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quality assurance overview TC "quality assurance overview" \f C \l "1" 

A. Purpose TC "Purpose" \f C \l "2" 

The purpose of this chapter is to outline QA/QI activities and responsibilities for ADSA, Home & Community Services Division.


To provide quality, well-planned, efficient and accountable home and community-based care is one of the central missions of Aging and Disability Services Administration.  The development of a Quality Assurance (QA) system is critical in accomplishing this mission.  In order to achieve a full spectrum of quality, the system must include both quality assurance and improvement activities such as:


1. Quality assurance procedures that will enable Aging and Disability Services Administration (ADSA) to evaluate and ensure its ongoing compliance with Federal Funding Participation (FFP) ensuring federal match for ADSA programs, Centers for Medicaid and Medicare Services (CMS) Protocols, Home and Community Based Service waiver requirements, and State and Federal law;


2. Gathering a consistent broad range of information to identify trends - strengths and weaknesses at all levels (Worker, Unit, Region/AAA and Statewide);


3. Identifying training needs for quality improvement.  Development of training is necessary to address trends at all levels – individual, local unit, regional/AAA, and statewide;


4. Identifying best practices within HCS and AAA operations with the purpose of sharing strategies across the state;


5. Setting or establishing standardized and comprehensive procedures to assess the quality of case management services delivered to Home and Community Services (HCS) and Area Agency on Aging (AAA) clients;


6. Assessing compliance with existing regulation, policies and standards and identifying those that may not be adequate or clearly articulated to the field;


7. Reviewing the overall quality of service files - focusing on the quality and accuracy of the assessment, care plan, and determining whether issues identified in the file regarding quality of care are responded to in a timely manner;


8. Reviewing level of care determinations to assure that clients require the care and services for which they have been authorized;


9. Assuring that client services and payments for those services are appropriately authorized and paid;


10. Reviewing the delivery of services to determine that clients receive services for which authorization and payment are made;


11. Collecting client feedback to determine satisfaction with the services; and


12. Reviewing files to assure mandatory reporting requirements are followed.


B. Policy TC "Policy" \f C \l "2" 

The same criteria will be used when monitoring both HCS and AAA.  The laws below do not reference Home and Community Services, but grant the department the ability to expand their monitoring efforts.


Section 1915 (c) of the Social Security Act #17:  Authorizes the COPES Waiver and requires that the State of Washington have a formal system in place for monitoring the quality standards outlined in the waiver and that all problems identified by monitoring are addressed.


· RCW 74.39A.050:  Requires DSHS to implement a long-term care quality improvement system that focuses on consumer satisfaction and positive outcomes for consumers.


· RCW 74.39A.090:  Requires DSHS to monitor the degree and quality of case management services provided to elderly and disabled clients by Area Agencies on Aging (AAA).


· RCW 74.39A.095:  Specifies the minimum elements that must be included in AAA oversight of care being provided to clients.


C. CMS Protocols Relating to QA Activities TC "CMS Protocols Relating to QA Activities" \f C \l "2" 

The CMS protocols outline how the CMS regional office will monitor ADSA to determine whether we are adequately managing/overseeing our waiver programs and how we meet waiver assurances 


CMS requires states to provide information/evidence annually about the quality of their programs.  The oversight of our waiver will be changed from a one-time event during the life of the waiver (after 3 years, for new waivers; and every 5 years, for ongoing waivers) to one that is ongoing dialogue between CMS and the ADSA about the quality of our programs.  Because of this change, ADSA is required to produce evidence of how we are meeting the required assurances of the waiver and that we are implementing our QA/oversight activities.


Based on the evidence provided by ADSA, CMS will not do onsite reviews as part of their monitoring efforts unless:


1) ADSA is unable to provide information related to any of the assurances as requested in the standard letter;


2) CMS ongoing monitoring has detected serious problems with the our management of the waiver and ability to meet the waiver assurances; or


3) The waiver is operating under sanctions or restrictions imposed by CMS, the State Medicaid Agency (SMA) or any other Federal or State governmental entity.


Questions they may ask or information they may access in relation to our QA activities include:



1. Has the state developed and implemented a Quality Assurance system for the waiver that includes procedures to assure that identified issues are resolved in a timely manner?


2. Does the QA system include direct monitoring, critical incident monitoring (such as APS and CRU) and intervention, analysis or relevant quality information and risk management?


3. Has implementation and performance of this system been validated by the preceding monitoring review?


Appendix B outlines the information that CMS will request from ADSA and examples of evidence we must produce in order to continue to offer waiver services.  The examples given are illustrative only and do not preclude the use of other evidence that meets the criteria being evaluated.  Evidence may include documents provided by the State in response to a request, or available documents (e.g. Quality Management minutes, annual reports, special reviews, etc.).


monitoring TC "monitoring" \f C \l "1" 

A. Quality Assurance System Design TC "Quality Assurance System Design" \f C \l "2" 

1. Design Assurances


In order to provide a quality service to ADSA clients and meet state, federal and waiver requirements, the quality assurance system is designed to meet requirements as outlined in the CMS protocols and ADSA Policy & Procedure.  These requirements are the foundation of the QA responsibilities of ADSA to administer its 1915(c) waivers and other core programs.


2. Sample Methodology


A variety of methodologies will be used to select files for review.  Some of these methods will include random sampling of caseloads by worker or service type, identified cases by program generated reports, and individual files identified by management staff. A statistician will determine review sample based on geographical or targeted criteria outside of the monitoring application.


3. Standardized Tool


ADSA headquarter and field HCS/AAA management staff will use the standardized automated monitoring tool to monitor ADSA programs. The monitoring system is designed to be as “user friendly” as possible, meaning that the users will be able to use the tool with little knowledge of computer or program operation; most of the resources needed to accomplish the review will be available within the tool – i.e. intranet links, policy, etc.




4. Consistency


Data must be reviewed and reported in a consistent manner.  Clear definitions and an extensive help system have been developed within the monitoring tool to provide for this consistency.


B. Overview Of The Process TC "Overview Of The Process" \f C \l "2" 

1. QA policy and procedure that provides standardized and consistent application of policy across HCS/AAA;


2. An automated monitoring tool to consistently gather and analyze data;


3. Review client and provider files, high risk indicators, client feedback, and determine inter rater reliability;


4. Reports which identify strengths and weaknesses, training needs, and areas of deficiencies including corrective action plans;


5. Recognition of Regional/AAA best practices.

hcs/aaa monitoring process & expectations TC "hcs/aaa monitoring process & expectations" \f C \l "1" 

A. Regional/PSA Offices TC "Regional/PSA Offices" \f C \l "2" 

1. Regional/PSA Training Plan TC "Regional/PSA Training Plan" \f C \l "3" 

Each region/PSA will develop an annual training plan that outlines how mandatory and optional training will occur (for sample training plan, see Appendix C).

2. Entrance Conference TC "Entrance Conference" \f C \l "3"  


Prior to compliance reviews, the QA team will hold an entrance conference with the Regional Administrator/AAA Director and their management team.  For AAAs, the State Unit on Aging Liaison will also participate.  During that conference, the QA team will discuss their role in the monitoring process, expectations, timelines, and answer questions.


3. Files Returned TC "Files Returned" \f C \l "3" 

Files that require correction are returned as arranged in the entrance conference.  Critical issues, such as SSPS errors, APS allegations, or issues of client safety, are returned immediately and must be corrected/addressed within 3 working days.  All other corrections must be completed within 30-calendar days from the exit conference.


4. Exit Conference TC "Exit Conference" \f C \l "3" 

When the QA team completes the compliance reviews, they will present the preliminary results of the reviews, including strengths, weaknesses and potential compliance issues/errors to the Regional Administrator/AAA Director and their management team.  For regions, the Deputy Director and for AAAs, the State Unit on Aging Office Chief and liaison may also participate.  The team will indicate the date of the follow-up 30-day monitoring visit or electronic review.


5. Preliminary and Final Reports TC "Draft and Final Reports" \f C \l "3" 

a. After the QA team completes the 30-day follow-up visit or desk monitoring; they will send a Preliminary Report to the Regional Administrator/AAA Director for review and comment.  The Preliminary Report contains the results of the monitoring activity and identifies areas where corrective action is needed.


b. The Regional Administrator/AAA Director has 40 working days upon receipt of the Preliminary Report to review and comment.


c. The QA team evaluates the comments, make changes as needed and completes the Final Report.


d. The Regional Administrator/AAA Director will complete a Corrective Action Plan within 30 days of receiving the Final Report.




6. Corrective Action Plan TC "Corrective Action Plan" \f C \l "3"  


The corrective action plan must outline how areas of non-compliance are addressed.  This includes a description of actions taken, the time frames for completion, and the method by which HCS/AAA will monitor progress and verify that corrective action steps have been fully implemented and have produced the desired results.


The QA specialist (QAS) must approve corrective Action Plans for both HCS and the AAA.  For AAAs, Corrective Action Plans must also be approved by the State Unit on Aging.


B. Supervisors TC "Supervisors" \f C \l "2" 

HCS/AAA supervisors and/or regional management monitors have the following quality assurance & improvement responsibilities:


1. Training TC "Training" \f C \l "3" 

a. Annual Training Plan 


HCS and AAA supervisors will use the regional or PSA training plan to train new
 and existing staff.  This document is revised annually at the regional/PSA level.

b. Training Documentation Form 


Supervisors will use a form to document training completed for new and existing staff (See sample from in Appendix D)


c. Monthly Manual Chapter


Train all case management staff on at least one chapter of the Long-Term Care manual each month.  The QAS will review unit-training plans during monitoring to verify that training is being provided.


d. Trends Identified Through Required Monitoring


Identify individual training needs for their case managers and/or unit and arrange for the provision of that training.


2. QAS Monitoring Results TC "Quality Assurance Specialists Monitoring Results" \f C \l "3" 

a. Supervisors can use the “Unresolved Issues report” to follow-up on individual workers to ensure that corrections have been completed.  Take corrective action if corrections are not completed within the designated time frame.


b. Use the following hierarchy to determine who is responsible for making the required corrections: 


1. The primary case manager who completed the assessment and authorization is responsible for making corrections identified in a review.


2. Even if the original case manager has changed caseloads or positions, he/she is still expected to make the required corrections.


3. If the file has been transferred to another RU, it will be returned so corrections can be made.  Case management responsibilities will remain with the current case manager.


4. If the case manager is no longer employed for ADSA or the AAA network, the supervisor of the original RU will determine who will make the required changes.  This ensures that the staff person who did the initial work is accountable and that statistics are accurately reflected.


c. Supervisors will implement Corrective Action Plans as described under Preliminary and Final Reports in the Quality Assurance Unit section.


3. Supervisor QA Monitoring TC "Supervisor QA Monitoring" \f C \l "3" 

The Supervisor QA Compliance Flow outlines the overall process the Supervisor or field manager uses in completing a general review for compliance.  This type of review will always include reviewing the entire file.

a. Overview - Supervisors must:


· Monitor that their staff are:


· Making an adequate needs assessment;


· Authorizing, providing, and terminating services in a timely manner;


· Following department policy and procedures;


· Correctly determining eligibility and funding sources; and


· Completing forms for correct output and management information related to services authorized.


· Inform their staff of the QA monitoring process and expectations.


· Take action as outlined in the IRR section of this chapter.


· Use the automated monitoring application.


b. Monitoring of New Staff


· 50% of assessments and corresponding paperwork completed by new staff are monitored within the first 6 months of employment.


· Monitoring can exceed this expectation when the supervisor has identified a pattern of poor performance.  Document action taken to address the problem including any personnel action.


c. Monitoring of Established Staff


· Random review of 4 files per worker per year using the automated monitoring application.


· Monitoring can exceed this expectation when the supervisor has identified a pattern of poor performance that warrants a higher level of review and oversight.  Document action taken to address the problem including any personnel action.



Key:
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1. Supervisor QA Compliance Review - This is the beginning of the Supervisor QA Compliance process.


INITIAL REVIEW


2. Identify Random Sample - Selecting a sample occurs outside of the QA monitoring tool.  The supervisor or Region/PSA determines how the sample is selected.  All files reviewed must have a current CARE assessment.


a. The identified reviews will be labeled as “Targeted” or “Random”


i. Targeted is identified as:


1. Additional files being reviewed for an individual case manager due to work performance; or


2. A list of individuals that are receiving services from a particular program (waiver services, Medicaid Personal Care, Chore Services, nursing facility case management, etc.).


ii. Random is identified as a random selection in a particular geographical area and within a particular time frame (14-30 days of current assessment).


3. Begin Initial File Review - This is the process the supervisor/field manager will use to review a file.  Outlined below is a brief overview of the process:


a. Selects file for review


b. Logs into the QA monitoring application;


c. Completes each applicable (some screens may be grayed out and not available for a “general” review) screen by answering all the questions with a “Yes”, “No” or “NA” response.  If an entire folder does not apply (such as the IP folder for a residential file, the user will have the ability to mark all screens within the folder NA by selecting the “mark all NA” box.


i. All “no” responses require documentation to indicate why that response was selected.  This documentation will be in the form of a bucket comment field.


ii. An additional text comment field will be included for each folder/screen to add additional information, document analysis or outline areas that were done well by the case manager.


d. Access links as needed to verify/support decisions such as ACES on-line, WAC, RCW, or LTC manual.


e. Use the help system to verify/support conclusion.


4. System locks the client from additional audits until the review cycle is complete - Once the review cycle begins the client is “locked”.


a. No other reviews can be initiated on this client until this review cycle has been completed.


b. The review cycle encompasses the entire quality assurance process pertaining to a client.  For a general review, the review cycle always includes an initial, and if errors that require correction are identified, a 30-day review.


c. The cycle is not complete until all issues have been resolved for this client or the file is manually locked resulting in personnel action 


5. Complete all sections of file review and mark as complete.


a. After all sections of the review have been answered the system will provide the supervisor the ability to mark the record ‘complete and locked’.


b. A ‘corrected copy’ can be created if changes are necessary to the initial review due to supervisor error.


i. This corrected copy becomes the “current” review and the old review is moved to a separate folder.


ii. Only the owner of the review (the supervisor) can create corrected copies.


6. Are there any “NO” responses in the file review? – When all questions have been answered, the system will enable the ‘lock’ button.  When this button is clicked, the system will identify any “No” responses that require a correction.


a. If there aren’t any “no” responses, then:


i. The review cycle for this client is complete and available for future reviews as needed.


ii. The review is now available for the case manager to view


b. If there are “no” responses, then:


i. The system separates them into two categories:  3-“working” day and 30-“calendar” day corrections due.


1. Errors that meet the immediate response (3 working days) are:


a. SSPS payment errors.


b. Indications of abuse, neglect, exploitation, and client safety risks; client rights violations, or poor quality of care with no indication that a referral, investigation, and/or action occurred to address the problem.

c. Issues relating to provider contracting/training that needs to be addressed immediately.

2. Errors that meet the 30 calendar day response time are:


a. Errors/inconsistencies within the assessment that can be corrected (Not all errors can be corrected, i.e.: meaning a response time is not correctable and does not require correction within the 30 day time frame).


b. Incorrect eligibility determinations.


