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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Aging and Long-Term Support Administration

Home and Community Services Division

PO Box 45600, Olympia, WA 98504-5600

H14-018 – Information
March 26, 2014 
	TO: 
	Home and Community Services (HCS) Division Regional Administrators
Area Agency on Aging (AAA) Directors

	FROM:
	Bea Rector, Director, Home and Community Services Division

	SUBJECT: 
	Release of 2013 Quality Assurance (QA) Final Report

	Purpose:
	To provide the results of the quality assurance activities for the 2013 review cycle; data for local and statewide quality improvement analysis; evidence of monitoring activities to state and federal funding sources; and to view client feedback. 

	Background:
	ALTSA has a solid history of quality assurance.  The QA team was established in HCS in 2002.  Quality assurance activities focus on compliance with federal and state rules and HCS policies, and procedures.  Compliance reviews provide evidence of accountability to state and federal funding sources. 

	What’s new, changed, or

Clarified
	The 2013 QA Final Report is attached, below.  There are no changes to the report format.

	ACTION:
	The Quality Assurance Final Report may be used to:

· Help guide local and statewide management decisions regarding where to focus tight resources; 

· Incorporate client feedback from the Participant Experience Survey to improve service delivery; and

· Evaluate the consistency regarding implementation of statewide policies. 

	Related 
REFERENCES:
ATTACHMENTS:
	None
QA Final Report:
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Proficiency with Detail:
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	CONTACT(S):
	Laura Holloway, Quality Assurance Unit Manager
(360) 725-2604

Laura.holloway@dshs.wa.gov 


                                 Nancy Brubaker, Quality Assurance Policy Manager

                                   (360) 725-2393

                                   Nancy.brubaker@dshs.wa.gov 
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ONE VISION:  Safe and healthy individuals, families, and communities. 



ONE MISSION:  We Transform Lives By: Promoting choice, independence and safety through innovative services. 



ONE CORE SET OF VALUES: Pursuit of Excellence, Collaboration, Honesty, Respect, Open Communication, Diversity, Accountability and Compassion. 



Excellence in Service

At Home & Community Services (HCS), we strive for excellence in services.  We believe quality is everyone’s business and every person within the organization must be invested in ensuring quality services are provided.  Quality assurance and improvement is a collaborative process.  It requires that HCS Headquarters (HQ), Regions, and Area Agencies on Aging (AAAs) work together as a team to improve service quality and to demonstrate performance accountability.  It is within the framework of these goals that the quality assurance team presents the following 2013 Quality Assurance Final Report.

[bookmark: _Toc381189340]Changes to the QA Review Process for 2013

We consider quality assurance to be a dynamic process.  Since 2002, the HCS quality assurance program at the ALTSA HQ has been evolving.  After each audit cycle, ALTSA examines and refines the process to prioritize and target areas to work on.  The objectives for all quality assurance work are: 

· to ensure that all services promote health, safety, and self-determination for all participants; 

· to advance efficient and effective practices in service delivery; and 

· to ensure federal and state assurances are met.



Changes to the 2013 QA Review process included:

· Added 8 New Freedom questions and 5 New Freedom Focused Review Questions for the Financial Management Services Audit. 

· Added a question to determine if a significant change assessment was performed when appropriate. 

· IP question #2 was reworded so that it could be answered “yes” or “no”.  The way the question was worded previously resulted in a majority of the cases being answered as “not applicable.”   







[bookmark: _Toc381189341]Quality Assurance
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The Quality Assurance Final Report presents an overview of quality assurance activities and statistical data compiled and analyzed for the 2013 audit cycle.  The quality assurance process informs staff and provides data, evaluation, and analysis to: 

· Guide management decisions;

· Ensure consistency in implementation of statewide policies;

· Evaluate compliance with state and federal policies, regulations, laws, and Federal Funding Participation (FFP) requirements to guarantee federal match for ATLSA programs; and

· Present evidence related to the implementation of its quality management strategy for oversight reviews by CMS.  

An Executive Summary of the Final Report is available in a PowerPoint Presentation through the QA team.

[bookmark: _Toc381189342]Final Report Process



To develop the report, the quality assurance team analyzed and evaluated all of the data collected over the last audit cycle.  To get Best Practices, team members assembled trainings, policies, and practices that local HCS offices and AAAs found particularly useful in increasing their proficiency.  The QA members asked permission of the staff in that area to share these best practices with the rest of the agency through the Quality Assurance Intranet web site.  



The policy clarifications in this report are a result of Change Committee decisions.  The Change Committee addresses field office unresolved challenges to the audit findings and interprets policies.  The Change Committee consists of the QA Policy Manager, the QA lead for the area audited, a field representative, a headquarters policy manager, and a State Unit on Aging Manager.  As it is our goal as an agency to promote continuous quality improvement across the state, it is the intent of this report to share lessons learned during the annual audit cycle.  



Based on a review of the results of the entire quality assurance process and the statewide QA proficiencies, the HCS Executive Management team identified the following priorities for quality improvement activities for 2013:

· Development of training on assessment of informal supports reflected in the determination of unmet needs which will be completed in early 2014, and

· Development of training on behaviors and behavioral interventions that was implemented in May 2013.



In addition, in early 2013, the Executive Management team identified new priorities for quality improvement activities for 2013 which will continue in 2014:

· Review of the skin observations protocol and identify steps to improve understanding and accuracy of implementation of the skin observation protocol, and

· Nursing referrals and nursing services.





2013 Audit Cycle





HCS’ Quality Assurance Staff (QAS) began the 2013 audit cycle in January 2013.  The audit cycle was comprised of the following activities for 2013, which are described later in this document:  

· The Compliance Review

· Focused Reviews

· Exception to Rule (ETR) Rate/Hour Reviews

· Individual Provider (IP) Timesheet Reviews

· Roads to Community Living (RCL) Surveys

· Client Services Verification Surveys

· Payments after Death Review

· FMS New Freedom Audit

In addition to the QAS review, HCS policy requires that supervisors and other managers in the AAA and HCS offices complete a minimum of three file review cycles annually for each case manager/social worker employed in their agency six months or longer in the QA Tool.  





[bookmark: _Toc350242435][bookmark: _Toc381189343]The Compliance Review



An identical review process across all offices ensures a consistent level of quality and accountability.  Each program was reviewed by the same staff, using the same QA tool, and was held to the same standards for key case management functions.  For the 2013 audit cycle, a statistically valid sample of assessments, case files, and individual provider files were reviewed by the QAS team for each HCS program.  Throughout the audit cycle, the same 16 questions were reviewed (see questions in Appendix A). 

1483 client files were reviewed.

