licensed, to review eligibility criteria.  Information will be requested from the provider that documents current compliance with eligibility criteria for each waiver and each waiver service that the provider is certified/enrolled to provide as listed on the ISIS system.  The 200 providers shall be selected based on length of time the provider has been an HCBS provider,  starting with the providers with the  longest HCBS history selected first.  The selection of providers will continue with another 200 provider selected until all providers have been reviewed.  The cycle will start over when all providers have been reviewed.

 A series of letters shall be sent to each provider requesting that the provider submit information stating how the provider meets eligibility criteria for each HCBS service they are certified/enrolled to provide.  If providers do not respond to these requests within the timeframes identified in the letter, termination in the Medicaid program will occur. 

The Department of Human Services, Bureau of Purchased Services does random audits of providers to ensure that they meet state and federal requirements

Through the QA process, DHS currently does a random sampling of providers to review files and organizational outcomes.  DHS is in the process of implementing a quality assurance process that will review all provider agencies in the state once in a three-year period. This file review will include a discover process to ensure that training and education is provided based on the certification or licensure needed for each provider. After each review, the HCBS specialist identifies if any deficiencies exist and work individually with the provider to develop a corrective action plan. In addition, if systemic deficiencies are found with providers, HCBS specialists will provide training in the regional quarterly meetings. 

The Department of Human Services will be doing a three to five year strategic plan using the Consumer Direction Tool Kit by July 2006 that will revise the current quality assurance process to include quality indicators.  This strategic plan will be reviewed annually 

V. Health and Welfare

All service plans must address health and welfare of consumers.   All service plans must address a back up plan for situations when service providers are not available and also an emergency plan. 

Providers are required to report both major and minor incidents to the state. Major incidents are to be reported within 48 hours.  Providers are required to submit a report on minor incidents annually that includes any action steps that were taken to resolve incidents.  The state monitors, tracks and trends all major incidents, abuse and neglect reports and complaints. For major incidents, if it appears that a consumer could be placed in eminent jeopardy, the HCBS specialist will respond immediately. For all other incident reports, the HCBS specialist will respond within 48 hours.  The Quality Assurance Committee reviews incident data to make policy changes and/or arrange for provider trainings. During the quality assurance process, provider files are reviewed to ensure incidents were reported. 

The Child and Adult Protective Bureau within the Department of Human Services is responsible for informing the HCBS specialist of abuse and neglect reports. The HCBS specialist follows up to ensure an incident report was filed.  During the QA interview process, consumers are asked if they know how to report abuse. 

The Department of Human Services will be doing a three to five year strategic plan using the Consumer Direction Tool Kit by July 2006 that will revise the current quality assurance process to include quality indicators in regards to health and welfare This strategic plan will be reviewed annually

VI. Administrative Authority

The Bureau of Long Term Care provides oversight over the waiver program.  The Bureau of Long Term Care contracts with Iowa State University to provide quality assurance monitoring for the waiver programs.   This contract is monitored quarterly.

DHS is responsible for the following Contractor internal quality assurance functions:

1.
Consult with the contractor on quality improvement measures and determination of areas to be reviewed.

2.
Monitor the contractor's performance of all contractor responsibilities.

3.
Review and approve proposed corrective action(s) taken by the contractor.

4.
Monitor corrective actions taken by the contractor.

Iowa State Staff are  responsible for the following quality assurance functions:

1. Work with DHS to implement a quality plan that is based on proactive improvements rather than retroactive responses.

2. Develop and submit to DHS for approval, a Quality Assurance Plan establishing quality assurance procedures.

3. Designate a quality assurance coordinator who is responsible for monitoring the accuracy of the contractor's work and providing liaison between the contractor and DHS regarding contractor performance.

4. Submit quarterly reports of the quality assurance coordinator's activities, findings and corrective actions to DHS.

5. Provide quality control and assurance reports, accessible online by DHS and Contractor management staff, including tracking and reporting of quality control activities and tracking of corrective action plans.

6. For any performance falling below a state-specified level, explain the problems and identify the corrective action to improve the rating.

7. Implement a state-approved corrective action plan within the time frame negotiated with the state.

8. Provide documentation to DHS demonstrating that the corrective action is complete and meets state requirements.

9. Perform continuous workflow analysis to improve performance of Contractor functions and report the results of the analysis to DHS.

10. Provide DHS with a description of any changes to the workflow for approval prior to implementation.

Please see the  HCBS Quality Assurance Redesign plan  for a description of the roles of other entities involved with Quality assurance 

VII Financial Accountability

The Iowa Department of Human Services has developed a computer program, named the “Individualized Services Information System” or “ISIS,” to support the waiver programs. The purpose of ISIS is to assist workers in these programs in processing and tracking requests, starting with an initial entry from the ABC system through approval or denial. Upon approval, participants will use ISIS to provide, the Iowa Medicaid Enterprise (formally called the fiscal agent) with information and authority to make payments to or on behalf of a consumer. The consumer is tracked in ISIS until that consumer is no longer accessing a waiver program. There are certain points in the ISIS process that will require contact with designated DHS central office personnel and other outside entities. These contacts must be made in order for the ISIS process to proceed. These contacts may include the Medicaid arbitrator, HCBS waiver program managers, contacts for HCBS waiver slots and waiting lists, the Iowa Medicaid Enterprise and IFMC.

A case normally starts with an income maintenance (IM) worker entering information into the Department’s Automated Benefit Calculation (ABC) system. The ABC system passes pertinent information about the case to ISIS. Then ISIS identifies a key task (called a “milestone”) for the IM worker who entered the original data into ABC.  This key task is the first in a series of milestones for actions by service workers, case managers, area agency on aging workers, Child Health Specialty Clinic workers, central point of coordination administrators, and many others.  These milestones form a workflow taking a request for a facility or waiver program to denial or final approval. 

In addition, the Department of Human Services Bureau of Purchased performs both a financial and performance audits of Medicaid Providers.  The billing audit is to ensure:

· HCBS providers appropriately and accurately document the provision of services so that claims paid by the Department are eligible for reimbursement

· To limit the risk of providers having to refund payments to the Department because they have submitted ineligible claims

· To limit the risk of the Department losing or having to return matching federal funds because of having paid ineligible claims

At the end of each state fiscal year, an analysis of payments, recoupments and other risk related factors will be used to select and prioritize providers for billing audits to be conducted during the next auditing year (from October 1 to September 30). 

The Bureau of Purchased Services will analyze payments, recoupments and other risk related factors from the previous State fiscal year and create a prioritized list of providers by program selected for audit in September of each calendar year. 

 VIII. Communication

Quality management information is shared with providers and case managers at quarterly regional meetings.  In addition an annual Quality Assurance annual report that summarizes all quality assurance activities, will be published on the Department of Human Services website 

The QA committee reports all activities and recommendations to the department in writing as issues or policies changes are needed. The Quality Assurance annual report will summarize all of the changes and recommendations done during the course of the year.  The QA committee meets monthly. 

The Department of Human Services will be doing a three to five year strategic plan using the Consumer Direction Tool Kit by July 2006 that will revise the current quality assurance process to ensure that we continue to share quality activities and finding with consumers, families, providers and case managers.  This strategic plan will be reviewed annually