7. Do any require a 3-day response? - Records may also be returned for review and action at the discretion of the supervisor/field manager (If YES, go to #8, If NO, go to #12).


8. The supervisor must indicate a date that corrections are due – The supervisor documents the date corrections are required for the 3-day response time.  The 3-day response time is based on the day the record is marked complete and locked.

9. A 30-Day Review is Needed – The system automatically identifies a need for a 30-day review if corrections are required.

10. Worker is notified that 3-day corrections are required – The supervisor immediately notifies the case manager that the review is completed and that errors were identified that requires a 3 working day response.  The supervisor is responsible for determining the method of notification/communication.  At this time the Monitoring system will not automatically send a notification.

11. File is returned to the case manager for immediate correction


a. The case manager has 3 business days to correct the issues identified and present verification of the corrections to the supervisor/field manager.


b. These issues, along with any other “no” responses, are documented on the 30-day review to ensure that corrections have been made.


12. Worker is notified that the review is complete and corrections are required - The supervisor notifies the case manager that the review is completed and that errors were identified that requires a 30-calendar day response.  The supervisor is responsible for determining the method of notification/communication.  At this time the Monitoring system will not automatically send a notification.  

13. Return file – The supervisor or field manager returns the file to the case manager for corrections.  The CM is expected to view the file and make corrections as indicated.

14. The supervisor works with the CM to address issues identified - Supervisors will have their staff correct all items identified during the initial review within the 30-day response time.  This could require working with the case manager to clarify or one-on-one training to address the issue.  Any items that continue to have a “no” response at the completion of the 30-day review will result in personnel action.


30-DAY REVIEW


15. 30-Day review is initiated 

16. The most current CARE assessment is selected – Anytime a review is initiated, the reviewer will relate it to an appropriate CARE assessment.

a.  If errors have been made that did not require a face-to-face significant change assessment the supervisor will select the interim assessment to verify that corrections have been made.

b. If a significant change assessment has been completed, the supervisor will select that assessment (which should be the most current assessment) to verify corrections.

17. Complete 30-day review –All areas of deficiency are addressed at the 30-day review.  Supervisors/field management will have their staff correct all items identified during the initial review within the 30-day response time.  This could require one-on-one training to address the issue.  Any items that continue to have a “no” response at the completion of the 30-day review will result in personnel action.


a. To complete a 30-day review, the supervisor/field manager logs into the QA monitoring system and locates the 30-day review on his/her “To Do” list.


b. When the 30-day review is created, the system automatically:

i. Runs a query to identify all ‘no’ responses;


ii. Empties the ‘no” responses and comments associated with them and visually identifies the area as incomplete; and


iii. Grays out or makes unavailable areas that do not require correction.


c. The supervisor/field manager makes the necessary changes to reflect corrections that have been made.


d. The record cannot be marked complete until all issues have been addressed.  It is the expectation that the supervisor will work with the case manager as needed to address outstanding issues.  This may mean marking a question “No” again and starting personnel action if the case manager will not make the required corrections or only partial corrections are made.  When all questions have been answered, the system will allow the review to be locked.


18. Review Cycle Complete – Client is available for further reviews as appropriate.


19. Review Cycle Complete – Client is available for further reviews as appropriate.


20. CM is notified that review is complete and corrections are not required 


C. Case Managers/Nurses TC "Case Managers/Nurses" \f C \l "2" 

Case managers, social workers and nurses work and communicate directly with clients to assess need, offer available resources, assist in care planning and authorize payment for services.  As such, these positions are the most important link in assuring that ADSA is able to achieve its mission of providing client-centered services that are well planned, efficient, and of high quality.


Case Managers/Social Workers and Nurses are responsible for reviewing and demonstrating an understanding of the ADSA QA process and the expectations under that system.


Case managers are expected to:


1. Self monitor CARE assessments, documentation, authorization and file contents making corrections as needed.


2. Request clarification of policy/procedure, training as needed.


3. Make corrections to supervisor/management and QAS reviews within the designated time frame.  This includes clarifying policy/procedure or obtaining training within the time required to meet this deadline.  Failure to make required corrections will result in personnel action.

a. Errors requiring a 3-working day response time - A file is returned for immediate correction if it contains:


i. SSPS payment errors.


ii. Indications of abuse, neglect, exploitation, and client safety risks; client rights violations, or poor quality of care with no indication that a referral, investigation, and/or action occurred to address the problem.


iii. Issues relating to provider contracting/training that needs to be addressed immediately.


a. Errors requiring a 30 calendar day response time – A file is returned as arranged at the entrance conference if it contains:


i. Errors/inconsistencies within the assessment that can be corrected (Not all errors can be corrected, i.e.: meaning a response time is not correctable and does not require correction within the 30 day time frame).


ii. Incorrect eligibility determinations.


b. Inter Rater Reliability (IRR) errors – Procedure for the IRR process is outlined on page 19.


Case managers are able to view all completed reviews on their caseload.  When a case manager is notified that corrections are required, the following steps are followed to view the results and determine what action must occur:


1. Double click on the monitoring icon on the desktop and log into the application.


2. Click on the action menu and select the client management tab if it does not default to that screen.


3. Case managers will only have access to their cases.  Select the record and click view.  This will place the client on the tree.  Exiting the program will remove the client from the tree and steps 1-3 must be repeated if the case manager wishes to review the file again.


4. A red stop sign icon will indicate the folder where corrections are required.


5. Open the folder to find the error.


6. Determine what action needs to occur to make the correction.


7. Document in the Review Cycle Notes (RCN) when corrections have been made.


8. Notify supervisor when corrections are complete.  After 30 days, if a QAS completed the review, they will review the RCN and most current assessment after to verify corrections.  If the QAS is unable to verify corrections electronically, the case manager may be asked to fax appropriate documents (i.e.: 14-225, Acknowledgment of Services; or 14-405, Planned Action Notice, etc).


		PRINT SCREEN


The results of the file review cannot be printed.  However, you can do a print screen by following these steps:


1. Make sure the title bar of the monitoring application is blue.  If it is gray, click on the application.


2. Maximize the application to view as much of the screen as possible.


3. Hold down the ALT key and press the PRINT SCREEN button.  Release.  This copies a picture of the screen to your clipboard (which you can’t see).


4. Open MS WORD.


5. Hold down the CTRL key and press V  - This will paste the picture onto the screen.


6. Click on File, print in WORD.


If the screen in the monitoring application has scroll bars, you may need to repeat the above steps to print the entire screen.








D. ADSA Quality Assurance Unit TC "ADSA Quality Assurance Unit" \f C \l "2" 

The goal of the QA Unit is to promote excellence in home and community-based services, promote quality of life and adequate care and safety to clients receiving services funded by Home and Community Services Division and identify cost avoidance and savings.


The QA unit utilizes a variety of data collection methodologies (on-site, desk monitoring, home visits, etc.) to determine consumer satisfaction, program eligibility, accuracy and quality of file documents, and if policy & procedures, state and federal statutes, and waiver requirements are met.  To achieve this goal, the Quality Assurance Specialists (QAS) within the QA unit will:


1. Provide professional consultation to field staff.


2. Develop amendments and revisions to the Quality Assurance Program including recommendations of policies and procedures.  These changes will be based upon quality assurance activity findings and feedback and input received from clients, providers, advocates, and staff; as well as any changes in funding requirements or applicable federal/state statutes.


3. Monitor social service files.


4. Monitor provider records to confirm that:


e. Individual Provider files are compliant, which means the providers:


· Passed the WATCH and criminal background checks.  The QAS will review the criminal background check to establish that the provider has not been convicted of a crime that would prohibit the individual provider from caring for a vulnerable adult.

· Received required training.

f. Residential provider files:

· Are licensed and have a current ADSA contract to provide care to HCS clients.

· Have completed the required specialty training to provide care to persons with dementia, mental illness or developmental disabilities.


5. Visit clients in their homes to review eligibility and solicit feedback using Inter Rater Reliability assessment (IRR) or service plan implementation using the High Risk Indicator (HRI) application.

6. Conduct client/provider surveys.


E. QA Unit Review Process TC "QA Unit Review Process" \f C \l "2" 

1. File Monitoring Schedule TC "File Monitoring Schedule" \f C \l "3" 

Prior to the beginning of the monitoring cycle, a statewide monitoring schedule will be completed and provided to all Regional Administrators and AAA Directors.


Once a statewide review cycle starts, the monitoring questions within the monitoring application will not change, however help screens may be updated to reflect current changes in policy for assessments completed AFTER the implementation of the policy.


2. Entrance Conference TC "Entrance Conference" \f C \l "3" 

The QA team will hold an entrance conference with the Regional Administrator/AAA Director and their management team.  For AAA’s, the State Unit on Aging Liaison will also participate. During that conference, the QA team will discuss their role in the monitoring process (including how files are returned, who will answer questions during the review), expectations, timelines, and answer questions.  Monitoring of Social Service Files may be both physical and electronic.


At the beginning of the review cycle for that year, a statistician will select a geographically valid sample that includes a percentage of the social service caseload to be monitored.  Of this percentage, a small percentage will be selected for Inter Rater Reliability (IRR) and High Risk Indicator (HRI) reviews.


The QAS uses the monitoring tool to review social service files for:


· Overall quality;


· Cost savings/avoidance; and


· Policy and Procedure compliance (state and federal rule, waiver, safety, POC requirements, access to services, etc).


3. Contacting the RA/AAA Director Prior to Monitoring Visit TC "Contacting the RA/AAA Director Prior to Monitoring Visit" \f C \l "3"  


Prior to the QA monitoring team’s arrival:


a. Regional office or AAA will be given a list of client files selected for review.


b. Regional or AAA management staff will pull the sample files for the QA monitoring team.  These files will be sent to ADSA HCS QA unit via Federal Express or United Parcel Services by an identified deadline.  The expense of this mailing will be paid for by ADSA.  Additional files will be identified for review if needed.  Also, in the course of the monitoring visit, additional files may be requested to further evaluate any issues identified during the visit.  Requests for any additional files will be made through the AAA/ Regional management team.


c. The QA unit will include in their sample client files from the AAA subcontracted case management agencies.  This is not to replace the monitoring activities performed directly by the AAA.  The QA unit will make every effort to coordinate their activities with AAA staff.


4. Files Returned TC "Files Returned" \f C \l "3" 

a. 3- Business Day Response Time - Files identified as having critical issues as outlined on page 10 (requiring a 3 business day response time) are returned to the supervisor/designee daily for immediate action.


b. 30-Calendar Day Response Time - Files to be returned for corrective action within 30 days are outlined on page 10.


c. Records may also be returned for review and action at the discretion of the QA monitoring team.


d. Upon completion of file review, files are returned to the identified supervisor/designee.


e. QA staff verifies action taken on the file at the 30-day review.


5. Exit Conference TC "Exit Conference" \f C \l "3" 

At the exit conference the QA team will:


a. Present the preliminary results of the reviews, including strengths, weaknesses and potential compliance issues to the Regional Administrator/AAA Director and their management team. For regions, the Deputy Director and for AAA’s, the State Unit on Aging Office Chief and liaison may also participate.


b. Indicate the date of the follow-up 30-day monitoring review.

6. 30 Day Review TC "30 Day Review" \f C \l "3" 

After 30 days, the QAS will review the most current assessment/documentation to verify that corrections have been made.  This review can be either a physical or electronic review.

7. Follow-up Review TC "Follow-up Review" \f C \l "3" 

The follow-up review is created if there remain errors that require correction at the end of the 30-day review cycle.  At this time, files that have uncorrected errors are indicated in the “Unresolved Issues” report and attached to the draft report for action by the RA/AAA Director. The RA/AAA Director must indicate what action was taken to address the errors.  This action is documented in the follow-up review.  Once the QA staff locks this review, no further changes can be made and sanctions or personnel action may be taken.


8. Preliminary and Final Reports TC "Preliminary and Final Reports" \f C \l "3" 

After the 30-day follow-up review is completed, the QA monitoring team will send a preliminary report to the Regional Administrator/AAA Director for review and comment.


The draft report contains the results of the monitoring activity, and outstanding corrections that still need to occur and identify areas where corrective action is needed.  The draft report will include reviews that still contain uncorrected errors.  The RA/AAA Director must indicate how they will respond to these errors.  The result is documented in the follow-up review that then becomes final.


The Regional Administrator/AAA Director has 30-days upon receipt of the draft report to review and comment.  The report may be amended following evaluation of those comments by the monitoring team.


After the review period, the final report is completed and indicates where corrective action is required.  The Regional Administrator/AAA Director will complete a Corrective Action Plan within 30 days of receiving the final report.


The Corrective Action Plan must outline how areas of non-compliance will be addressed.  The response must include a description of actions taken to correct each area of non-compliance, the time frames for completion, and the method by which HCS/AAA will monitor progress and see that corrective action steps have been fully implemented and have produced the desired results.  The QA specialist must approve corrective Action Plans.  For AAA’s, Corrective Action Plans must also be approved by the State Unit on Aging.


9. Training Needs TC "Training Needs" \f C \l "3" 

Identified statewide trends are forwarded to the ADSA program managers and Training, Development and Communication unit for training development.  Individual worker, office and regional training needs are the responsibility of the HCS/AAA region as outlined in the Supervisors and Field Manager and Draft and Final Reports (Corrective Action Plans) sections.


10. Recognition Of Best Practices TC "Recognition Of Best Practices" \f C \l "3" 

Each year, the QA teams will assemble a collection of best practices identified through their monitoring activities.  These practices will be shared statewide.


F. IRR Assessments TC "IRR Assessments" \f C \l "2" 

The following paragraphs outline the process followed by the QAS and CM in relation to the IRR assessment.


1. HOW THE IRR FITS IN THE REVIEW CYCLE - At the beginning of a regional review cycle a percentage of the service recipients are identified for review by one or more of the following QA processes:


a. Compliance review – This consists of a service file and electronic CARE review that occurs at ADSA HQ.  Identified errors require correction by the case manager within 30 calendar days.


b. HRI Home Visit – In this process a home visit to a small number of clients identified with high-risk indicators (skin, decreased mobility, risk for falls and medication management).  The goal of this QA activity is to identify plans of care that are working well for clients with these particular care needs.  Data collected from this effort will be used to enhance the CARE system and identify future elements for nursing service intervention. In addition, gaps in service delivery may also be identified.  A “consumer experience survey” will also be completed.


c. Inter-rater Reliability (IRR) Home Visit – The IRR assessment is completed face-to-face without any prior knowledge about the client.  The goal is to determine the level of inter rater reliability by comparing the IRR assessment with the current CARE assessment.  If the differences between assessments are beyond the “acceptable variance”, corrections by the CM are required.  Corrections are required if ANY of the following conditions occur: 


· Client is indicated as “No/few decisions or preferences re: ADLs” in decision making and the IRR does not support that determination. OR


· Both “Recall” in the MMSE and short term “memory is a problem” are different between the assessments; OR


· Total ADL score varies by 5 or more points, OR

· Current assessment identified no informal supports in status in any ADLs or IADLs and IRR identified informal supports as being available.


To be sensitive to client burden and case manager workload, changes to CARE that are required as a result of the IRR assessment do not require a face-to-face interview/assessment by the CM.