384 Individual provider files were reviewed.



[bookmark: _Toc350242436]Between January and October 2013, ALTSA QAS completed a statewide compliance review for all nine HCS community based programs, which included reviewing assessments and client files from 13 Area Agencies on Aging (AAAs) and three regional HCS offices.  Between August and October, the QA team completed a focused review on individual providers (IP).  Details of the IP compliance review are listed in Appendix B.  Details of the results for consistency questions are listed in Appendix C. Details of the other QA activities, including the IP timesheet reviews and client services verification surveys, are listed in the remaining appendices.  

[bookmark: _Toc381189344]Review Sample

[bookmark: _Toc350242437]For the 2013 audit cycle, QAS reviewed a statistically significant sample of assessments and case files for each HCS administered program.  This methodology meets the Centers for Medicare and Medicaid Services’ requirements for sampling.



For this audit cycle, each area’s sample was determined by multiplying the percent of the total program population in that area by the sample size.   Due to this proportionate sample methodology, an area may have had fewer files reviewed or depending on the programs offered in that area, they may have had many more.   

[bookmark: _Toc381189345]Proficiencies

The expected proficiency for 15 of the 16 questions is 90 percent, with one question having an expected proficiency of 98 percent.   For most of the questions, more than one No Response may be selected for any question, which may result in the number of No Responses being greater than the total times a “no” was selected as an outcome.  



Proficiencies are calculated by dividing the total number of questions answered “yes” by the total number that applied in that area -- # yes/(# yes + # no).  The proficiency percentage is rounded to the nearest whole number.  Questions that were answered NA were not included in the calculation.  



Throughout the 2013 audit cycle, all the questions and No Responses remained the same.



In aggregate, at the initial review, statewide proficiency was 91 percent.  This is an increase of 2 percent over the 2012 statewide proficiency.  Between programs, the proficiency ranged from 88 percent to 96 percent.   In comparison, the range for the 2012 review was 86 percent to 93 percent.

[bookmark: _Toc350242438]
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Statewide proficiencies with details for the individual questions at initial review are listed in here.  

[bookmark: _Toc350242439][bookmark: _Toc381189347]Comparing Past Audit Cycle with Current Audit Cycle
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For the 2013 audit cycle, QAS tracked all of the remediation actions taken to correct issues and time frames for their completion.



Statewide for all questions and all programs, of the 8.4 percent that required remediation, 99 percent of the corrections were made within 30 days of the initial review.  Less than one percent (0.5 percent) of the corrections was made within the 60 day review. There were three cases (0.5 percent) made after 60 days of the initial review.  In most cases, these corrections happened within days of the 60 day deadline.  













Comparison of Overall Proficiency for 16 Review Questions



The following chart compares the statewide proficiency for each of the questions.  Statewide expected proficiency was met or exceeded for nine of the 16 questions.  Statewide proficiencies ranged from 78 percent to 100 percent for the individual questions.  Details of the compliance review, including the questions, are listed in Appendix B.









	

Comparison of Overall Proficiency for Eight New Freedom Questions











IP Focused and Timesheet Review



For the 2013 review, a statistically valid sample of Individual Provider files was reviewed at the end of the general review.  Three questions were addressed, dealing with background checks, training, and contracts, which are all necessary to be a qualified provider.  In addition, the HCS QA team, in conjunction with the DDD QA team, completed a review of a statistically valid sample of IP timesheets.  Hours recorded on the IP timesheets were compared with the hours the IP claimed in SSPS.  Details about the Individual Provider Timesheet Reviews are provided in Appendix D.



Details regarding the IP focused review results are included with the general review results in Appendix B.



SSPS ETR Rate/Hour Mismatch Reviews



The QA unit reviewed the 1945 cases with ETRs that were identified on mismatch reports and were generated in April, July, and September of 2013.  The intent of this project was to familiarize field staff with the report and to incorporate reviewing the report and making corrections into their monthly routine.    Details about the SSPS Exception to Rule Rate/Hour reviews are provided in Appendix E.



RCL Surveys

The QA unit administered over 1480 Roads to Community Living (RCL) Quality of Life Surveys to Money Follows the Person (MFP) participants throughout the state.  Participation in the survey is voluntary and clients may refuse to take the survey or refuse to respond to particular questions. The survey was designed by CMS. 



The survey is designed to be administered three times to each client.  The Baseline survey is conducted after the participant has been enrolled into the MFP program, but before discharge from an institution to the community.  The first follow-up survey is administered about 11 months after nursing facility discharge to the community and the second follow-up survey is administered about 24 months after discharge to the community.  Details about the Roads to Community Living Surveys are provided in Appendix F.



Client Services Verification Surveys 



The Client Services Verification Survey was conducted in 2013 to verify if clients received the services for which the department paid.  



There were 278 COPES clients and 83 New Freedom clients that participated in this telephone survey.  Details about the Client Services Verification Survey are provided in Appendix G.   



Headquarters Proficiency Improvement Plans



There were two Headquarters Proficiency Improvement Plans that were developed in 2012.  They are as follows:

· Accurately Assessing Status in CARE

· Navigating Challenging Behaviors

Additional PIPs in 2013 included the use of the Skin Observation Protocol and Nursing Referrals.  These are all discussed in Appendix H.  






Other QA Activities



For a list of other quality assurance team activities, please see Appendix I.



Statewide Proficiency with Details



For the statewide proficiency with details at initial review, please click here. 
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Supervisors and other managers in the AAA and HCS offices are expected to complete a minimum of three file review cycles annually in the QA Tool for each case manager/social worker employed in their agency one year or longer.  A review cycle includes one to two reviews of a record and is complete when all issues have been addressed and the cycle is locked.



The following spreadsheet indicates the number of case managers in which file reviews were completed but did not meet the minimum standard and the number of file reviews completed in which the standard was met for calendar year 2013.  With Supervisor reviews, there is no beginning or end to an audit cycle, and review cycles are created and completed throughout the year so there were many more reviews started but not yet completed. 



Since the number of case managers is not static, the number of case managers reviewed by QA serves as a snapshot of the number of staff in the area at the time of the audit that had been employed a year or longer. The numbers listed below will also include some case managers who were not included in the QA numbers since they were new workers employed less than a year.   