2. Each Level Of Responsibilities Regarding The IRR ASSESSMENT - To reduce the possibility of changes to the client’s condition, IRRs are completed within two months of the current CARE assessment.  

The QAS will:


g. Arrange a home visit to complete an IRR assessment.


h. Complete the IRR assessment without any prior knowledge about the client.


i. Compare the results of the IRR assessment to the case manager’s current CARE assessment and identify the differences.

j. Determine if the differences in assessments is beyond the “acceptable variance”.  If a variance is identified requiring correction, the following two reasons are considered to explain the difference between the two assessments:

1. A Significant Change Has Occurred TC "A Significant Change Has Occurred" \f C \l "3"  - The QAS has determined that the difference is due to a change in the client's needs/reporting and the assessment is a "true" significant change.  There is no error on the part of the CM, but the service summary has changed and an adjustment in authorization needs to occur or other case management activities.  In this case the QAS team lead will communicate with the management team for each PSA and Region about the findings and will result in the following actions:


a. Action taken by QAS:


i. First the QAS Lead will communicate results with Management Team.


ii. Second, the QAS staff will have a discussion with the CM after coordination with the management team at the discretion of the management team.


b. Action taken by local management team:


i. Discusses the results of the IRR with the CM and explains where changes occurred from previous assessment due to change in client’s condition.


c. Actions taken by CM:


i. CM will copy and create significant change assessment from the IRR assessment.


ii. Assign themselves as the primary case manager.


iii. Make changes to authorizations as appropriate, and/or act on other case management activities such as a change in provider or appropriate referrals as needed.


iv. Other changes as recommended by the QAS.


		NOTE:

The following hierarchy determines who is responsible for making the required corrections: 


1. The primary case manager who completed the assessment and authorization is responsible for making corrections identified in a review.


2. If the case manager has changed caseloads or positions, the case manager is still expected to make the required corrections.


3. If the file has been transferred to another RU, it will be returned so corrections can be made.  Case management responsibilities will remain with the current case manager.


If the case manager is no longer employed by ADSA or the AAA network, the supervisor of the original RU will determine who will make the required changes.  This ensures that the staff person who did the initial work is accountable and that statistics are accurately reflected.





2. A Significant Change Has NOT Occurred TC "A Significant Change Has Not Occurred" \F C \L "3"  -The QAS has determined the differences identified between the current CARE assessment and the IRR is not the result of a change in the client’s condition/reporting and are outside of the acceptable variance.  In this case the QAS team lead will communicate with the management team for each PSA and Region about the findings and this will result in the following actions:


a. Action taken by QAS:


i. First the QAS Lead will communicate results with Management Team the areas/elements within the CARE assessment that have a significant enough difference to meet the requirements of unacceptable variance.


ii. Second, the QAS staff will have a discussion with the CM after coordination with the management team if corrections are required.  The goal will be to discuss the differences and how corrections will occur.


iii. QAS will move their assessment to history.


b. Actions taken by local management team (See NOTE above):


i. Discuss the results of the IRR with the CM and uses it as an opportunity to increase their knowledge of CARE.


c. Actions taken by CM (See NOTE above):


i. CM will copy & create an “interim” assessment from their current CARE assessment.


ii. Make required corrections/changes to the “interim” assessment and authorizations based on the IRR results and discussion with the QAS or management time as arranged.

iii. Act on other case management activities such as a change in provider or appropriate referrals as needed.

QAS staff will verify that corrections have been made as part of their 30-day response activity.


Non-Agreement Of Changes – If agreement cannot be reached on the required changes after discussion with the Management Team/CM, the QAS lead/office chief will use the following procedure:


1. The QAS/QA Office Chief will speak with the supervisor/RA or AAA Director to try to reach resolution.  If agreement still cannot be reached; the


2. The QA Office Chief will bring the case to ADSA headquarters to be reviewed by the Deputy Director (if HCS) or SUA Office Chief and AAA Director (If AAA) who will make a decision on the outcome based on the CARE documentation and policy after consulting with the HCS Director.  The Deputy Director/SAU Office Chief and HCP Office Chief and AAA Director will also determine if any further action is needed.


Fair Hearings - If a fair hearing is filed as a result of the IRR, and agreement was reached on results, the QAS and the CM will respond as a team.  If an agreement was not reached and ADSA headquarters was required to make a determination, they will make a decision at that time as to the response to the fair hearing.


A. Home & Community Program Management Staff TC "Home & Community Program Management Staff" \f C \l "2" 

While the QA unit conducts the majority of quality assurance activities, a variety of QA work will also be done at ADSA headquarters.


1. State Unit on Aging


The State Unit on Aging is responsible for oversight of Area Agency on Aging operations including the following areas:


· Oversight of service planning, procurement and delivery models for all AASA-funded programs including those provided directly by the AAA and those subcontracted by the AAA.


· Implementation and compliance with contract requirements, state and federal laws and regulations, policies and procedures.


· Approval and oversight of program budgets, billing for services provided, and Area Plan development and implementation.


· Review of corrective action plans submitted by AAAs to correct deficiencies in AAA operations and monitoring implementation of corrective actions.


· Review of monitoring reports submitted by AAAs for subcontractors to determine compliance with Inter-local agreement and related laws and regulations.

2. Home & Community Programs

The Home & Community Program unit is responsible for monitoring compliance to Home & Community programs.  HCP monitors field compliance through the following methods:


· Review of SSPS reports for irregularities in payment authorizations.


· Review of CARE reports for program compliance and eligibility criteria.


· Investigation of complaints or inquiries from the field staff, Medicaid fraud unit, Payment Integrity unit, AASA budget unit, constituents, legislative staff and other DSHS entities.


· Review of various reports regarding the daily operation of the home & community programs.


· Program review and eligibility consultation to supervisors and field staff.


· Policy briefings and program updates for QA staff.


· Social worker and Case Manager training.


· Approval of exceptional cost of care plans when necessary.


Reports – Distribution and Action Required TC "Reports – Distribution and Action Required" \f C \l "1" 

A. Client Reviews Requiring Action Report/Initial/30-Day/Follow-up Review Report TC "Unresolved Issues After Initial/30-Day/Follow-up Review Report" \f C \l "2" 

These reports include all errors that require correction.  Issues include errors that have not been corrected, only partially corrected, or correction is unable to be verified by the supervisor or QA staff.  QA staff and supervisors/field manager are able to generate this report.


Initial - The initial report is distributed at the exit conference at the completion of the compliance review and is attached to the preliminary monitoring report.  It reports all files in which corrections are required.


30-Day - If there continues to be outstanding issues after the 30-day review is complete, a 30-day report is generated and attached to the preliminary monitoring report that is created by QA staff in MS Word and distributed to the RA/AAA Director.  The RA/AAA director must address these areas of deficiencies in their corrective action plan.


Follow-Up - Any issues still outstanding or not addressed in the corrective action plan are documented in the follow-up report and attached to the final report to the RA/AAA Director.  Issues showing up in this report could result in corrective action.


B. Proficiency Reports TC "Proficiency Reports" \f C \l "2" 

· Case Manager Report – This report includes proficiency percentage for each question for all the reviews completed for this case manager during the review period.  This will help the case manager and their supervisor identify areas that need focus or training.


· Supervisory Unit Report – This report includes proficiency percentage for each question for all the reviews completed for an identified supervisory unit during the review period.  The supervisor, Region/AAA management or QA staff can generate this report.  It is expected that trends will be identified and training developed to address those trends.


· Regional/AAA report – This report includes proficiency percentage for each question for all the reviews completed for an identified region/PSA during the review period.  Regional/AAA management or QA staff generates this report.  Trends are identified on a Regional/AAA level and training developed.


· Statewide Reports (external) – These reports are used to identify trends and develop training to address these trends, look at policy, and determine if changes are needed, identify best practices, etc.


· Statewide Area Reports (external)  –These reports are used to identify trends and develop training to address these trends, look at policy, and determine if changes are needed, identify best practices, etc. in a regional area.  Reports include data for all the AAA and HCS offices within a regional geographical area.


· Final Statewide Region/PSA QA Comparison Report (external) – This report includes the initial, 30 day and follow-up proficiency finding for each question for each PSA/Region.  It also includes highest and lowest proficiency for each question throughout the state and compares this to the statewide proficiency amount.


· The system will have a table that will store the highest and lowest proficiencies between the regions and PSAs.


C. Deficiency Reports TC "Deficiency Reports" \f C \l "2" 

This report shows errors relating to payment or eligibility.  Errors are first identified as initial findings, and then separated into deficiency, cost savings, cost avoidance, and “deficiency” categories depending on the action taken by the case manager.  QA staff generates this report and distribute it to ADSA management and the AADA Secretary.


APPENDIX A - Definitions Of Terms Used Throughout Chapter 23 TC "APPENDIX A - Definitions Of Terms Used Throughout Chapter 23" \f C \l "1" 

3 “working” day Response Time


Errors that meet the immediate response (3 working days) are SSPS payment errors, indications of abuse, neglect, exploitation, and client safety risks; client rights violations, or poor quality of care with no indication that a referral, investigation, and/or action occurred to address the problem or issues relating to provider contracting/training that needs to be addressed immediately.

30 “Calendar Day” Response Time


All other errors that can be corrected fall within this time frame, such as incorrect eligibility determinations; cases in which the documentation is insufficient or inconsistent throughout the assessment or where inter rater reliability CARE assessments have determined the difference between assessment falls outside of the acceptable variance.  Some errors are not correctable, such as meeting a response time.  These errors are documented and are counted toward a possible need for training.


30-Day Review 


The objective of the 30-day review is to determine if corrections identified in the Initial review were completed within the response time identified (3 working days for safety/payment issues or 30 calendar days) and based on the action taken by the CM, segregate the initial monetary deficiency identified in the initial review into an ongoing deficiency, cost savings, and/or cost avoidance.

Acceptable Variance


Acceptable variance is the term used to describe the difference found when comparing a CARE assessment completed by a worker to an IRR assessment completed by a QAS.  Corrections are not always required.  A certain amount of differences are to be expected due to a change in the client’s condition/reporting or interpretation/knowledge skill of CARE by the worker.


If any of the following conditions are found, the errors are determined to be “beyond the acceptable variance” and corrections are required:


1. Client decision-making is scored as “No/few decisions or preferences re: ADLs” and the IRR does not support that determination;  OR


2. “Recall” and “memory is a problem” are not consistent; OR


3. Total ADL score varies by 5 or more points, OR

4. Current assessment identified no informal supports in status in any ADLs or IADLs and IRR identified informal supports as being available.


Compliance Review 


A compliance review is a physical or electronic social service file review using the automated monitoring application.


Consideration Period


The time frame the QAS uses to determine deficiency.  This time frame may include the entire SSPS authorization time frame.


Corrected Copy

A file review is locked upon completion and changes/edits to the record cannot be made.  However, if an error is discovered and a correction is necessary, the supervisor or QAS can make a “corrected copy” of the review allowing the record to be edited/updated.  The original review will be retained in the database and the corrected copy will move to current status.


A corrected copy can only be made on the “current” locked review.  If an additional review (30 day or follow-up) has been initiated but not locked, the previous locked review can have a corrected copy made, however the reviewer must reflect any changes/updates made in the corrected copy to the open review.  Any corrections outside of this definition are done at an administrative level external to this application.


Corrective Action Plan

The corrective action plan is the formal response by Region/AAA management to the final report of the review cycle in their area.  For a corrective action plan to be initiated, it must be approved by the QAS.  For AAAs, Corrective Action Plans must also be approved by the State Unit on Aging.  This document outlines how identified trends and areas of non-compliance will be addressed.  The response must include a description of actions taken to correct each area of non-compliance; the time frames for completion; the method by which HCS/AAA will monitor progress and see that corrective action steps have been fully implemented and have produced the desired results.


Cost Avoidance 


Cost Avoidance occurs when field staff improves the documentation within the assessment and/or service plan to support services that are currently authorized; or


Implements a policy or procedure that was not followed before (for example: obtaining a signature on a service plan or a 14-225, Acknowledgment of Services).


Cost Savings


Cost savings occurs when field staff reduces, terminate or change a service authorization that results in ADSA paying less than they would have if the issue had not been identified by the QA process.


Dates of Consideration

The following date types are considered when calculating deficiencies; the SSPS begin date, which is the date that the service authorization period begins, the SSPS end date, which is the date that the service authorization period ends and the “event” date, which is the date correction occurred (impacts cost savings or cost avoidance amounts).


Deficiency


An issue is identified as “deficient” if the QAS is unable to determine cost savings/cost avoidance from the original monetary error or only able to contribute a part of the original dollars identified to cost savings/avoidance.


Deficiency Boxes


Deficiency boxes are completed by the QAS at initial review if an identified error has a monetary impact.  At 30 days, the deficiency screen is updated and decisions regarding cost savings, avoidance, or deficiency is made.  If a follow-up review is required, the QAS will update deficiency screens based on results of the corrective action plan submitted by the RA/AAA Director.


Exit Conference


When initial compliance reviews are completed, the QA team will present the preliminary results of the review including recommendations, strengths - weaknesses and potential compliance issues to the Regional Administrator/AAA Director and their management team.  For HCS regional exit interviews, the deputy director will also attend; for AAAs, the State Unit on Aging office chief and liaison may also participate.

Follow-up Review 


A QAS completes a follow-up review after field management has had an opportunity to review and respond to the QAS 30-day review and the preliminary monitoring report.  The follow-up review documents the results of this response by identifying any remaining outstanding issues and finalizes the classification of monetary deficiencies. Field management does NOT complete follow-up reviews.

High Risk Indicator (HRI) Home Visit


A Home Visit –This data collection interview will address issues of decreased mobility, falls, medication management, and skin breakdown for a selected percentage of clients that have been identified as being at high risk.  The goal is to identify interventions that may or may not have been included in a client’s plan of care to maintain or improve client’s functionality, health, safety and quality of life.  Data collection and analysis for this QA activity will occur outside of the QA monitoring application.  This information will be used to develop protocols for clients at high risk for these issues.  The identified elements may result in recommended enhancements to CARE.

Inter-rater Reliability (IRR) Assessment – The IRR assessment is a face-to-face assessment completed without any prior knowledge about the client to ensure unbiased outcome.  The goal is to determine the level of inter rater reliability by comparing the IRR assessment with the current CARE assessment.  If the differences between assessments are beyond the “acceptable variance”, corrections by the CM are required.


Locked


A review is considered ‘unlocked’ and remains editable until the owner of the review has marked it as complete.  Any correction made to the review after it has become locked is accomplished through the use of a ‘corrected copy’ by the current ‘owner’ of the current QA review.  Only the owner of the review can complete changes to a review.


Office 


A physical location containing one or more Supervisory Units


Preliminary Monitoring Report 


The QAS unit develops the draft monitoring report based on a uniform template.  This report includes the results of the current monitoring activity for a region or PSA.  Included in the report are trends and deficiencies from the initial and 30-day reviews that require actions such as training, development of a local process, a procedure change or corrections to outstanding items.


QA Review 


Identifies the beginning of the QA process


Quality Assurance Specialist (QAS)


A QAS is a member of the quality assurance unit at Aging and Disability Services Administration.  This unit is responsible for monitoring client records for compliance to ADSA policy and procedure and state and federal law.  This team is also responsible for identifying areas of monetary deficiency and presenting this information to ADSA headquarters and the assistant secretary.


Random is identified as a random selection in a particular geographical area and within a particular time frame.  A statistician within set criteria determines the sample outside of the QA Monitor tool.  The identified reviews will be “Targeted” or “Random”.

Reporting Group 


A Reporting Group is any grouping of Supervisory Units and/or Reporting Units to produce a combined report.


Reporting Unit 


The actual SSPS Reporting Unit as used in CARE. 


Review Cycle


The review cycle encompasses the entire compliance quality assurance process pertaining to a client.  This includes an initial review and may or may not include 30-day or follow-up reviews.


Review Cycle Completed


This completes the review cycle for this client.  The client is now available for other QA reviews as needed

Review Cycle Ownership


The concept of review ‘ownership’ is used when determining edit and delete rights for an individual review cycle.  A review is considered ‘owned’ by the person completing the review.  The monitoring application will include the ability for transferring ownership of reviews to allow for staff changes, etc.  Only the owner of a review may edit, delete, or make corrected copies.

Targeted

A targeted sample is identified as additional files being reviewed for an individual case manager due to work performance are receiving waiver services, Medicaid Personal Care, Chore or nursing facility case management; or selected as a result of a query that there may be an error in payment to a provider based on the level of care in the current assessment.


APPENDIX B – CMS PROTOCOL REQUIREMENTS TC "APPENDIX B – CMS PROTOCOL REQUIREMENTS" \f C \l "1" 

		I. Level of Care (LOC) Determination



		Information Requested

		Evidentiary Example

		Examples of Evidence



		1. Waiver applicants for whom there is reasonable indication that services may be needed in the future are provided an individual LOC evaluation.

		State submits evidence that it has reviewed applicant files to verify that individual LOC evaluations are conducted.

		· Reports from state reviews conducted and follow-up actions taken; 


· A summary report of all reviews; 


· Minutes of committee meeting showing evaluation of findings and recommendations made and strategies for improvement developed.



		2. Enrolled participants are reevaluated at least annually or as specified in its approved waiver.

		State submits evidence that it periodically reviews participant files to verify that reevaluations of LOC need are conducted at least annually or as specified in its approved waiver.

		· Reports from state monitoring reviews conducted; 


· A summary report of all reviews; 


· Minutes of committee meetings showing evaluation of findings and recommendations and strategies for improvement developed.



		3. The process and instruments described in the approved waiver are applied to determine LOC.

		State submits evidence it periodically reviews participant files to verify that the instrument described in approved waiver is used in all LOC need re-determinations and that person(s) who implement LOC determinations are those specified in approved waiver.

		· State demonstrates that person(s) who implement LOC periodically interviewed regarding process and instruments.





		II. Plan of Care



		Information Requested

		Evidentiary Example

		Examples of Evidence



		1. POCs address all participant’s assessed needs (including health and safety risk factors) and personal goals, either by waiver services or through other means.

		State demonstrates that POCs are reviewed periodically to assure that all of participant needs are addressed and preferences considered.

		· Reports from state monitoring reviews of POCs;


· Summary reports of al reviews; 


· Minutes of committee meetings showing evaluation of findings and recommendations and strategies for improvement developed.



		2. The State monitors POC development in accordance with its policies and procedures and takes appropriate action when it identifies inadequacies in the development of POCs.

		State submits evidence of its monitoring process for POC development and that corrective action was taken when the State determined POCs were not developed according to policies and procedures.

		· Reports from state monitoring reviews;


· Summary report of all reviews; 


· Minutes of committee meetings showing evaluation of findings and recommendations and corrective actions taken;


· Results of feedback from participant interviews; 


· Analysis of complaints; 


· Analysis of reported incidents; 


· Results of focus group meetings; 


· Results of staff interviews.



		3. POCs are updated/revised when warranted by changes in the waiver participant’s needs.

		State submits evidence of its monitoring process for POC update/revision including that POCs are reconsidered when a participant’s needs changes and that corrective action was taken when POCs were not updated/revised according to policies and procedures.

		· Reports from state monitoring that compares the participant’s needs, POCs and case notes and whether needed revisions are made; 


· Summary report of all reviews; 


· Minutes of committee meetings showing evaluation of findings and recommendations and strategies for improvement developed.



		4. Services are delivered in accordance with the POC.

		State submits evidence of the results of its monitoring process for ensuring the services identified in the POC are implemented.

		· Reports of monitoring of service refusal and analysis; 


· Reports of State monitoring (e.g., provider, county, case management) to verify that services in POC have been received; 


· Summary report of all reviews; 


· Minutes of committee meetings showing evaluation of findings and recommendations and strategies for improvement developed.



		5. Participants are afforded choice between waiver services and institutional care.

		State submits evidence of results of interviews with participant/family to determine if informed choice was offered (may use a sampling methodology).

		· Results of focus groups and/or interviews with participant/family; 


· Analysis of complaints; 


· Analysis of incident reports; 


· Minutes of committee meetings showing evaluation of findings and recommendations and strategies for improvement developed;


· State demonstrates public access to information by which to compare providers such as posting provider licensing/certification ratings to a website.



		6. Participants are afforded choice between/among waiver services and providers.

		· State submits evidence of results of interviews with participants/family to assure choice was offered and was informed and provided for reasonable options (may use a sampling methodology).


· State demonstrates public access to information by which to compare providers such as posting provider licensing/certification ratings to a website.

		· Results of focus groups and/or interviews with participant/family; 


· Analysis of complaints;


· Analysis of incident reports;


· Minutes of committee meetings showing evaluation of findings and recommendations and strategies for improvement developed;


· State demonstrates public access to information by which to compare providers such as posting provider licensing/certification ratings to a website.





		III. Qualified Providers



		Information Requested

		Evidentiary Example

		Examples of Evidence



		1. The State verifies that providers meet required licensing and/or certification standards and adhere to other State standards on a periodic basis.

		State provides documentation of periodic review by licensing/certification entity.

		· Reports from state monitoring; 


· Minutes of committee meetings showing evaluation of findings and recommendations related to provider qualifications and training; 


· Actions taken when deficiencies are identified such as sanctions or correspondence; 


· Reports include both licensed providers, those qualified through other means and individual providers; 


· Analysis of complaints or incident reports.



		2. The State monitors non-licensed/noncertified providers to assure adherence to waiver requirements.

		State provides documentation that non-licensed/noncertified providers are monitored on a periodic basis sufficient to provide protections to waiver participants.

		Same as above



		3. The State identifies and rectifies situations where providers do not meet requirements.

		State provides documentation that when a provider has not met licensing/certification requirements it has implemented corrective action including technical assistance. If a provider has demonstrated egregious operations then the State has documentation of taking sanctioning action(s).

		Same as above



		4. The State implements its policies and procedures for verifying that training is provided in accordance with State requirements and the approved waiver.

		State provides documentation of it’s monitoring of training and actions it has taken when providers have not met requirements (e.g., technical assistance, training).

		Same as above; documentation of TA/Training sessions





		IV. Health and Welfare



		Information Requested

		Evidentiary Example

		Examples of Evidence



		1. On an ongoing basis the State identifies, addresses and seeks to prevent instances of abuse, neglect, and exploitation.

		· State demonstrates that, on an ongoing basis, abuse, neglect and exploitation are identified and appropriately addressed.


· State demonstrates that appropriate actions have been taken when the health or welfare of a participant has not been safeguarded.


· State submits results of analysis of abuse, neglect and exploitation trends and strategies it has implemented for prevention.

		· Ongoing monitoring reports;


· Reports and analysis of complaints; 


· Reports and analysis of reports of abuse neglect and exploitation; 


· Results of investigations and actions taken;


· Reports and action taken on plan of care discrepancies; 


· Minutes of QA or other committee meetings that show review of monitoring, recommended actions.





		V. Administrative Authority



		Information Requested

		Evidentiary Example

		Examples of Evidence



		1. The state engages in routine, ongoing oversight of the waiver program.

		State submits evidence of it’s monitoring of waiver program in accordance with Memorandum of Understanding/interagency agreement and actions it has taken when problems are identified in operation of the waiver program.

		· A description of the state quality management program with evidence of activity such as monitoring and review reports;


· Focused studies;


· Quality improvement projects;


· Committee minutes;


· Record of actions taken;


· Record of service denials and appeal requests;


· Copies of issued notices of appeal;


· Annual appraisal of the Quality Improvement Program.





		VI. Financial Accountability



		Information Requested

		Evidentiary Example

		Examples of Evidence



		1. State financial oversight exists to assure that claims are coded and paid for in accordance with the reimbursement methodology specified in the approved waiver.

		· State submits results of its financial monitoring process for verifying maintenance of appropriate.  Financial records as specified in approved waiver.


· State submits results of its review of waiver participant claims to verify that they are coded and paid in accordance with the waiver reimbursement methodology.


· State demonstrates that interviews with State staff and providers are periodically conducted to verify that any identified financial irregularities are addressed.


· State demonstrates that site visits are conducted with providers to verify that they maintain financial records according to provider agreements/contracts.

		· Audit reports;


· Monitoring reports;


· Management meeting minutes that reflect analysis;


· Recommendations and actions.
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Training 2004


Home & Community Services


Region X


		Home & Community Services


2000 Training Schedule



		· To register, use the following procedure: 


·  E-mail your supervisor with the class and date you would like to attend. 


· Your supervisor will respond with a cc to the registrant if you are able to attend.  


· The registrant will reply to both the supervisor and the worker upon registration.


· Please notify the registrant at least 3 days before class if you will be unable to attend – classes with less than 3 will be canceled.


· Please remember to check the attached curriculum for materials needed.  All computer classes require a laptop, power cord, and possibly your LAN cord

ALL REGION X STAFF - All training is approved by your supervisor.



		Training Title

		Pg

		Supervisor responsibility to sign up appropriate staff

		Mandatory

		Audience

		Date

		Site

		Time

		Registrant*/Trainer

		Network Access Required



		Intro to the PC

		

		(

		(

		All new Staff

		When computer is delivered to new staff

		Local IT 

		(



		Nec. Sup. Accommodation

		

		(

		(

		All new Staff

		

		

		1-3

		

		



		Outlook

		

		

		

		All Staff

		Available On-Line

		(



		Inter/Intranet

		

		(

		

		All Staff

		On site – Arranged by Supervisor

		9 - 12

		

		(



		Word – Intro 1

		

		(

		

		All Staff

		

		

		9:30 – 12

		

		



		Word – Intro 2

		

		(

		

		All Staff

		

		

		1 – 3:30

		

		



		Word – Tables

		

		(

		

		All Staff

		

		

		9:30 – 12

		

		



		Word – Forms/Templates

		

		(

		

		All Staff

		

		

		1 – 3:30

		

		



		Word – Mail Merge

		

		(

		

		All Staff

		

		

		9:30 – 12

		

		



		Regional Selected Training

		

		(

		(

		All Staff

		

		

		1-3

		

		



		

		

		

		

		

		

		

		1-3

		

		



		APS

		

		(

		(

		All new Staff

		

		

		10 – 3

		

		



		NGMA/GAX

		

		(

		(

		All Staff

		

		

		9-11

		

		



		

		

		

		

		

		

		

		9-11

		

		



		

		

		

		

		

		

		

		9-11

		

		



		

		

		

		

		

		

		

		9-11

		

		



		

		

		

		

		

		

		

		10-12

		

		



		Public Disclosure

		

		(

		(

		All Staff

		

		

		

		

		





		SOCIAL SERVICE STAFF -Your supervisor approves all training.



		Training Title

		Pg

		Supervisor responsibility to sign up appropriate staff

		Mandatory

		Audience

		Date

		Site

		Time

		Registrant*/Trainer

		Network Access Required



		CARE

		

		

		(

		SS Staff

		One-on-One Provided by JRP


Available On-Line

		

		



		Client Registry

		

		(

		( (If access the program)

		SS Staff

		Arranged by Supervisor

		

		(



		ACES Inquiry/Barcode

		

		(

		

		SS Staff

		Arranged by Supervisor

		

		(



		Monitor 2004 training

		

		(

		(

		SS Staff

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		



		SSPS

		

		(

		(

		New SS Staff

		

		

		

		SSPS (Olympia)


(in-house)

		



		Manual Chapter Training

		

		(

		(

		SS Staff

		On site –Monthly by Supervisor



		Manual Training per New Employee 

		

		(

		(

		New SS Staff

		On site –Weekly by Supervisor



		FINANCIAL SERVICE STAFF – All training is approved by your supervisor.



		Training Title

		Pg

		Supervisor responsibility to sign up appropriate staff

		Mandatory

		Audience

		Date

		Site

		Time

		Registrant*/ Trainer

		Network Access Required



		EBT

		

		(

		

		FS Staff

		On site – Arranged by Supervisor

		

		(



		FSS Topic Specific - Quarterly Meeting

		

		(

		(

		FSS Staff

		As Arranged by Da

		



		Manual Chapter Training

		

		(

		(

		FS Staff

		On site –Monthly by Supervisor

		



		Manual Training per New Employee booklet

		

		(

		(

		New FS Staff

		On site –Weekly by Supervisor

		





Introduction to the PC


Network Overview:

 FORMCHECKBOX 
 How to login/change password 


 FORMCHECKBOX 
 How Network Access Impact the User


Hardware Overview:

 FORMCHECKBOX 
 How to use touch pad


 FORMCHECKBOX 
 Adjust monitor


 FORMCHECKBOX 
 Turn on and Off


 FORMCHECKBOX 
 How to care for the computer


Win95 Overview:

 FORMCHECKBOX 
 The taskbar – function and location, auto hide


 FORMCHECKBOX 
 How to use the start menu


 FORMCHECKBOX 
 How to use the taskbar to switch between applications


 FORMCHECKBOX 
 How to use the Find feature


 FORMCHECKBOX 
 How to use help


 FORMCHECKBOX 
 How to change printers


 FORMCHECKBOX 
 Understanding the right and left mouse buttons


 FORMCHECKBOX 
 How to create a shortcut


 FORMCHECKBOX 
 Difference between a program icon and a shortcut


 FORMCHECKBOX 
 How to minimize, maximize and close windows


 FORMCHECKBOX 
 How scroll bars work


 FORMCHECKBOX 
 How to restore a deleted file


HCS Programs:

 FORMCHECKBOX 
 CARE and CARE Synchronization


 FORMCHECKBOX 
 Aces/Aces Inquiry


 FORMCHECKBOX 
 Barcode


 FORMCHECKBOX 
 SSPS/SSPS Inquiry

E-Mail:

 FORMCHECKBOX 
 Navigation the Outlook window


 FORMCHECKBOX 
 Opening new mail and attachments


 FORMCHECKBOX 
 Saving attachments


 FORMCHECKBOX 
 Using the address book, Sending Mail


 FORMCHECKBOX 
 Printing


 FORMCHECKBOX 
 Emptying trash


 FORMCHECKBOX 
 Mailboxes (In/Out box, etc.)