		

		

		

		



		

		

		2012 Data

		2013 Data (will be updated by time of publication)



		 

		# of CM on staff list at time of QA review

		# of CM with any completed review cycles 

		# of CM with 3 or more  completed review cycles

		# of CM with completed review cycles under 3

		# of CM with 3 or more  completed review cycles



		Region 1

		87

		38

		59

		

		



		Region 2

		127

		44

		108

		

		



		Region 3

		123

		89

		30

		

		



		OAAA

		18

		9

		8

		

		



		NWRC

		22

		10

		14

		

		



		Sno Co

		38

		11

		2

		

		



		ADS

		130

		86

		25

		

		



		Pierce

		42

		16

		28

		

		



		LMT

		21

		0

		20

		

		



		SWAAA

		35

		11

		36

		

		



		AACCW

		13

		4

		14

		

		



		SEALTC

		51

		8

		38

		

		



		Yakama

		3

		2

		0

		

		



		ALTCEW

		38

		30

		11

		

		



		Colville

		2

		0

		0

		

		



		Kitsap

		9

		10

		3

		

		





[bookmark: _Toc350242442][bookmark: _GoBack](Analysis statements regarding 2013 data will be added once the data has been compiled).
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SER Question

· Did the CM meet the 30 day face-to-face visit for an in-home transfer or residential placement?

· Is there documentation that the CM informed the client of their choices related to the long-term care settings and provider types?



Client Details Question

· Client Details Financial 1 - Is the client financially eligible?



Documents Question

· Documents 1 - Is the 14-225 - Acknowledgement of Services completed correctly and in the file?



Medical Question

· Med 1 – Were the correct treatments/therapies/programs/rehabilitative care or training selected?



Psych/Social Question

· Psych/Soc 2 - For each current behavior or past behavior addressed with current interventions, did the CM describe what the interventions are?



Emergency Planning Question

· EP 1 - Is there an emergency plan in place?



Care Plan Support and Care Plan Questions

· Care Plan Support 1 - Were non-ALTSA resources/informal supports reflected in the determination of unmet needs?

· Care Plan Support 2 – Are all authorized services and providers assigned a need within the support screen (service summary/care plan)?

· Care Plan 1 - 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?

· Care Plan 2 - Did the client/representative agree to the care plan as outlined in the LTC Manual?

· Care Plan 3 - Were mandatory referrals made (suicide, APS, CPS, and CRU)?

· Care Plan 5 – Was level of care re-determined within the annual timeframe?

· Care Plan 6 – Was a significant change assessment performed when appropriate?



SSPS Questions

· SSPS 2 -  Is participation correct?

· SSPS 3 - Are SSPS authorizations correct?



New Freedom Questions

· New Freedom 1 – Was the Spending Plan (SP) developed within 30 days from the date of referral?

· New Freedom 2 – Is there a participant signature acknowledging agreement of initial/annual Spending Plan?

· New Freedom 3 – Are Spending Plans reviewed/updated at least annually?

· New Freedom 4 – Did the CC complete the quarterly review as required in the LTC?

· New Freedom 5 – Did the Spending Plan address all participant needs identified in the CARE assessment?

· New Freedom 6 – Is there evidence that services/goods identified on the Spending Plan are consistent with assessed needs identified in CARE? 

· New Freedom 7 – Were services/supports identified to be purchased with NF funds allowable (ETR obtained)?

· New Freedom 8 – Is there documentation that no other funding sources were available for items identified as waiver purchases?



The 8 Questions Monitored in Focused Reviews



Individual Provider File Questions

· IP 1- Were the background inquiry requirements followed as outlined in the LTC manual?

· IP 2 – Did the AAA/Managed Care Entity pay a qualified provider based on the Training/Certification requirements?

· IP 3 - Were contracting requirements met as outlined in the LTC manual?



Nursing Referral Questions

· Nursing Referral 1- If nursing referral was checked Yes, is there evidence that a referral was made?

· Nursing Referral 2 – Did the CM follow-up with the RN recommendation?

· Nursing Referral 3 – Is there evidence that nursing services were initiated as required?



SOP Questions

· SOP  1 – Was a nurse referral made for a client with a non-professional providing care or no one providing skin care?

· SOP  2 – Were critical SOP steps completed as required?



NF FMS Questions

· New Freedom 9 – Did the FMS only pay qualified providers (non IPs)?

· New Freedom 10 – Did the FMS have evidence that the participant/designated representative approved al services/supports before they were purchased? 

· New Freedom 11 – Were services/supports purchased within budget limits (funds were available)?

· New Freedom 12 – Did the FMS accurately assign the correct participation to services/supports?

· New Freedom 13 – Did the FMS have evidence of a receipt/invoice for all purchases? 




[bookmark: _Toc350242443][bookmark: _Toc381189351]Appendix B: Compliance Review Details
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SER Question #1

[bookmark: _Toc350242445] Did the CM meet the 30 day face to face visit requirement?

	

Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		88%



		2012

		78%







Proficiencies ranged from 86 percent for the RCL program to 89 percent for COPES.  This compares with a range of 63 percent to 89 percent in the 2012 review.  Statewide proficiency was not met.  This question did not apply to the New Freedom, WMIP, or PACE programs.  







    

The No Response findings and frequency include:

		No Response

		Frequency



		In-home face to face contact not done within 30 days

		11



		Residential face to face contact not done within 30 days

		10













Comparison by Program:







Remediation:

All face to face visits were completed within the 30 day remediation due date.   























SER Question #5

[bookmark: _Toc350242446] Is there documentation that the CM informed the client of their choices related to long-term care settings and provider types?

	

Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		89%



		2012

		88%







Proficiencies between programs ranged from 84 percent for COPES to 96 percent for PACE.   In comparison, the range for the 2012 review was 81 percent to 100 percent.  Statewide proficiency was not met.









Details:

The No Response findings and frequency include:

		No Response

		Frequency



		No documentation client was informed of in-home provider options

		131



		No documentation of discussion of the option of receiving care in other settings

		111



















Comparison by Program:







Remediation: 
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Client Details – Financial Question #3

[bookmark: _Toc350242448]Is the client financially eligible?



Data:

Expected Proficiency:  98 percent

		Audit Cycle

		Statewide Proficiency



		2013

		100%*



		2012

		100%















Details:

*There is only one No Response for this question “Client is not financially eligible”.  This No Response was selected in only six cases.  Due to rounding, the statewide proficiency appears to be 100% though it is slightly less than 100%.






Comparison by Program:





 

Remediation:
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Medical Question #1

[bookmark: _Toc350242450]Were the correct treatments/therapies/rehabilitative care or training selected?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		78%



		2012

		76%







Proficiencies ranged from 64 percent for the COPES program to 88 percent for New Freedom and WMIP.   In comparison, the range of proficiencies in the 2012 review was 67 percent to 85 percent. Proficiency was not met for any program therefore statewide proficiency was not met.  







Details:

The No Response findings and frequency include:

		No Response

		Frequency



		Appropriate treatment was not selected as indicated by other information in CARE/file

		148



		Treatment details are not consistent with definition(s)

		101



		Applied skilled therapy, program, rehab or training not consistent with definition

		49



		Applied skilled therapy, program, rehab or training not selected as indicated in CARE/file

		16












Comparison by Program:







Remediation:

[bookmark: _Toc350242451]
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Psych/Social Question 2

[bookmark: _Toc350242452]For each current behavior or past behavior addressed with current interventions, did the CM describe what the interventions are?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		88%



		2012

		86%





Proficiencies ranged from 83 percent for COPES to 94 percent for WMIP.  In comparison, for the 2012 review, the proficiencies ranged from 78 percent to 87 percent.  Proficiency was met for New Freedom, WMIP, and RCL.  Statewide proficiency was not met.







Details:

The findings and frequency were:

		No Response

		Frequency



		No documentation to describe the interventions of how current behavior is altered

		88



		No documentation to describe interventions for past behaviors with current intervention in place

		36










Comparison by Program:









Remediation:
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Personal Elements/Safety Questions



Personal Elements/Safety Question #1

[bookmark: _Toc350242454]Is there an emergency plan in place?



Data: 

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		96%



		2012

		94%







Proficiencies ranged from 94 percent for WMIP to 99 percent for New Freedom.  In comparison, proficiencies for the 2012 review ranged from 90 percent to 99 percent.  All programs met proficiency for this item and statewide proficiency was met. 

 





Details:



The findings and frequency were:

		No Response

		Frequency



		Evacuation plan not addressed

		24



		No documentation of levels of evacuation plan in AFH

		14



		Backup plan not included as required

		11










Comparison by Program:











Remediation: 
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Care Plan Support Question



Care Plan Support Question #1

[bookmark: _Toc350242456]Were non-ALTSA resources/informal supports reflected in the determination of unmet needs?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		88%



		2012

		80%







Proficiencies ranged from 82 percent for COPES to 97 percent for PACE.  In comparison, proficiencies for the 2012 review ranged from 70 percent to 85 percent.  Proficiency was met for New Freedom, WMIP and PACE programs.  Statewide proficiency was not met.  












Comparison by Program:







Remediation:





Five cases were remediated at 60 days.  Two cases from Snohomish County Long-Term Care and Aging Division were remediated after 60 days. 








Care Plan Support Question #2

[bookmark: _Toc350242457]Are all authorized services and providers assigned a need within the support screen (service summary/care plan)?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		94%



		2012

		96%







Proficiencies ranged from 84 percent for RCL to 100 percent for WMIP.  In comparison, proficiencies ranged from 87 percent to 100 percent for the 2012 review.  Statewide proficiency was met and proficiency was met for all programs except RCL.  For the RCL program, a proficiency of 84 percent was achieved.  







Details:

The findings and frequency were:

		No Response

		Frequency



		Specialized medical equipment paid in SSPS and is not identified in the assessment

		34



		Personal care paid in SSPS and is not assigned in the support screen

		27



		Nurse delegation paid for in SSPS and is not assigned in the support screen

		13



		PERS unit paid for in SSPS and is not identified in the support screen

		9



		Client training paid for in SSPS and is not assigned in the support screen

		6



		Home Delivered meals paid for in SSPS and is not identified in the support screen

		4



		Environmental modification paid for in SSPS and not identified in the assessment

		1



		Skilled Nursing paid for in SSPS is not assigned in the support screen

		1









Comparison by Program: 



Remediation:







[bookmark: _Toc350242458][bookmark: _Toc381189358]


Care Plan Questions



Care Plan Question #1

[bookmark: _Toc350242459]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?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		99%



		2012

		99%







This question applied to three of the six programs.  There was only one case in which the AFH did not have the specialty designation.  Proficiency ranged from 97 percent for RCL to 100 percent for COPES and Medicaid Personal Care (MPC).  Statewide proficiency was met.   










Comparison by Program:









Remediation:










Care Plan Question #2

[bookmark: _Toc350242460]Did the client/representative agree to the care plan as outlined in the LTC manual?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		90%



		2012

		91%





Proficiencies ranged from 85 percent for COPES to 96 percent for PACE.  In comparison, proficiencies ranged from 89 percent to 95 percent in 2012.  Proficiency was met in four of the six programs.  Statewide proficiency was met.  








Comparison by Program:







Details:

The No Response findings and frequency were:

		No Responses

		Frequency



		No documentation case manager obtained verbal consent prior to service re/authorization

		75



		No documentation case manager obtained written consent prior to services re/authorized (verbal consent not obtained)

		66



		No documentation individual approving care plan is authorized by client to act on client’s behalf

		23












Remediation:







Care Plan Question #3

[bookmark: _Toc350242461]Were mandatory referrals made?  (Suicide, APS, CPS and CRU)



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		87%



		2012

		84%







Proficiencies ranged from 79 percent for RCL and 100 percent for Medicaid Personal Care (MPC) and PACE. In comparison, proficiencies ranged from 67 percent to 100 percent for the 2012 review.  Statewide proficiency was not met.







Details:

This question applied to only 82 cases (5.5 percent) of the 1,483 cases.  



The No Response findings and frequency were:

		No Response

		Frequency



		APS referral not made

		11







Comparison by Program:













Remediation:







Care Plan Question #5

[bookmark: _Toc350242462]Was an annual assessment completed within the required timeframe? 



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		94%



		2012

		93%





Proficiencies ranged from 82 percent for WMIP to 99 percent for PACE and RCL.  In comparison, proficiencies ranged from 81 percent to 98 percent for the 2012 review.  The annual assessment was not completed on time in 73 cases. Proficiency was met for five of the six programs for this question.  Statewide proficiency was met.





	

Comparison by Program:

























Remediation:







Care Plan Question #6

Was a significant change assessment performed when appropriate? 



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		99%



		New for 2013

		







Proficiency ranged from 98 percent for MPC and 100 percent for New Freedom, WMIP, PACE, and RCL.  This was the first year for this question.  The significant change assessment was not completed within the 30 day timeframe in 2 cases.  Statewide proficiency was met.







Remediation:



[bookmark: _Toc350242463][bookmark: _Toc381189359]SSPS Questions



SSPS Question #2

[bookmark: _Toc350242464]Is participation correct?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		95%



		2012

		93%







Proficiencies ranged from 89 percent for Medicaid Personal Care (MPC) to 97 percent New Freedom.  In comparison, proficiencies ranged from 90 percent to 96 percent in the 2012 review.  Proficiency was met in three of four programs.  Statewide proficiency was met.







Details:

Room and board for residential MPC is included in this question.  



The No Response findings and frequency were:

		No Response

		Frequency



		Participation on SSPS is incorrect

		32









Comparison by Program:





Remediation:







SSPS Question #3

[bookmark: _Toc350242465]  Are SSPS authorizations correct?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		88%



		2012

		83%





Proficiencies ranged from 78 percent for RCL to 100 percent for WMIP.  In comparison, proficiencies ranged from 76 percent to 93 percent in the 2012 review.  Proficiency was met for two of the five programs.  Statewide proficiency was not met.