Internet:

 FORMCHECKBOX 
 Discuss and sign agreement


 FORMCHECKBOX 
 Terms and concepts


 FORMCHECKBOX 
 How to access and navigate Internet Explorer


 FORMCHECKBOX 
 AASA website and homepage


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


New Employee Name: _________________ 


Office: ____________________________


Date: _________________________


Introduction to the PC


Network Overview:

· How to login/change password 


· How Network Access Impact the User


Hardware Overview:

· How to use touch pad


· Adjust monitor


· Turn on and Off


· How to care for the computer


Win 2000 Overview:

· The taskbar – function and location, auto hide


· How to use the start menu


· How to use the taskbar to switch between applications


· How to use the Find feature


· How to use help


· How to change printers


· Understanding the right and left mouse buttons


· How to create a shortcut


· Difference between a program icon and a shortcut


· How to minimize, maximize and close windows


· How scroll bars work


· How to restore a deleted file

HCS Programs:

· CA and CA upload


· Aces/Aces Inquiry


· Barcode


· SSPS/SSPS Inquiry

E-Mail:

· Navigation the Outlook window


· Opening new mail and attachments


· Saving attachments


· Using the address book, Sending Mail


· Printing


· Emptying trash


· Mailboxes (In/Out box, etc.)


Internet:

· Discuss and sign agreement


· Terms and concepts


· How to access and navigate Internet Explorer


· AASA website and homepage

Materials needed:


· Laptop/desktop computer


· LAN cord


· Power cord


Necessary Supplemental Accommodation


1. Introduction


2. Core requirements


3. HCS financial responsibility


4. Social Services responsibility


5. I&A CM responsibility


6. Special needs cases


Internet - Intranet


1. Do’s and Don’ts


2. Internet vs. Intranet


3. Home page set to AASA Intranet site


4. The AASA window


a. Menu bar


b. Tool bar – use of buttons


c. Address – shortcuts and use of drop down


5. Intranet


a. Links – tips and tricks


b. Applications


i. AFH and boarding home systems


ii. CA web trek (client ID)


c. Featured program pages


i. MB’s and IM’s


1. How to use Docuseek


ii. HCS Page – The Manual


d. Reference


i. WAC


ii. RCW


iii. CFR


iv. Clinical Links – Medscape


e. Ask Jeeves


f. How to use history


g. How to add and access favorites


h. Yahoo Maps


i. Help


WORD

		Introduction - Part 1


9:30 - 12:00




		Introduction - Part 2


1:00 - 3:30

		Tables


9:30 - 12:00




		Forms/Templates/Automation


1:00 - 3:30



		1. The Word Window


· Help 


· Hot keys, menu bar and tool bars


2. Creating a document


· How to enter-delete text


· Selecting (Highlight) text, copy & paste


· Moving, inserting text


· Deleting text - undo, redo and repeat


· Go to


· Views


3. Printing


4. Saving/naming documents

· Retrieving documents - File Management




		1. Formatting


2. Page setup - margins


3. Paragraphs, tab settings


4. Headers, Footers, Page numbers


5. Customization


· auto text


· auto correct


· auto save


· Options/Toolbars


6. Spell check/Grammar/Thesaurus


7. Finding and Replacing


8. Use of the right mouse button

		1. Borders & Shading (paragraphs)


2. Sorting, Math


3. Insert rows, columns


4. Delete rows, cells, columns


5. Moving text


6. Moving rows, columns


7. Formatting text, rows, columns


8. etc.

		1. Create forms for in office use.


2. Forms I am responsible for


3. Available on-line forms - how to use.


· 14-84


· Letterhead


· Civil Penalty Fund


· Travel


· Request for Public Disclosure


· etc.






		5. 

		9. 

		Mail Merge


9:30 - 12:00



		6. 

		10. 

		1. Form letters


2. Labels


3. Envelopes




		Materials Needed:  Laptop Computer and Power Cord







		Basic APS

		Public Disclosure



		1. What is and is not APS


2. Basics of APS investigation


3. Mandated Reporters


4. Who we serve under APS – screening and referrals


5. The elements of abuse


6. Intake




		1. Introduction and Background of Public Disclosure


2. What is a public record?


3. What public records are available for inspection?


4. What public records are exempt?


5. Who can request access to a public record?


6. How is a request for disclosure handled?


7. PP# 98-2 – Public Disclosure


8. Request for disclosure form


9. Disclosure from ACES files



		ACES Inquiry

		Barcode



		1. Logging into the ACES system and signing out


2. ACES menus


3. Important function keys


4. Steps to complete inquiries


5. Finding a client


6. Screen navigation


7. Interpreting the data on ACES screens


8. Reading notices and letters

		1. Basic wanding skills


2. Inquiry


a. How to request a file


b. How to see what services a person may already be on


c. How to print screen


3. RCN (negotiables) 



		NGMA/GAX

		FSS TOPIC SPECIFIC QUARTERLY MEETINGS



		1. NGMA and GAX packets – forms to complete


2. Flow chart – who does what 


3. Definitions – What is incapacity, etc?


4. GAX/NGMA and SSI Criteria


5. Fast Track


6. Clients admitted to NF on GAU

		Topics to be determined from Monitoring





		SSPS

		EBT



		1. Introduction


a. Payment


b. Tracking – Management Codes


2. Participation


3. Retroactive Increases


4. Change Effective Date (CED)


5. Invoices


6. Prorating


7. Local procedures


8. SSPS forms


a. 14-154/14-159 - Authorization


b. 06-097 - Provider File Action Request


9. Inquiry


10. Authorization


11. Regular Runs and Supplemental


12. SSPS manual


13. SSPS reports

		1. How to log in


2. Passwords


3. Hot keys (“F” keys)


4. Tips for Commands in Open Connect


5. Tips for clicking buttons


6. How to move through the screens


7. The Main Menu – Balance Inquiry


8. How to exit screens


9.  How to do a search


10. How to access the Detail Journal or other details of a client’s account.


11. EBT System screens



		14. 

		CLIENT REGISTRY



		15. 

		Client registry is designed for social service workers who provide direct service.  To access this program, the worker MUST receive a 1-½ hour training on confidentiality prior to signing on. 





		MANUAL CHAPTER TRAINING

		MANUAL TRAINING/NEW EMPLOYEES



		Social Service and Financial supervisors will provide training to a chapter in the HCS LTC manual/A-Z manual once a month.  

		New workers will meet with their supervisors on a weekly basic to work on completing the Social Service or Financial Training Plan.
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Home & Community Services/Area Agency on Aging

Training Chart For: _________________________________ Year: ___________


Long Term Care Manual Chapters


		Date Completed

		Chapter



		

		Ch 1 – Policy and Administration



		

		Ch 2 – Case Records



		

		Ch 3 – Assessment



		

		Ch 4 – Service Plan



		

		Ch 5 – Case Management



		

		Ch 6 – Adult Protective Services



		

		Ch 7 – Personal Care Services



		

		Ch 8 – Residential Services



		

		Ch 9 – Hospital Assessment



		

		Ch 10 – Nursing Facility



		

		Ch 11 – Discharge Resources



		

		Ch 12 – Adult Day Health



		

		Ch 13 – Nurse Delegation



		

		Ch 14 – Legal Services Program



		

		Ch 15 – Limited English Proficient



		

		Ch 16 – Assistive Technology



		

		Ch 17 – Respite Care



		

		Ch 18 – Home Delivered Nutrition



		

		Ch 19 – Congregate Nutrition



		

		Ch 20 – Transportation



		

		Ch 21 – Volunteer Chore Service



		

		Ch 22 – PACE Program



		

		Ch 23 – Quality Assurance and Improvement



		

		Ch 24 – Nursing Services



		

		Ch 25 – Private Duty Nursing



		

		





ADDITIONAL TRAINING TOPICS


		DATE COMPLETED

		TOPICS



		

		ACES Inquiry/Financial Overview



		

		Barcode



		

		EBT



		

		SSPS



		

		NGMA/GAX



		

		Inter/Intranet



		

		E-Mail



		

		Word



		

		CARE 



		

		



		

		



		

		



		

		





MANDATORY TRAINING


		DATE COMPLETED

		TOPIC



		

		CORE 1 - (1st 3 years)

		Case Managers Only



		

		CORE 2 - (1st 3 years)

		



		

		CORE 3 - (1st 3 years)

		



		

		CORE 4 - (1st 3 years)

		



		

		Necessary Supplemental Accommodation

		



		

		



		HCS ONLY



		

		Civil Service (WMS Only)



		

		Diversity  (WAC 356-56-400)



		

		Domestic Violence and the Workplace 


(Exec. Order 96-05, Sec Memo, 8/20/96)



		

		HIV/AIDS Awareness (Admin Policy 6.09)



		

		New Employee Orientation


(WAC 296-24-040, DSHS Safety Manual)



		

		Sexual Harassment (Exec. Order 89-01, Admin Policy 6.02)
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( Social Service (

Monitoring Questions

2004 


		Key For Abbreviations Within QA Monitoring Application Responses


(These abbreviations are not all inclusive and will change based on allowable space with the bucket – refer to the help screen if an abbreviation is unclear)



		Assmnt 

		Assessment

		Iden

		Identified



		AD

		Assessment Details

		Indepen

		Independently



		Auth

		Authorization, Authorized

		Indiv

		Individual



		BG

		Background

		Info 

		Information



		Beh

		Behavior

		Instruct

		Instruction



		CG

		Caregiver

		Interven

		Interventions



		Cked

		Checked

		Mgt

		Management



		CL

		Client

		Medica

		Medication



		Cod

		Coding

		Mob

		Mobility



		CC 

		Collateral Contact

		NAC/R

		Nursing Assistant Certified/Registered



		Consul

		Consultation

		NS 

		Nursing Services



		CI

		Critical Indicator

		Obser

		Observation



		Deleg

		Delegation Or Delegating

		Prog

		Program



		Descrip

		Description

		PR

		Provider



		Deter

		Determined

		Recom

		Recommendations



		Deter

		Determined/ Determination

		Re

		Regarding



		DD

		Developmental Disabilities

		Rev

		Review



		Doc

		Documentation

		Sc

		Screen



		Eligib

		Eligibility

		ST

		Short Term



		Employ

		Employment

		TR

		Training



		Eval

		Evaluated, Evaluation

		Tx

		Treatment



		Fding

		Feeding

		T/r

		Turning And Repositioning



		Fl

		File

		W/

		With



		HCP

		Health Care Provider

		Writ

		Written





		SER



		Proficiency Rating

		Questions & Responses



		90%

		1. Is there documentation that the required case management visits/contacts occurred within the response time outlined in the LTC manual?


· No doc of Initial face-to-face contact after plcmnt/transfer per Ch 5

· No doc of all additional face-to-face contact made for TGCM per Ch 5

· No doc other collateral professional contacts were made per Ch 5

· No doc other visits were made per Ch 5

· Good documentation of CM visits

· All response times met





		90%

		2. Is there evidence that the CM reviewed and approved the NSA NSP/NCP if required?


· No evidence the CM reviewed and signed the NSA/NSP


· Good documentation/evidence that the CM reviewed and signed the NSA/NSP


· No doc CM reviewed and approved NCP for Adult Day Care-See MB 03-73


· No doc CM reviewed and approved NCP within 30 days of ADH auth-See MB 03-73


· No doc CM reviewed and approved NCP every 90 days for ADH-See MB 03-73


· Good documentation/evidence that the CM reviewed and approved NCP






		75%

		3. Prior to service authorization, is there documentation that the assessment details were reviewed with the provider?


· No doc AD was sent to residential pr prior to auth


· No doc AD reviewed with agency prior to auth


· No doc AD reviewed with IP prior to auth


· Client’s AD were reviewed with provider after authorization.


· Good doc that AD reviewed with the provider






		98%

		4. If client is under the age of 65, has disability been established?


· No doc that disab determ process initiated/established in NF


· No doc that disab determ process initiated/established for COPES


· No doc that disab determ process initiated/established for MPC


· Good documentation of process used to establish disability






		90%

		5. If PCP, RN or other health professional recommends services/tasks, is there documentation that recommendations were addressed?


· No doc CM response to PCP/other health professional recommendations


· Good follow through with professional recommendations


· Good doc to justify not following through with professional recom






		90%

		6. If equipment or environmental needs are identified in CARE is there documentation that CM follow-up occurred?


· No documentation that CM follow-up is occurring for equipment needs


· No documentation that CM follow-up is occurring for environmental needs


· No CM f/up w/in 30 days if equip referral made by person iden in CARE


· No CM f/up w/in 30 days if environ referral made by person iden in CARE


· Good documentation of follow through with obtaining needed equipment


· Good documentation of follow through with obtaining environmental needs






		

		7. Was PACE services initiated and/or terminated correctly?


· No doc PACE enrollment ID card faxed/mailed to MAA to initiate service


· No doc PACE enrollment ID card faxed/mailed to MAA to terminate service


· FS not notified of PACE term and/or intent to transf CL to another prog


· Term not made effective by end of the earliest month administratively


· CM did not approve involuntary termination reasons per LTC Ch 22


· CM did not document reason for the termination


· CM did not respond to providers request for term w/in 15 days


· PACE initiated correctly


· PACE terminated correctly





		CLIENT DETAILS (CD)



		Proficiency Rating

		Questions & Responses



		

		8. Is there documentation that SW discussed discharge potential with client/NF staff?


· No documentation of discharge potential on the overview screen





		

		9. Are barriers to discharge documented?


· Other doc indicates barriers to discharge, but not on the overview sc/SER





		

		10. If barriers to discharge were identified, is there documentation that the SW developed a plan to impact those barriers that are possible to impact?


· No documentation of plan to impact barriers to discharge in SER

· Good doc of the plan to impact barriers in SER





		90%

		11. Is living arrangement coded accurately on the assessment main screen?


· Doc shows paid provider lives w/cl, but lives w/pp was not selected

· Doc shows cl is in a multi-client hh, but multi-client hh was not selected

· Doc shows cl lives w/pp in a multi-cl hh, but lives w/pp was not selected

· Client is in a residential setting/NF, but other was not selected





		75%

		12. Were brief assessments performed appropriately?


· Brief assessment was not performed when required

· Brief assessment was not performed within required time frame

· Brief assessment was performed in place of an initial assessment

· Brief assmnt was performed in place of a significant change assessment

· Brief assessment was performed in place of an annual reassessment

· Brief assessment completed in the NF when not required

· Brief assessment completed outside of the NF/hospital

· Other







		COLATERAL CONTACTS (CC)



		Proficiency Rating

		Questions & Responses



		

		13. If a durable power of attorney or guardian is making decisions for the client, is he/she identified with supporting documents?


· DPOA/Guardian identified with no supporting documents

· Documents do not support decision authority of DPOA/Guardian





		90%

		14. Are the PCP, other professionals and service providers identified in CARE?


· PCP located within the file/SER not identified in CARE

· Professional/service provider located within fl/SER not identified in CARE





		

		15. When caregiver stress is indicated on the Caregiver Status screen, was a referral made to support services or other options discussed?