Details:

The No Response findings and frequency include:

		No Response

		Frequency



		Incorrect code used

		58



		No invoice/receipt to verify SSPS authorization

		42



		Rate/hours authorized does not match CARE without an ETR or client consent

		20



		Wrong rate used

		11



		Conflicting programs opened at the same time

		8



		SSPS code not terminated timely

		7



		SSPS authorized duration does not match ETR approval 

		3



		Hours were not adjusted for home delivered meals

		1












Comparison by Program:







Remediation:





11 cases were remediated at 60 days.  One case from Snohomish County Long-Term Care and Aging Division was remediated after 60 days. 



[bookmark: _Toc350242466]

[bookmark: _Toc381189360]Documents Questions



Documents Question #1

[bookmark: _Toc350242467]  Is the 14-225 – Acknowledgement of Services completed correctly and in the file?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		91%



		2012

		89%





Statewide proficiency ranged from 80 percent for WMIP to 98 percent for RCL.  In comparison for the 2012 review, the statewide proficiencies ranged from 67 percent to 97 percent.  Proficiency was met for three of four programs.  Statewide proficiency was met.  This question did not apply for the PACE and MPC programs.







Details:

This question was applicable for 624 (42 percent) of the cases reviewed.  There are two No Responses to this question.  The No Response findings and frequency were:



		No Response

		Frequency



		14-225 Acknowledgement of Services not completed correctly

		43



		14-225 Acknowledgement of Services not in the file

		14













Comparison by Program:







Remediation:







[bookmark: _Toc381189361]


New Freedom Questions





New Freedom Question #1

  Was the Spending Plan (SP) developed within 30 days from the date of referral?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		100%



		New for 2013

		







New Freedom Question #2

  Is there a participant signature acknowledging agreement of initial/annual Spending Plan?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		98%



		New for 2013

		







Remediation: 












New Freedom Question #3

  Are Spending Plans reviewed/updated at least annually?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		100%



		New for 2013

		







New Freedom Question #4

  Did the CC complete the quarterly review as required in the LTC?

Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		93%



		New for 2013

		







Remediation








New Freedom Question #5

  Does the Spending Plan address all participant needs identified in the CARE assessment?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		93%



		New for 2013

		









Remediation: 










New Freedom Question #6

  Is there evidence that services/goods identified on the Spending Plan are consistent with assessed needs identified in CARE?

Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		96%



		New for 2013

		







Remediation: 










New Freedom Question #7

  Were services/supports identified to be purchased with NF funds allowable (ETR obtained)?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		94%



		New for 2013

		







Remediation: 







New Freedom Question #8

  Is there documentation that no other funding sources were available for items identified as waiver purchases?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		86%



		New for 2013

		

















Remediation: 







[bookmark: _Toc350242468][bookmark: _Toc381189362]Nursing Referral Questions



Nursing Referral Question #1

[bookmark: _Toc350242469]  If nursing referral was checked ‘yes’, is there evidence that a referral was made?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		93%



		2012

		79%







Details: 

There is only one No Response for this question.  The No Response is “No evidence that the referral was made to the HCS/AAA RN”.  This No Response was selected 16 times.  This question applied to 69 percent of the sample chosen.  



















Remediation:







Nursing Referral Question #2

[bookmark: _Toc350242470]Did the CM follow-up on the RN recommendation?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		87%



		2012

		89%







Details:

This sample was not drawn per program.  This question applied to 62 cases (19 percent).  In comparison, the question applied to 13 percent of the sample cases in the 2012 review.



There is only one No Response to this question; “No documentation that CM follow up occurred to RN recommendations”.  This No Response was chosen eight times.  





















Remediation:









Nursing Referral Question #3

[bookmark: _Toc350242471]Is there evidence that nursing services were initiated as required?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		90%



		2012

		81%







Details:

The question was applicable in 191 cases (58 percent).  In comparison, this question was applicable to 53 percent of the sampled cases in the 2012 review.



The No Response findings and frequency were:

		No Response

		Frequency



		No RN documentation to the critical indicator(s), or other reason(s) referral was made

		17



		No documentation RN followed up on plan/recommendations

		3



		No documentation of Nursing Services activities initiated according to the needs of the client

		2







It is important to note that there was RN follow-up in all but one case.  In 21 cases, documentation was missing regarding either the critical indicators, reasons the referral was made, or activities according to the needs of the client.



Remediation:







[bookmark: _Toc350242472][bookmark: _Toc381189363]Skin Observation Protocol Questions



Skin Observation-Question #1:  

[bookmark: _Toc350242473]Was a nurse referral made for a client with a non-professional providing care or no one providing skin care?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		85%



		2012

		88%







Details:

This question was applicable in 130 (50 percent) of the cases.  In comparison, this question was applicable to 60 percent of the sampled cases in the 2012 review. There is only one No Response for this question “No referral by the case manager to the RN”.  This No Response was selected in 20 cases.













Remediation:







Skin Observation-Question #2:  

[bookmark: _Were_critical_SOP][bookmark: _Toc319413733][bookmark: _Toc350242474]Were critical skin observation protocol (SOP) steps completed as required?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		57%



		2012

		62%





The question was applicable in 239 cases (92 percent).  In comparison, this question was applicable to 70 percent of the sampled cases in the 2012 review.

The No Response findings and frequency were:

		No Response

		Frequency



		No documentation RN verified the treatment plan and who authorized it

		84



		No documentation RN verified all pressure points are being observed

		53



		Observation did not occur as required 

		12























Remediation:





There was one case that was remediated after 60 days from Olympic Area Agency on Aging.




[bookmark: _Toc350242475][bookmark: _Toc381189364]Individual Provider File Questions



Individual Provider Question #1

[bookmark: _Toc350242476]Were the background inquiry requirements followed as outlined in the LTC manual?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		93%



		2012

		89%







No Response Details:

There were four No Responses to this question. The No Responses and frequency were:

		No Response

		Frequency



		No documentation of bi-annual rerun of background check or was late

		15



		No documentation of character, competency, and suitability determination completed when received record letter from BCCU

		9



		Unable to verify initial background check sent within timelines outlined in procedures

		1



		No documentation FBI finger print check was completed within timeframe

		1







Statewide, the most selected No Response was “No documentation of bi-annual background check” and was selected for either two reasons:  the bi-annual background check did not occur, or the bi-annual background check occurred, but was not completed within two years of the previous background check.  



Remediation:



There was one case that was remediated after 60 days from Colville Indian Area Agency on Aging.

Individual Provider Question #2

[bookmark: _Toc350242477]Did the AAA/managed care entity pay a qualified provider based on training/certification requirements?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		94%



		*2012

		83%







Details:

This question applied to 3421 cases (97 percent) in the 2013 audit cycle.  The No Responses and frequency were:

		No Response

		Frequency



		Payment not terminated for an IP not completing CE training within the required timelines

		17



		Payment not terminated to an IP who did not complete Basic training within required timelines

		6



		Payment not terminated for IP not certified within timeframes

		2







*Between 2012 and 2013, the percentage of applicable cases differed due to a rephrasing of the QA question.



Remediation:





There was one case that was remediated after 60 days from Colville Indian Area Agency on Aging.















Individual Provider Question #3

[bookmark: _Toc350242478]Were contracting requirements met as outlined in the LTC manual?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		94%



		2012

		99%







Details:

No Responses and frequency were:

		No Response

		Frequency



		No documentation of authorization to work in the U.S.

		10



		Contract is incomplete

		5



		Contract has expired and services are still being provided 

		5



		Contract not in signed status in ACD

		4



		Contract not completed prior to authorization

		2



		Unable to locate IP contract

		1







Remediation:





There were two cases that were remediated after 60 days from the Colville Indian Area Agency on Aging.

[bookmark: _Toc381189365]
New Freedom Questions











New Freedom Question #9

  Did the FMS only pay qualified providers (non IPs)? 



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		100%



		New for 2013

		







New Freedom Question #10

  Did the FMS have evidence that the participant/designated representative approved all services/supports before they were purchased? 



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		100%



		New for 2013

		











New Freedom Question #11

  Were services/supports purchased within budget limits (funds were available)?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		100%



		New for 2013

		







New Freedom Question #12

  Did the FMS accurately assign the correct participation to services/supports? 



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		100%



		New for 2013

		







New Freedom Question #13

  Did the FMS have evidence of a receipt/invoice for all purchases?



Data:

Expected Proficiency:  90 percent

		Audit Cycle

		Statewide Proficiency



		2013

		88%



		New for 2013

		







Details:

No Responses and frequency were:

		No Response

		Frequency



		Purchase made with no receipt/invoice

		10

























Remediation:





[bookmark: _Toc350242479]

[bookmark: _Toc381189366]Appendix C: Consistency Questions

Behaviors, Cognitive Performance Scale, and Self Performance



The purpose of the assessment is to present an accurate and descriptive picture of the client and how he or she is functioning at that point in time.  Assessments must be thorough, with logical connections between diagnoses, indicators, treatments, therapies, programs, ADL’s, and psych/social issues.  



The Consistency Questions screen in the QA tool is used to determine if specific areas within an assessment logically fit together.  The data gathered regarding consistency provides important information to help target training needs.  The areas targeted for this audit cycle were Behaviors, the Cognitive Performance Scale, and Self Performance.



The findings in the 2013 audit cycle compared to previous audit cycles continue to show the same pattern of inconsistencies.   Reports on inconsistencies are shared with the Regions and AAAs at the end of the initial reviews to identify areas for further training and discussion. 



Of the 1483 reviews, 1118 had no inconsistencies identified.  Of the 360 reviews where inconsistencies were identified, the type of inconsistency is noted in this chart.





Note:  The total number of inconsistencies is greater than the number of reviews identified since one review may have had more than one type identified. 





[bookmark: _Toc350242480][bookmark: _Toc381189367]SELF PERFORMANCE (as defined in CARE): To evaluate consistency within Self Performance, the assessment as a whole was reviewed to determine if coding on the ADL/IADL screens were consistent with other information on the screen and/or with information on the other screens.



Self-Performance was the most selected inconsistency with the most frequent reason for selection was the scoring of “total dependence” on the ADL/IADL screens. The most common trend continues to be selecting Total Dependence for transportation, meal prep and housework when a lesser score would have been more appropriate based on bucket selection and comments. 









[bookmark: _Toc350242481][bookmark: _Toc381189368]COGNITIVE PERFORMANCE SCALE:  Documentation within CARE and the file should support the coding for Short Term Memory, Comprehension, and Decision Making.



[bookmark: _Toc350242482]Short Term Memory (as defined in CARE)

Response to Short Term Memory question:  If the MMSE was administered and the client had difficulty with Registration and/or Recall, he/she may have a short term memory problem.  Follow up by asking the client to tell you about recent events that you may know or be able to verify, such as what he/she had for breakfast or when a daughter last visited.  Other types of questions would be "Have you recently gotten lost?" "Have you forgotten something you were cooking?" 

The following are NOT evidence of short term memory loss: 

· Client tells you her memory is not what is used to be. 

· Client has to write herself notes in order to remember appointments. 

· Client cannot remember her physician's phone number. 



The coding for short term memory is determined by review of the MMSE recall screen, coding, and documentation throughout the assessment (unless there is documentation to explain the inconsistency).  Assessing short term memory takes clinical analysis.  It is not a question that can be obtained from client report.  



Short Term Memory was the second most frequent reason for inconsistencies. The most frequent finding continues to involve the client scoring 2 out of 3 or 3 out of 3 on the recall portion of the MMSE, having a good or very good overall score on the MMSE, and selecting “memory problems” under Short Term Memory, with insufficient or no documentation explaining the inconsistency.   







[bookmark: _Toc350242483]







Decision Making (as defined in CARE) documents the client’s ability to make everyday decisions about tasks or activities of daily living. The coding in this screen is determined by evaluating other documentation in CARE. 



Decision Making was the third most frequently occurring reason for inconsistencies. “Poor decision/unaware of consequences” continues to be inappropriately scored the most.   



In these cases, documentation did not support the client’s ability to make decisions based on activities of daily living, but were based on the client’s desire to consult others when making major decisions.  



For example, some of the documentation included:

· Client is unable to make financial, health care, and legal decisions.

· Client prefers family members to make all decisions.

· Client prefers to have son/daughter assist in decision making. 









[bookmark: _Toc350242485]





Behaviors: Based on information in the CARE assessment and the client file (diagnoses, comments, strengths, limitations, etc.) do the behaviors selected seem consistent with the CARE definitions of the behavior?



Details:

During the 2013 audit cycle, Behaviors were the fourth selected reason for inconsistency. Behaviors continued to be selected where the documentation was not consistent with CARE definitions or did not logically connect with other parts of the assessment.  For example Mood Swings was selected however documentation in the assessment was not consistent with a drastic change in mood.  









Comprehension (as defined in CARE)

By Others – Client is: Used to describe how clients makes themselves understood to the people who they come in contact with most frequently (caregivers, family). This includes comprehension of any mode of expression e.g. speech, writing, sign language, or any combination of methods,



By Client – Others are: Used to describe how clients understand the people who they come in contact with most frequently. This is not related to the client's ability to hear.