· No doc that the CM offered support services or other options to caregiver

· No doc CM addressed caregiver stress/barriers to providing care

· Other info indic cg stress, no doc of actn taken by CM to address issue

· Discussed options to prevent stress, though stress not indicated







		FINANCIAL (FIN)



		Proficiency Rating

		Questions & Responses



		

		16. Was fast track used correctly?


· Service auth for longer than 90 days w/o financial eligib being established

· PACE services were auth before financial eligib was determined

· Fast Track was used for nursing home placement (chapter 7)





		90%

		17. Is there documentation in the file that financial eligibility was verified at time of assessment?


· Screen contains old information, (i.e.: fast track) which no longer applies

· No documentation that CM verified financial eligibility at annual review

· No doc that CM verified financial eligibility at initial assessment

· No doc that CM verified financial eligibility at significant change assmnt

· Inconsistency between financial screen and information in the file





		98%

		18. Is the client financially eligible?


· Unable to verify financial eligibility for MPC, 388-72A-0060 (1) 

· Unable to verify financial eligibility for COPES, 388-72A-0055(2)

· Unable to verify financial eligibility for CHORE, 388-72A-0065 (4-6)







		MEDICAL (MED)



		Proficiency Rating

		Questions & Responses



		75%

		19. If no functional limitations are indicated on the diagnosis screen, are the limitations identified in the appropriate diagnosis comment box?


· No limitations are doc on Dx screen or Dx comment boxes





		90%

		20. Did the CM select the correct treatment based on the definition?


· Treatment details are not consistent with definition(s) in F1

· Other information within CARE does not support treatment selected

· Other information within CARE does not support program selected

· Other information within CARE does not support skilled therapy selected

· Other infor within CARE does not support Rehab/Restorative Care selected

· Other info within CARE does not support Rehab/Restorative Tr selected





		90%

		21. Did the CM select appropriate treatments/therapies/programs/rehabilitative care or training as indicated by other information in CARE/file?


· Appropriate Tx was not selected as indicated by other info in CARE/file

· App skilled Therapy was not sel as indicated by other info in CARE/file

· App Prog was not selected as indicated by other information in CARE/file

· App Rehab/rest care was not selected as indic by other info in CARE/file

· App Rehab/rest train was not selected as indic by other info in CARE/file





		90%

		22. If the client is receiving any skilled tx/med administration from another person, is that person a licensed professional, immediate fam member, paid provider under self-directed care or nurse delegation?


· Bowel Prog not prov by lic prof, deleg., family, inf cg, SDC

· Chemotherapy not prov by lic prof, family , inf cg

· Cont Pos Pressure not prov by lic prof, dele, family , inf cg,SDC

· Dialysis not provided by a lic prof, family , inf cg 

· Blood glucose monit not done by lic prof, dele or family , inf cg, SDC

· Indwelling catheter care not provided by lic prof, dele, family , inf cg,SDC

· Intermittent catheter care not prov by lic prof, dele, family , inf cg,SDC

· Injections not provided by lic prof, family , inf cg, SDC

· IV medications not provided by lic prof, family , inf cg, SDC

· IV Management not provided by lic prof, family , inf cg, SDC

· Monitoring acute medical condition not provided by a licensed nurse 

· Occupational Therapy not provided by licensed therapist ,COTA, SDC

· Ostomy care not provided by a lic prof, delegated, family , inf cg

· Oxygen not provided by a lic prof, delegated, family , inf cg

· Physical Therapy not provided by licensed therapist, PTA SDC

· Radiation not provided by a licensed therapist 

· Resistive Range of Motion not provided by licensed therapist, SDC

· Respiratory Therapy not provided by licensed therapist, QRN SDC

· Routine Lab not provided by lic prof, family , inf cg,.SDC 

· Speech Therapy not provided by licensed therapist, SDC

· Suctioning not provided by lic prof, deleg or family , inf cg, SDC

· Tracheostomy care not provided by a lic prof, family , inf cg, SDC

· Transfusion not provided by a licensed professional

· Tube feedings not provided by lic prof or family , inf cg

· Ventilator or Respirator - not prov by a lic prof, family , inf cg

· Wound Care not provided by lic prof, deleg family , inf cg, SDC

· Caregiver does not meet the requirements to administer RX, WAC 246-888-020

· CARE or file information is inconsistent with client's needs & abilities

· Unable to verify if caregiver can legally administer RX, WAC 246-888-020

· App of dressngs not prov by lic prof, family, inf cg, SDC; deleg not simple

· App of med/oint not prov by lic prof, fam, inf cg, SDC; deleg not simple

· Enemas/irrigations were not provi by a lic prof, family, dele,SDC

· Gastr/Peg tube feeding was not prov by lic prof, family, inf cg deleg,SDC 

· Medication was not administered by lic prof, family , inf cg, deleg, SDC

· OTHER was not provided by lic prof, family , inf cg deleg, SDC





		75%

		23. If pain is indicated and pain treatment is not in place or effective, is there documentation that a referral was discussed with the client?


· *No doc in comment box that a referral was discussed with the client





		90%

		24. Is the Med Management coding consistent with other information on the screen?


· Coding is not consistent with strengths

· Coding is not consistent with limitations

· Coding is not consistent with caregiver instructions

· Coding is not consistent with comments in comment box







		INDICATORS (IN)



		Proficiency Rating

		Questions & Responses



		90%

		25. Does the coding in the pressure ulcer bucket relate only to pressure ulcers and not other skin issues?


· Doc indicates a scrape or other skin problems, not a pressure ulcer 

· Based on other information in the file/assessment coding is not accurate





		90%

		26. Is there consistency between pressure ulcers and number of ulcers?


· Pressure ulcer identified, but number of ulcers is not identified

· Pressure ulcer identified as skin intact, but number of ulcer is greater than 0





		90%

		27. If “other preventative/protective care” is indicated in skin care is there supporting documentation?


· No documentation to describe 'Other preventative/protective care'





		90%

		28. Is the turning and repositioning program consistent with other areas in the assessment?


· Turning/ repositioning program identified, no doc to support

· Client is total dependence in bed mobility; t/r program is not identified 

· Turning/repositioning prog iden, not indicated in cg inst in Bed Mob scr







		PSYCH/SOCIAL (PSS)



		Proficiency Rating

		Questions & Responses



		

		29. If the individual is RSN enrolled, and eligible for MPC, was a 13-712, Medicaid Personal Care Client RSN Transmittal form, with a decision regarding RSN payment received prior to service authorization?


· No 13-712 with decision was received from the RSN prior to service auth

· No 13-712 submitted to RSN for decision prior to service auth





		75%

		30. Is decision-making coded appropriately based on other information on the screen/within CARE?


· Decision making not consistent with scoring cl's ability to supervise cg 

· Decision making not consistent with cl’s ability to self-direct his care

· Decision making not consistent with MMSE score

· Decision making not consistent with primary source of information

· Decision making not consistent with info on Behavior sc.

· Decision making not consistent with info ADL screens

· Decision making not consistent with info re basic tasks





		90%

		31. If the assessment indicated client is unable to always supervise the individual provider is there documentation as to how this supervision will occur?


· No documentation as to who will be supervising IP, WAC 388-71-0505 

· Paid provider was identified as individual providing supervision





		75%

		32. Are the responses for short-term memory consistent with delayed recall in the MMSE or documentation why not?


· ST memory problem identified, but delayed recall indicates no problem 

· ST memory problem marked OK, but delayed recall indicates problem 

· No documentation to explain inconsistency





		75%

		33. If there is inconsistency between the MMSE and CPS scores is there documentation to describe the reason?


· No documentation to explain inconsistency 

· Documentation does not support reason for inconsistency





		

		34. Is each selected behavior consistent with other documentation in the assessment/file?


· Doc supporting selected behavior is not consistent with def of behavior

· Beh indicated in other parts of the assmt/file not identified on beh sc





		75%

		35. For each current behavior or past behavior addressed with current interventions, is there information in the comment box to describe interventions to alter behavior?


· No doc to describe the interventions of how current behavior is altered 

· No doc to desc interventions for past behaviors w/ cur interv in place





		

		36. Is the caregivers’ ability to sleep uninterrupted for 5 hours consistent with other documentation within the assessment?


· CM selected no, but cl able to toilet self and requires no cg ntervene

· CM selected no, but cl sleeps through the night

· CM selected yes, but cl requires a turning/repositioning program

· CM selected yes, but cl wanders at night requiring cg interventions 

· CM selected yes, but cl has tx which require cg interventions at night

· CM selected yes, but cl requires cg assistance at night





		75%

		37. If there is an indication that the client is unable to evacuate in an emergency, is there a plan in place to address this?


· Cg instructions do not include evacuation plan 

· Doc doesn’t support/discuss client’s ability to evacuate in an emergency





		90%

		38. If lack of immediate care would pose a serious threat to the health and welfare of the client (i.e.: usual Caregiver unavailable, natural disaster, inclement weather) is there a detailed backup plan?


· Backup care giver not indicated if needed 

· Backup plan not detailed to client’s specific needs on Loc Out or comments

· Not addressed in environmental screen if appropriate





		75%

		39. Is there documentation that mandatory and other referrals were discussed and/or made (i.e.: APS, CRU, drug/alcohol, depression, suicide, treatments)?


· APS referral not made 

· CRU referral not made 

· Drug/alcohol referral not followed through 

· Depression referral not followed through 

· Mental health referral not made

· Treatment referral not followed through







		PERSONAL ELEMENTS/SAFETY (PES)



		Proficiency Rating

		Questions & Responses



		75%

		1. If there is an indication that the client is unable to evacuate in an emergency, is there a plan in place to address this?


· Cg instructions do not include evacuation plan  


· Doc doesn't support/discuss client's ability to evacuate in an emergency


· No doc of levels of evacuation plan in AFH



		90%

		2. If lack of immediate care would pose a serious threat to the health and welfare of the client (i.e.: usual Caregiver unavailable, natural disaster, inclement weather) is there a detailed backup plan?


· Backup care giver not indicated if needed  


· Backup plan not detailed to client’s specific needs on Loc Out or comments


· Not addressed in environmental screen if appropriate



		75%

		3. Is there documentation that mandatory and other referrals were discussed and/or made (i.e.: APS, CRU, drug/alcohol, depression, suicide, treatments)?


· APS referral not made


· CRU referral not made


· Drug/alcohol referral not followed through


· Depression referral not followed through


· Mental health referral not made


· Treatment referral not followed through





		CONSISTENCY (CON)



		Proficiency Rating

		Questions & Responses



		

		4. If Self-performance = limited, is support provided code consistent with this determination?



		

		40a. Locomotion in Room (L)


· Can’t have ‘No setup or phys help’ in Sup Prov’ w/ ‘Limited’ in Self Perf

· Can’t have ‘Setup only’ in Sup Prov w/ ‘Limited’ in Self Perf

· Can’t have ‘Didn’t occur for entire 7 dys’ in Sup Prov w ‘Limitd’ Self Perf





		

		40.b. Locomotion Outside of Room (L)


· Can’t have ‘No setup or phys help’ in Sup Prov’ w/ ‘Limited’ in Self Perf

· Can’t have ‘Setup only’ in Sup Prov w/ ‘Limited’ in Self Perf

· Can’t have ‘Didn’t occur for entire 7 dys’ in Sup Prov w ‘Limitd’ Self Perf





		

		40c. Walk in Room (L)


· Can’t have ‘No setup or phys help’ in Sup Prov’ w/ ‘Limited’ in Self Perf

· Can’t have ‘Setup only’ in Sup Prov w/ ‘Limited’ in Self Perf

· Can’t have ‘Didn’t occur for entire 7 dys’ in Sup Prov w ‘Limitd’ Self Perf





		90%

		40d. Bed Mobility (L)


· Can’t have ‘No setup or phys help’ in Sup Prov’ w/ ‘Limited’ in Self Perf

· Can’t have ‘Setup only’ in Sup Prov w/ ‘Limited’ in Self Perf

· Can’t have ‘Didn’t occur for entire 7 dys’ in Sup Prov w ‘Limitd’ Self Perf





		90%

		40e Transfers (L)


· Can’t have ‘No setup or phys help’ in Sup Prov’ w/ ‘Limited’ in Self Perf

· Can’t have ‘Setup only’ in Sup Prov w/ ‘Limited’ in Self Perf

· Can’t have ‘Didn’t occur for entire 7 dys’ in Sup Prov w ‘Limitd’ Self Perf





		90%

		40f Toilet Use (L)


· Can’t have ‘No setup or phys help’ in Sup Prov’ w/ ‘Limited’ in Self Perf

· Can’t have ‘Setup only’ in Sup Prov w/ ‘Limited’ in Self Perf

· Can’t have ‘Didn’t occur for entire 7 dys’ in Sup Prov w ‘Limitd’ Self Perf





		90%

		40gEating (L)


· Can’t have ‘No setup or phys help’ in Sup Prov’ w/ ‘Limited’ in Self Perf

· Can’t have ‘Setup only’ in Sup Prov w/ ‘Limited’ in Self Perf

· Can’t have ‘Didn’t occur for entire 7 dys’ in Sup Prov w ‘Limitd’ Self Perf





		90%

		40hBathing (L)


· Can't have ‘No setup or phys help’ w/ ‘Phys help with transf only’

· Can't have ‘No setup or phys help' w/ ‘Phys help in part of bathing’

· Can't have ‘Setup help only’ w/ ‘Phys help with transf only’

· Can't have ‘Setup help only' w/ ‘Phys help in part of bathing’

· Can't have ‘Didn’t occur entire 7 days’ w/ ‘Phys help with transf only’

· Can't have ‘Didn’t occur entire 7 days’ w/ ‘Phys help in part of bathing’





		90%

		40iDressing (L)


· Can’t have ‘No setup or phys help’ in Sup Prov’ w/ ‘Limited’ in Self Perf

· Can’t have ‘Setup only’ in Sup Prov w/ ‘Limited’ in Self Perf

· Can’t have ‘Didn’t occur for entire 7 dys’ in Sup Prov w ‘Limitd’ Self Perf





		90%

		40jPersonal Hygiene (L)


· Can’t have ‘No setup or phys help’ in Sup Prov’ w/ ‘Limited’ in Self Perf

· Can’t have ‘Setup only’ in Sup Prov w/ ‘Limited’ in Self Perf

· Can’t have ‘Didn’t occur for entire 7 dys’ in Sup Prov w ‘Limitd’ Self Perf





		

		5. If self-performance is scored “total dependence” is it consistent with other information on the screen?



		90%

		41a Locomotion in Room (TD)


· Coding is not consistent with strength coding 

· Coding is not consistent with limitations 

· Coding is not consistent with caregiver instructions 

· Coding is not consistent with functional limitations on diagnosis screen

· Can’t have ‘Didn‘t occur entire 7 days’ in Sup Prov w/ ‘Total’ in Self Perf





		90%

		41bLocomotion Outside of Room (TD)


· Coding is not consistent with strength coding 

· Coding is not consistent with limitations 

· Coding is not consistent with caregiver instructions 

· Coding is not consistent with functional limitations on diagnosis screen

· Can’t have ‘Didn‘t occur entire 7 days’ in Sup Prov w/ ‘Total’ in Self Perf





		90%

		41cWalk in Room (TD)