In the 2013 audit cycle, comprehension was the least frequent inconsistency selected. The most frequent reason for selecting comprehension was based on the case managers documenting the client’s inability to understand due to the client’s inability to hear the information. Also, the Comprehension score conflicted with other information found within the assessment.













Inconsistencies by Program

The graphs below represent the percentage of type of inconsistencies by program.  The percentage was determined by dividing the total number of a specific type of inconsistency by the sum of all the specific types of consistencies. Example: COPES Self Performance Total Inconsistency/(Behavior+Comprehension+Decision Making+Self Performance+STM)









































1



[bookmark: _Toc350242486][bookmark: _Toc381189369]Appendix D: IP Timesheet Review



In 2010, the State Auditor’s Office (SAO) audited ALTSA’s (formerly ADSA’s) personal care program and found weaknesses in controls intended to ensure payments are allowable and supported. 



IP contracts require that Individual Providers keep a record of the date/time that personal care in-home services are provided to ADSA clients.  All IPs contracted through the AAAs/HCS or DDD, serving ADSA clients, must use DSHS Form #15-051, “Individual Provider Timesheet”.  

The IP must:

1. Complete the timesheet monthly; 

2. Sign the timesheet; 

3. Have the client and/or legal representative sign the timesheet;

4. Provide a copy of the signed timesheet to the client;

5. Keep a copy for his/her own record; and

6. Provide a copy to DSHS upon request. 



In September 2012, in conjunction with the focused reviews of IPs, HCS Quality Assurance reviewed timesheets for 256 Individual Providers.  A repeat survey was conducted in September 2013 on 254 individual providers.



In preparation for the review, HCS HQ staff sent letters to a randomly selected sample of IPs, requesting copies of timesheets be sent to HCS Headquarters.  IPs who did not respond to the request by the required due date were mailed a second letter stressing the importance and consequences of not sending timesheets.    



The QA team compared the submitted timesheets to the hours claimed by the IP as verified in SSPS to ensure that hours billed were consistent with the timesheet documentation submitted,  Identified inconsistencies were referred to the regional or AAA contact person for follow-up.  



The region or AAA followed up with each inconsistency by contacting the client or representative to confirm delivery of service hours for IPs who did not submit timesheets.  When hours were not confirmed, overpayments were processed by the field.

The regions or AAAs processed overpayments for IPs who:

      a) Did not submit a timesheet and the client or representative did not verify the amount of service hours claimed by the IP; or

      b)  Submitted a timesheet, the hours claimed exceeded the hours listed on the timesheet, and the service hours claimed could not be verified.

IP contract files were flagged for not submitting timesheets (but service hours were verified by the client or their representative) using a label entitled “Timesheet Noncompliant”.  A letter was sent to these IPs outlining the timesheet requirement and actions that will result from future noncompliance (i.e. overpayments or contract termination).

IP contracts were to be terminated for default for IPs who did not submit timesheets and the client or their representative did not verify that the hours billed were actually received.  One IP contract was terminated in 2013.



254 HCS IPs were audited to verify that the services claimed in SSPS matched the hours provided on their timesheets.

· 202 time sheets were obtained from the provider.

· 46 cases services were verified by the field office either by getting the timesheet or verifying the hours with the client.

		



		





[bookmark: _Toc319413747]









Results:

· In 248 cases, the hours claimed in SSPS matched the hours verified.

· In 6 cases services could not be verified or were verified at an amount less than claimed by the provider.  Provider overpayments were processed in these cases.  One case resulted in the termination of an IP contract.









The audit results were consistent between the previous audit cycles.  The charts below reflect this year-to-year comparison.






























[bookmark: _Toc350242487][bookmark: _Toc381189370]Appendix E: SSPS ETR Rate/Hour Review Project



The DSHS Enterprise Risk Management Office completed an audit of ETR cases in September 2010 and found instances where the total authorized hours/rates exceeded the amount allowed by CARE (including the ETR) for the period of July 1, 2009 through May 15, 2010. A corrective action plan was developed which included emailing a mismatch report to the field offices listing these cases. The mismatch report is a CARE management report that is available to staff. The intent of this project was to familiarize field management staff with the report and to encourage and ensure its use.  The expectation is the field staff will review the report monthly and make corrections to the cases.  For this project, the QA team reviewed the reports to verify that errors were corrected where an ETR was involved.



The QA unit reviewed the lists generated in April, July and September, approximately one month after they were sent to the field staff, to determine what corrections had been made.   QA reviewed a total of 1945 cases that were included on the three lists.



Since the project focused on ETRs, attention was paid to cases with ETRs, but other mismatches were also noted.  Each ETR case was analyzed to determine if there was a valid reason that the case appeared to be mismatched, and was in fact correct and not in error. Some of the reasons this occurred were:

· The ETR had been moved to history by an interim assessment, but was still valid.

· The hours had been prorated so they didn’t match the first month following the assessment.

· Previous assessment hours were authorized due to a pending Fair Hearing.

· Issues related to HCS and DDD assessments for same client

For all areas, the majority of cases on the mismatch list were corrected.  Only four percent of the cases were found to be actual errors related to over authorizing hours for an ETR-related case. Fifteen percent of the cases appeared on the list but were not authorization errors.  



The performance in correcting errors among the HCS and AAAs varied. The percent of total authorizations was calculated using the average number of cases on the lists for the three months and the total number of authorizations for the month of September. The percent of ETR related errors left uncorrected varied from 0.6 percent (Region 1 Home and Community Services) to 3.0 percent (Colville Indian Area Agency on Aging). The rest of the offices fell between 0.9 percent and 1.9 percent.



There are legitimate reasons why a residential case not related to an ETR may show up on the report as well.  Examples include clients served under specialized contracts. Since they were not the focus of this review, they were not researched by QA and may lead to a slightly skewed sample for the “Not related to CARE” group.



The following chart shows the data for the three month period comparing the categories:

· Correct: The case was corrected. 

· SSPS > CARE: The case was found to be an authorization error related to an ETR case.

· ETR OK: There is a legitimate reason for the case to appear mismatched and there is no error.  

· Not ETR Related: Cases that did not have an ETR identified.

Of the 1945 cases reviewed, 643 cases were identified as not related to an ETR.



In January 2013, HCS is implementing a standardized policy and procedure for review and resolution of issues on the mismatch reports.  These “not related to ETR” errors will be included in the monthly review and resolution process.


















[bookmark: _Toc350242488][bookmark: _Toc381189371]Appendix F: Roads to Community Living (RCL) Surveys

	Roads to Community Living: Participant Experience 2012	



Introduction: 

The Money Follows the Person (MFP) Demonstration project provides state Medicaid programs the opportunity to help transition Medicaid beneficiaries living in long-term care institutions back into the community.  In part, the basis for the MFP demonstration program is the belief that many in institutional care would prefer to live in the community and assisting individuals to achieve this goal is possible with dedicated resources.  