· Coding is not consistent with strength coding 

· Coding is not consistent with limitations 

· Coding is not consistent with caregiver instructions 

· Coding is not consistent with functional limitations on diagnosis screen

· Can’t have ‘Didn‘t occur entire 7 days’ in Sup Prov w/ ‘Total’ in Self Perf

· Cod should be activ didn't occur/cl not able based on other info in assmnt





		90%

		41dBed Mobility (TD)


· Coding is not consistent with strength coding 

· Coding is not consistent with limitations 

· Coding is not consistent with caregiver instructions 

· Coding is not consistent with functional limitations on diagnosis screen

· Can’t have ‘Didn‘t occur entire 7 days’ in Sup Prov w/ ‘Total’ in Self Perf





		90%

		41eTransfers (TD)


· Coding is not consistent with strength coding 

· Coding is not consistent with limitations 

· Coding is not consistent with caregiver instructions 

· Coding is not consistent with functional limitations on diagnosis screen

· Can’t have ‘Didn‘t occur entire 7 days’ in Sup Prov w/ ‘Total’ in Self Perf





		90%

		41fToilet Use (TD)


· Coding is not consistent with strength coding 

· Coding is not consistent with limitations 

· Coding is not consistent with caregiver instructions 

· Coding is not consistent with functional limitations on diagnosis screen

· Can’t have ‘Didn‘t occur entire 7 days’ in Sup Prov w/ ‘Total’ in Self Perf





		90%

		41gEating (TD)


· Coding is not consistent with strength coding 

· Coding is not consistent with limitations 

· Coding is not consistent with caregiver instructions 

· Coding is not consistent with functional limitations on diagnosis screen

· Can’t have ‘Didn‘t occur entire 7 days’ in Sup Prov w/ ‘Total’ in Self Perf





		90%

		41hBathing (TD)


· Coding is not consistent with strength coding 

· Coding is not consistent with limitations 

· Coding is not consistent with caregiver instructions 

· Coding is not consistent with functional limitations on diagnosis screen

· Can’t have ‘Didn‘t occur entire 7 days’ in Sup Prov w/ ‘Total’ in Self Perf





		90%

		41iDressing (TD)


· Coding is not consistent with strength coding 

· Coding is not consistent with limitations 

· Coding is not consistent with caregiver instructions 

· Coding is not consistent with functional limitations on diagnosis screen

· Can’t have ‘Didn‘t occur entire 7 days’ in Sup Prov w/ ‘Total’ in Self Perf





		90%

		41jPersonal Hygiene (TD)


· Coding is not consistent with strength coding 

· Coding is not consistent with limitations 

· Coding is not consistent with caregiver instructions 

· Coding is not consistent with functional limitations on diagnosis screen

· Can’t have ‘Didn‘t occur entire 7 days’ in Sup Prov w/ ‘Total’ in Self Perf





		

		Are items in CARE detailed and consistent with other information within CARE and/or the file?


· Inconsistent documentation between client diagnosis and limitations


· Med management self perf coding inconsistent with cognitive status


· CARE ADL/IADL self perf doc inconsistent w/ NSA/NSP/NCP self perf in file


· Mismatch of task assignment to caregivers in Support Screen


· Other








		CP(S)



		Proficiency Rating

		Questions & Responses



		90%

		6. Does documentation within the assessment show that non-ADSA resources/informal supports were reflected in the determination of unmet needs, thus supporting authorized services?


· Status coded as unmet even though task assigned to informal cg

· Status coded as unmet even though task assigned to non-ADSA resource

· Status coded as unmet even though doc in fl of informal cg

· Status coded as unmet even though doc in fl of non-ADSA resource 

· Informal cg iden in CC sc not brought forward to support sc 

· Non ADSA resource iden in CC screen not brought forward to support sc





		75%

		7. Was a separate schedule documented for each provider/program assigned to meet the client’s needs/preference?


· Schedule was not provided for informal provider 

· Schedule was not provided for paid provider 

· Schedule was not provided for other programs

· Schedule has overlap serv/time





		90%

		8. Are all personal care and waiver providers authorized on SSPS assigned a need within the assessment details or service summary?


· HDM paid for in SSPS is not assigned in AD or service summary

· PERS paid for in SSPS is not assigned in AD or service summary

· Personal care pr paid in SSPS is not assigned in AD or service summary

· Specialized Med Equip paid in SSPS not assigned in AD or service summary

· Environmental Mod paid for in SSPS is not assigned in AD or service summary

· Client Training paid for in SSPS is not assigned in AD or service summary

· Skilled Nursing paid for in SSPS is not assigned in AD or service summary

· Adult Day Care paid for in SSPS is not assigned in AD or service summary

· Home Health Aide paid for in SSPS is not assigned in AD or service summary

· Nurse Delegation paid for in SSPS is not assigned in AD or service summary

· Transportation paid for in SSPS is not assigned in AD or service summary

· Other







		CP



		Proficiency Rating

		Questions & Responses



		90%

		9. Based on WAC criteria was the correct program authorized?


· Client does not meet COPES eligibility, WAC 388-72A-0055 

· Client does not meet MPC eligibility, WAC 388-72A-0060 

· MPC eligible-needs are beyond amount, duration or scope

· Cl is MPC eligible-needs can be met under MPC, WAC 388-72A-0055(3)(a)

· Client does not live in the PACE service area WAC 388-71-0820 

· Cl is not 55 or older and meets the blind or disabled criteria 

· Client is not NFLOC as WAC 388-72A-0055(4) 

· Cl doesn't appear to need NFLOC within next 6 months/absence PACE svs





		

		10. If the client is attending ADH, does he/she meet the eligibility criteria as outlined in WAC 388-71-0710?


· Client is not enrolled in eligible medical program – See WAC 388-71-0710

· Cl doesn't have unmet skilled nursing/rehab therapy need

· Cl does have nursing/rehab need, doesn’t meet WAC 388-71-0710(C)(i-iii)

· Client can indepen perform/obtain services provided at an ADH center 

· Cl's care needs exceed scope of services that ADH center able to provide 

· Cl’s care needs don't need to be provided/ supervised by nurse/ therapist 

· Client’s skilled care needs are being met by paid or unpaid caregivers

· Client’s care needs can be met in a less structured setting

· Cl does not appear to be able to participate safely in a grp care setting





		75%

		11. If the client is residing in or moving into an AFH, does it have the specialty designation required to meet the needs of the client?


· AFH does not have the specialty designation required for dementia

· AFH does not have the specialty designation required for mental illness

· AFH does not have specialty designation required for DD





		

		12. Does information within CARE support the CM response to the need for Necessary Supplemental Accommodation?


· Cl iden self as requiring NSA to have equal access to program/services 

· Client has a mental impairment, no NSA plan in place 

· Client has a developmental disability, no NSA plan in place 

· Client is unable to read or write in any language, no NSA plan in place 

· Client has cognitive limitations, no NSA plan in place 

· Client is disabled by alcohol or drug addition, no NSA plan in place





		90%

		13. Did the client/representative agree to the care plan as outlined in ch. 3?


· No doc CM obtain verbal consent prior to service authorization 

· No doc CM obtain written consent prior to service authorization 

· No documentation signature page sent to client for signature 

· No doc that CM followed other steps after obtaining verbal consent 

· Signature was not obtained at the next face-to-face visit with the client 

· No doc individual approving care plan is auth by cl to act on cl behalf 

· No doc to indic actions taken by CM when indiv refuses to sign care plan





		QAS Only

		14. Are the care needs identified in PACE consistent with those in CARE?


· Care needs identified in PACE are not consistent with those in CARE







		NURSE REFERRAL (NR)



		Proficiency Rating

		Questions & Responses



		

		15. If a critical indicator is listed on the nursing referral screen is there documentation that the referral was made or reason why not.


· Reason for no referral for NS not consistent w/other info in file/assmt

· CI is identified but CM did not document if a referral was made or not 

· CI is iden but CM didn’t select or doc the reason for making the referral 

· CI is iden but CM didn’t select or doc the reason for not making referral





		

		16. If a nursing referral was made is there documentation that CM follow-up occurred?


No doc that CM followed up on status of cl/cg education referral

· No doc that CM followed up on status of incontinence planning referral

· No doc that CM followed up on status of medication concerns referral

· No doc that CM followed up on status of nutrition concerns referral

· No doc that CM followed up on status of recent falls referral

· No doc that CM followed up on status of recent hospitalization referral

· No doc that CM followed up on status of skin concerns referral

· No doc that CM followed up on status of skin protocol referral

· No doc that CM followed up on status of symptoms affecting plan 

· No documentation that the CM followed up on Treatment referral

· No doc that the CM followed up on Rehab/Restorative care referral 

· No doc that the CM followed up on Rehab/Restorative training referral 

· No doc that the CM followed up on Unstable/potentially unstable dx





		

		17. If a nursing referral was made is there documentation that nurse follow-up occurred?


· No doc that the nurse followed up on the skin concerns referral 

· No doc that the nurse followed up on the skin protocol referral 

· No doc that the nurse f-up on the referral for symptoms affecting plan 

· No documentation that the nurse followed up on Treatment referral 

· No doc the nurse followed up on Rehab/Restorative care referral 

· No doc the nurse followed up on Rehab/Restorative training referral 

· No doc the nurse followed up on Unstable/potentially unstable diagnosis 

· No doc that the nurse followed up on the skin protocol referral 

· No doc that the nurse f-up on the referral for symptoms affecting plan 

· No documentation that the nurse followed up on Treatment referral 

· No doc the nurse followed up on Rehab/Restorative care referral 

· No doc the nurse followed up on Rehab/Restorative training referral 

· No doc the nurse followed up on Unstable/potentially unstable diagnosis





		

		18. If a referral for nurse delegation is indicated, did the CM meet the requirements outlined in Ch 13 of the LTC manual?


· Client was not referred for nurse delegation assmt prior to placement 

· Referral made to RN not under contract to delegate 

· No documentation that the CM sent the AD/SS to the delegating RN 

· Assessment does not reflect need for tasks that are being delegated 

· Support screen not updated to reflect tasks that are being delegated 

· Nurse delegation is not documented within CARE







		NURSE DELEGATION (ND)



		Proficiency Rating

		Questions & Responses



		QAS Only

		19. Was the delegated task allowable by RCW 18.79?


· Delegated task requires sterile procedures

· Delegated task is a medication that requires injection 

· Delegated task involves maintenance of central intravenous lines 

· Delegated task req nursing judgmnt 





		QAS Only

		20. Is the required documentation in the client’s nurse delegation file?


· No doc that RN verif that the prov is currently NAC/R in good standing


· No doc that RN verif NAC/R compl cg trng and deleg trng before deleg task


· No documentation that patient consent was obtained appropriately


· No doc that RND performed initial System by System nursing assessment 

· No doc RND performed Sys by Sys reassmnt every 90 days or more often


· No doc assessment occurred @ change in cl’s tx/ procedures or meds


· No doc that communication occurred as needed with the CM





		QAS Only

		21. Did the RN provide specific written delegation instructions to the nursing assistant?


· No documentation of specific, written delegation instructions.





		QAS Only

		22. Did the RN provide the training and supervision as required?


· No documentation that training of task occurred 

· No doc RN initially deter NAC/R competency to perform delegated task 

· No doc RN supervision of  performance of delegated task occurred at least every 90 days





		QAS Only

		23. Did the RN follow the process outlined in WAC 246-840-950 regarding the delegation changes?


· No documentation that the RN delegated new task to caregiver 

· No doc RN verified change in medication with the health care provider 

· No doc RN verified change in treatments and/or procedures with HCP

· No doc RN eval cl's condition and it remains approp for continuing deleg







		INDIVIDUAL PROVIDER (IP)



		Proficiency Rating

		Questions & Responses



		90%

		24. Did the CM follow the requirements around Background inquiry as outlined in the LTC manual?


· No documentation to verify that WATCH was completed

· Watch run after contracting

· Unable to verify that the background inquiry was sent to BCCU.

· BG inquiry returned incomplete by BBCU, no indication CM resubmitted.





		90%

		25. Did the provider complete required training within the specified timeframes?


· No evidence that the IP completed orientation, WAC 388-71-05695 

· Orientation not completed within 14 days of employment WAC 388-71-05695 

· Unable to verify if IP completed BT, record not found WAC 388-71-05725

· Basic training not completed, WAC 388-71-05730 

· Basic training was completed, but not within 120 days of 1st DSHS employ

· Unable to verify if IP completed CE; record not found WAC 388-71-05799

· IP completed less than 10 hrs of CE, WAC 388-71-05780 

· No doc found to verify that IP has completed any CE training within IP file





		90%

		26. Did the CM meet the contracting requirements as outlined in the LTC manual?


· Unable to locate IP contract, WAC 388-71-0510 (4) 

· Contract is incomplete 

· Contract expired and services are still being provided 

· Contract not completed prior to authorization 

· No evidence that IP contract was terminated as per WAC 388-71-0540 

· Contract altered 

· Contract inaccurate

· Unable to verify that steps were taken to terminate IP contract

· Fingerprinting was not completed as indicated





		90%

		27. Are SSPS IP authorizations correct (excluding participation)?


· 9 code used, no ETR in file 

· 9 code used, ETR in file is not current 

· ETR - not all lines are opened with a 9 code, MB 01-12 

· Code not used correctly 

· Two lines authorized for same service and time period 

· Unable to verify participation from documentation in file 

· Amount on SSPS does not match current ACES/Award letter, 14-404/443 

· Participation is not first active line, MB 01-12

· Participation was not fully assigned for all services 

· SSPS services not authorized within CARE 

· RSN reason code is not correct 

· SSPS client details is not correct

· All ETR authorizations do not reflect "9" code

· Correct code use, wrong rate







		SSPS



		Proficiency Rating

		Questions & Responses



		90%

		28. Was assessment moved to current prior to SSPS begin date?


· Begin date of SSPS is prior to date assessment was moved to current





		90%

		29. Is participation correct (excluding IP providers) and verification documented in the file?


· No verification of participation in file

· Participation amount on SSPS is incorrect

· Participation is not on 1st active line, Ch 7

· Participation was not fully assigned for all services





		90%

		30. Are SSPS authorizations correct (excluding IP Providers)?


· 9 code used, ETR in file is not current 

· ETR–not all lines are open with a “9” code (except part. & skilled nursing)

· Hours were not adjusted for home delivered meals 

· Hours were not adjusted for home health aide 

· Hours were not adjusted for adult day care 

· Two lines authorized for same service and time period 

· Authorization exceeds 20 units (Ch. 13) for nurse delegation 

· Appropriate nurse deleg code not used to reflect appropriate setting 

· Nurse delegation authorized for client in a boarding home (Ch. 13) 

· Bed hold not completed when client was out of residential setting

· Bed hold not terminated after client return to residential setting

· RSN reason code is not correct

· Wrong rate used

· SSPS services not authorized within CARE 

· Wrong provider paid for services

· SSPS code not terminated timely

· Conflicting programs opened at the same time

· SSPS terminated incorrectly

· Other





		

		31. Was SSPS extended beyond 12 months without an annual or a face-to-face significant change assessment?


· Services were extended or reauthorized without a current assessment







		WAIVERS



		Proficiency Rating

		Questions & Responses



		

		32. For each waiver service, were services auth according to WAC 388-71-0415?



		90%

		68a PERS


· No doc sv necessary to enable cl to secure help in an emergency

· No documentation that client lives alone 

· No documentation that client is alone for sig parts of the day w/o CG

· Client does not meet COPES eligibility





		90%

		68b Home Delivered Meals


· Client is receiving more than 1 meal per day, WAC 388-71-0415(3) 

· No doc the cl is homebound or lives in own home

· No documentation that client is unable to prepare meals 

· Doc shows caregiver available to prepare meal

· Client does not meet COPES eligibility





		90%

		68c Skilled Nursing


· No documentation that task is beyond that which is provided by MAA

· Doc ind svs replaced/not addtn to svcs req by DSHS in res settings

· Client does not meet COPES eligibility





		90%

		68d Adult Day Care


· Client is eligible for services under the state plan, WAC 388-71-0415(1) 

· Client was authorized for ADC while living in EARC, AL, AFH

· Doc indic ADC svcs can be met by existing pd or unpd caregiver

· Client does not meet COPES eligibility





		90%

		68e Environmental Modification


· Funds not used for minor adaptation to cl home 

· No doc the mod is necessary to ensure health, welfare, safety of client

· No documentation that modification enables more independence in home

· No doc that modification benefits client medically or remedially

· Mod is for general utility or adds to total square footage

· Client does not meet COPES eligibility





		90%

		68f Transportation


· No doc transportation provided meets a therapeutic goal 

· Doc that transportation replaces Medicaid brokered trans 

· Doc that transp authorized is also available in the community

· Doc shws trans replaces svs req by DSHS contract in res settings

· Client does not meet COPES eligibility





		90%

		68g Home Health Aide


· No doc svc inc health-related asst w/ amb, exrcse, med admn or pers care

· No doc svs beyond amnt, duration or scope of Medicaid reimb home hlth svs

· Doc shows Home Health Aide tasks replace Medicare home health services

· Client does not meet COPES eligibility





		90%

		68h Client Training


· No doc training listed works toward a therapeutic goal 

· Doc that svs replaced/not addtn to svcs req by DSHS in res settings

· Client does not meet COPES eligibility





		90%

		68i Specialized Medical Equipment


· No doc that equipment is medically necessary under WAC 388-500-0005

· No doc equipment necessary for life support

· No doc equip increases cl's ability to perform ADL's

· No doc equip helps cl perceive/control/communicate w/ the environment 

· No doc equip medically or remedially beneficial

· Doc shws equip replaces/not addtn to equip/supl prov by Medicare/Medicaid

· Doc shws equip replaces/not adtn to equip req by DSHS in res settings

· Client does not meet COPES eligibility





		90%

		68j In-Home Nurse Delegation


· Doc shows client not living in own home

· No doc cl is rec care from RNA/CNA who has compl ND core trng

· Doc shows that task identified for ND is not allowed

· Client does not meet COPES eligibility







		DOCUMENTS



		Proficiency Rating

		Questions & Responses



		90%

		33. Is a completed 14-225 - Acknowledgement of Services indicating client choice in the file?


· 14-225 Acknowledgement of Services not in the file

· 14-225 Acknowledgement of Services not completed correctly

· 14-225 Acknowledgement of Services completed for incorrect program





		75%

		34. Are the required documents completed correctly and in the file?


· 14-012 Consent Form not completed correctly-See MB03-20, MB03-28 

· 14-012 Consent Form not in file-See MB03-20, MB03-28 

· 14-405 Planned Action Notice not completed correctly

· 14-405 - Planned Action Notice not in the file 

· Initial ADH Planned Action Notice not in the file-See MB03-73

· Authorizing ADH Planned Action Notice not in the file-See MB03-73

· ADH 90 Day review not in the file-See MB03-73

· 10-234 Indiv w/ Challenging Support Issues not completed correctly 

· 10-234 Indiv w/ Challenging Support Issues not in the file

· 13-692 AFH Dementia Specialty Plcment Criteria not completed correctly 

· 13-692 AFH Dementia Specialty Plcment Criteria not in the file

· 13-713 Fast Track Form not completed correctly

· 13-713 Fast Track Form not in the file

· Notice to CL Who Employ an IP not completed correctly-See MB3-01

· Notice to CL Who Employ an IP not in the file-See MB3-01







		SKIN OBSERVATION PROTOCOL (SOP)



		Proficiency Rating

		Questions & Responses



		

		35. If observation was not required, were the appropriate steps taken for the following elements?






		90%

		71a Skin Observation Protocol is triggered and a non-professional is providing the care.


· No doc why HCS/AAA Nurse did not respond same day as assessment 

· No doc that the tx provided reviewed with the caregiver

· No doc that the tx provided reviewed with the client

· No doc of treatment being provided and who authorized tx

· No doc that verified the cg is checking all pressure points 

· No doc that educ materials about pressure points distributed to cg 

· No doc that educ materials about pressure points distrib to client

· No doc that service plan revised to reflect recommended changes





		90%

		71b Skin Observation Protocol is triggered, there is a problem over pressure points and a professional is providing the care.


· No documentation verifying with HCP that a treatment plan is in place 

· No doc verifying HCP saw cl’s skin w/in 7 days/outlined in the tx plan

· No doc of com w/ HCP w/in 5 days to verify all pressure pts being cked

· No doc of com w/ HCP w/in 5 days to verify cl’s response to tx

· No doc of req to be notified by HCP when cl disched from skin care tx

· No doc CM consulted w/ HCS/AAA RN after cl disched from skin care tx





		90%

		71c Skin Observation Protocol is triggered, client is cognitively intact AND declines skin observation – skin condition is unknown


· No doc of reasons the client refused skin observation

· No doc of appropriate alternatives offered to client 

· No doc of of referral to nursing services for consultation 

· No doc of cont PCP ASAP frm date of assmnt to discuss skin concerns 

· No doc of advice to client of skin care issues/risks

· Documentation of client refusal of observation is not in the file

· No documentation of discussion with supervisor of client refusal





		

		36. If Observation was required, were the appropriate steps taken for the following elements?



		90%

		72a Skin Observation Protocol Triggered, but observation did not occur


· No documentation that skin observation occurred





		90%

		72b Observation Occurred - Observation Steps


· No documentation skin observation process explained to client

· No documentation that all pressure points were observed

· No documentation of the results of skin observation





		90%

		72c Observation Occurred - No Skin Problem was observed


· Recommendations doc elsewhere re prev plans but not incl in SP

· Good documentation about personalized preventative care





		90%

		72d Observation Occurred - Skin Problem Observed


· No documentation that HCP was involved or knew of the problem 

· No doc of contact with the HCP w/n 2 working days of observation

· No documentation of contact with family if no HCP involved

· No documentation of contact with family if client is refusing treatment

· No doc of contact with family if HCP is not treating skin problem

· No doc of coordination with CM for treatment referral if appropriate





		

		37. If observation is required but delayed, were the appropriate steps taken for the following elements?



		90%

		73a Observation delayed by RN or Case Manager


· Reason for delay not documented

· No documentation of plan to address barriers to observation 

· No doc of sup consul occurring w/in 1 wkng day re approaches 

· Did not follow usual CM timeframes as outlined in LTC manual 

· No doc of next obs not rescheduled w/n 2 wkng days of 1st attempted obs 

· No doc of APS/CRU referral if abuse, negl or self-negt suspected





		90%

		73bClient declines observation, is cognitively INTACT (CPS score = 0, 1, or 2) and there is evidence of skin breakdown


· No doc 911 called if emergency medical care required 

· No doc that anyone else IDed that cl is comfortable with to chk skin

· No doc that CM made immediate referral to nursing services

· No doc that observation was completed 

· No doc that coll contacts were contacted re skin issues

· No doc the skin care over pp sec of SP was rev w/ cg w/in 5 days of assmnt

· No doc that ref to hh RN/PCP w/in 2 days of assmnt

· No doc that APS/CRU ref was made same day as visit

· No doc of discussion w/ all parties (inc sup) about how to proceed

· Documentation shows appropriate steps taken according to situation





		90%

		73c Client is cognitively IMPAIRED (CPS Score 3 or more) – Observation is declined once or mildly.


· No documentation that permission was requested a second time 

· No documentation of the level of client understanding 

· Documentation shows appropriate steps for client's condition





		90%

		73d Client is cognitively IMPAIRED (CPS = 3 or more) – Observation is declined consistently.


· No doc Challenging Cases Protocol was followed 

· No doc that supervisor was consulted

· No doc that other services were offered

· No doc of reason for refusal

· No doc of referral to APS/CRU, if appropriate

· No doc of referral to 911 or CDMHP for ITA if appropriate

· No doc of referral for guardianship w AAG involvmen if approp





		90%

		73e Observation is declined due to client’s gender or culture.


· No doc supervisor was consulted ASAP to find a reasonable solution 

· Documentation shows appropriate steps taken to resolve issues







		INTER RATER RELIABILITY (IRR)



		Questions & Responses



		QAS Only

		1. Is the client functionally eligible for the program authorized?

· Based on the IRR, the client is not functionally eligible for prog auth





		QAS Only

		2. Does the reviewer’s assessment (IRR) match the case manager’s assessment unless variance is due to change(s) in client’s condition?

· Both codings for MMSE recall and STM are different between the two assmnt

· Cl iden as “No/few decisions or preferences re: ADLs” n DM in CM assmnt but IRR doesn't support

· Total ADL score varies by 5 or more points between the two assmnt

· No non-ADSA paid supports in any of ADL/IADL status box, but IRR iden them





		QAS Only

		3. Do the reviewer’s findings (IRR) indicate that client’s significant needs were identified at the time of the case manager’s assessment?

· Some, not all client’s significant needs were identified in CM assessment

· None of the client’s significant needs were identified in CM assessment

· All of the client’s significant needs were identified in the CM assessment





		QAS Only

		4. Are services furnished consistent with the needs identified and care planned for in the case manager’s assessment?

· Some, but not all services are consistent with the iden needs in CM assmnt

· None of the services are consistent with the identified needs in CM assmnt

· Service(s) provided was not identified in CM assessment







APPENDIX F: CHAPTER TRAINING QUESTIONS TC "APPENDIX F: CHAPTER TRAINING QUESTIONS" \f C \l "1" 

Quality Assurance and Improvement


CHAPTER 23

1. What is the purpose of this chapter? (Pg 1, Purpose)


2. To continue waiver programs, how does ADSA assure CMS that it is meeting its waiver requirements? (Pg 2, C)


3. Who is responsible for making corrections identified in a review? (pg 12, 3)


4. Who is the most important link in assuring that ADSA is able to achieve its mission of providing client-centered services that are well planned, efficient, and of high quality? (Pg 12, C)


5. Is a CM is required to do a home visit if the result of the IRR indicates the client has had a significant change? (Pg 17, F1)


Identify The Response Times For The Following Errors:

		

		SSPS payment errors



		

		Incorrect eligibility determinations



		

		Issues relating to provider contracting/training that needs to be addressed immediately.



		

		Errors/inconsistencies within the assessment that can be corrected (Not all errors can be corrected, i.e.: meeting a response time is not correctable and does not require correction within the 30 day time frame)



		

		Residential payment level or hours identified by the supervisor/field manager differ from those authorized by the case manager.



		

		Indications of abuse, neglect, exploitation, and client safety risks; client rights violations, or poor quality of care with no indication that a referral, investigation, and/or action occurred to address the problem.





ANSWERS ON FOLLOWING PAGE


Response Times For The Following Errors:

		3

		SSPS payment errors



		30

		Incorrect eligibility determinations



		3

		Issues relating to provider contracting/training that needs to be addressed immediately.



		30

		Errors/inconsistencies within the assessment that can be corrected (Not all errors can be corrected, i.e.: meeting a response time is not correctable and does not require correction within the 30 day time frame)



		30

		Residential payment level or hours identified by the supervisor/field manager differ from those authorized by the case manager.



		3

		Indications of abuse, neglect, exploitation, and client safety risks; client rights violations, or poor quality of care with no indication that a referral, investigation, and/or action occurred to address the problem.





Adult Protective Services



Adult Protective Services (APS) Program Management Staff are developing a parallel monitoring and quality assurance process.  This process will involve headquarter and regional APS management staff.  At this time, this chapter does not apply to APS and will be updated at a future date to reflect the APS components/responsibilities currently under development.







QAS Monitoring Overview







Telephone conferences with AAA/Regions will be held at the start of monitoring activities for each area.







Assessments (called Inter-rater Reliability or IRR assessments) will be completed at selected clients’ homes.







Data collection (called High Risk Indicators or HRI home visits) will be completed at selected clients’ homes.







Entrance and exit conferences will be held at designated AAA/Regional offices.







Review of files (called Compliance Reviews) will be completed at headquarters.







Procedure Overview







Before the start of the scheduled Initial Compliance Review for each area, QAS will send each AAA Director/Regional Administrator a list of files.  No changes to requested files should occur after this date.  If it appears a file has been altered, a new file will be requested and this activity will be documented in the final report.



NOTE: AAA/Regions should use Federal Express or United Parcel Service and headquarters will pay mailing costs.







Each AAA/Region must send all files on the list with all corresponding Individual Provider (IP) files to headquarters by the deadline indicated.







QAS will review the files at headquarters according to the standardized QA Monitoring Tool.







QAS will set deadlines when corrections will be due.







QAS will return files by mail to the appropriate AAA/Region when the review for each file is completed.







AAA/Region staff must view any completed Initial, 30-Day and Follow Up Reviews online and make corrections indicated for “no” responses.



NOTE: AAA/Region staff must synchronize CARE assessments and/or return any corrected documents required by the appropriate deadline to QAS at headquarters.







WHAT ARE THE QA POLICIES AND PROCEDURES FOR AAA/REGIONS AFTER MONITORING BY ADSA QA STAFF?







Policy:  AAA/Region staff must do the following by the specific deadlines established at the Exit Conference:



Correct all “no” responses in the Initial, 30 Day, and Follow Up Compliance Reviews.



Correct AAA/Region assessments if there are differences that are beyond acceptable variances with ADSA QAS IRR Assessments.







Procedures:



If AAA/Regional staff must make corrections for some questions on the Initial Compliance Review within 3 days of the review, a QAS (called the lead) will notify daily, each AAA/Region of these items.



After QAS completes Initial, 30 Day and Follow Up Compliance Reviews, AAA/Region staff must view completed reviews and reports online and make corrections.  Corrective Action Plans are due by set deadlines.



Each AAA/Region will be notified of any unacceptable variances between IRR assessments completed by QAS and assessments completed by AAA/Region staff.







NOTE: QA staff will discuss the procedure to correct differences with AAA/Region management as it relates to the specific file reviewed.







Inter Rater Reliability (IRR)







The QAS lead will notify the AAA Director/RA of any unacceptable variances between IRR assessments completed by QAS and assessments completed by AAA/Region staff, and discuss the procedure to correct differences with AAA/Region management as it relates to the specific file reviewed (See IRR Section)











� Provide one-to-one training for new staff.







� Some parts of this proccess occur outside of the automated QA  monitoring application.  To visually show this relationship, the shapes that outline events occurring within the monitoring application are yellow, and events that occur outside the automated QA applicion are white.
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