In Washington State, the MFP program is known as Roads to Community Living (RCL).  In order to evaluate how well the program is meeting the needs of RCL participants who transitioned to community living, the ALTSA Quality Assurance unit administers a Quality of Life (QOL) survey that is sponsored by the Centers for Medicare and Medicaid Services (CMS) to participants enrolled in RCL. In this report we look at the responses obtained from RCL participants in 2013. 



Three types of surveys were administered during the reporting period of 1/1/2013 to 12/12/2013. They include: Baseline, First follow-up, and Second follow-up.  Baseline surveys were administered prior to discharge from the institution and refer to the participant’s experiences in that setting- usually nursing home. The first and second follow-up surveys were administered at approximately eleven and twenty-four months after discharge, respectively, and the settings varied from in-home, to residential, to institution (for those who had returned to that setting at the time of the follow-up surveys). 



		Survey Type

		Setting

		Time of Assessment

		



		Baseline

		Institution

		Prior to discharge



		First follow-up

		In-Home, Residential Setting, Institution

		One year from discharge date



		Second follow-up

		In-Home, Residential Setting, Institution

		Two years from discharge date







There are over 40 questions in the survey although the number of applicable questions varies slightly depending on the type of survey, baseline or follow-up. The survey responses include yes, no, sometimes, don’t know, and refused; or some similar form of response depending on the question. 



Most of the data and graphs in this report are presented as percentages and usually include the yes and no responses. The alternate response options are generally small enough that they have not been included in this report in most instances. Excluding these responses will affect the percentages in the graphs such that they will rarely equal 100 percent. 

[bookmark: _Toc378519440]

When interpreting the data, keep in mind that the number of surveys completed at each follow-up decreases significantly from the total at baseline due to a variety of reasons.  Some participants never discharge from the institution; some terminate from services before follow-up surveys can be completed; and others refuse to participate or are unable to be contacted.  Another factor to note when reviewing the details is that the survey does not allow us to track the setting in which the follow up survey occurs – residential, or in-home. Some participants also return to the skilled facility after their discharge, and their responses are also recorded here as follow-up data.   


Demographics: 

While over 1,493 Quality of Life surveys were completed during calendar year 2013, the survey data analysis that follows is from data obtained prior to December 12, 2013.  This data includes information from over 1,193 Roads to Community Living enrollees statewide who participated in the survey in 2013. Over 50 percent of these surveys were completed prior to discharge from the institution, 27 percent a year later, and 20 percent at two years after discharge. Most surveys were administered in person, across the state, by six Quality Improvement Specialists with the bulk of the surveys completed in the urban areas with the highest populations. 









Survey Structure: 

Both the Baseline and Follow-up surveys are divided into seven modules: 

1. Living Situation

2. Choice and Control

3. Access to Personal Care

4. Respect and Dignity

5. Community Integration and Inclusion

6. Satisfaction

7. Health Status

Each module includes interesting data about RCL participant’s experiences at both the baseline and the follow-up surveys. Responses are recorded based on participant self-report. The following discussion highlights sample questions of each section and does not include every question in the survey.  

 




1. Living Situation: 



According to baseline survey data 81percent of participants have resided in a skilled facility for 0-1 year, 5 percent for 2-3 years, and 3 percent for 4 or more years. 
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When participants were asked if they liked where they lived, approximately 20% more people reported that they liked living in the community more than the institution.  
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When participants were then asked if they helped to pick the place they lived, greater than 65 percent of people surveyed at baseline reported that they did not pick their institutional setting.  Between 30-32 percent of people at the follow-up surveys also reported that they did not help pick their living situation/setting. This may indicate a need for increasing capacity building around issues of client choice and improving community options through resource development. 
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When participants were asked if they felt safe in their living environment, most people reported feeling safe both at baseline and at follow-up.  
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2. Choice and Control

This section of the survey relates to whether or not participants were permitted to do the things he/she wanted in the setting in which they lived. 



29 percent of people in the institutions at baseline reported being unable to eat when they wanted to, likely due to scheduled meal times. This decreased significantly (13- 16%) in the follow-up surveys, indicating greater choice in community settings.  The same pattern is found when people are asked about their ability to choose their food.
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When asked if they could be by themselves when they wanted, participants at baseline reported less ability to do so while in the institution than those at follow-up. Only 5 percent of the participants in the follow-up surveys reported the inability to have privacy when they wanted compared to 18 percent of those at baseline.
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One of the biggest differences between the baseline and follow-up survey data around choice and control has to do with the amount of sleep without disturbances participants reported they were able to get. Likely due to the shared rooms and general set-up of institutions, just over half of participants reported that they were able to get needed sleep free from disturbances. 26 percent said they were unable to get the sleep they needed while in the institution while only 3-9 percent reported this at follow-up.
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3. Access to Personal Care: 

In this section of the survey there are a series of questions that address whether or not a participant: 

· Picked their caregiver 

· Received the care they needed. 

In all three survey types, between 85-95percent of participants reported receiving needed assistance with personal care tasks.
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As expected at baseline in the institution, most participants reported that they did not pick their caregivers.  Over 67 percent of participants at the first and second follow-ups also reported that they did not pick their caregivers. This may also speak to the limitation of this survey which does not distinguish between the many community setting types (for example, a client in an AFH may not pick the people who provide their daily care, but they may have chosen the AFH).
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The following questions relate to specific personal care tasks: 
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Respondents were twice as likely not to get a bath or shower when they needed one compared to their experience in the community. 
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16 percent of baseline participants reported that they were unable to use the bathroom when they needed.  





4. Respect and Dignity: 

This section pertains to the participant’s perception of the way they were treated by their caregivers. If the client did not have a caregiver, this section was skipped.  When participants were asked if their caregivers treated them the way they want to be treated, they responded positively at about the same rate for each survey type. However, the percentage of people who said that their caregivers did not treat them the way they wanted to be treated was 15 percent at the baseline survey compared to 5-6 percent at the follow-ups, a significantly higher rate. 







Responses to respect and dignity questions sometimes resulted in QA staff making referrals to the Complaint Investigation Unit or Adult Protective Services at times, although these occasions were rare. 





5. Community Integration

This section of the survey pertains to participant’s abilities to get around their community for appointments and entertainment and their ability see friends and family when they want. 

Respondents at baseline were about 5% more likely to be able to see friends and family at the baseline survey compared to the follow up survey responses. In general, over 84 percent of all participant groups reported the ability to see friends and family when they want.
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Participants were more likely to report getting to the places they needed to go after their move to the community.  . Overall between 73-81 percent of all groups reported the ability to get to the places they need to go. 
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Not surprisingly, it was easier to do things in the community when living in the community.







Participants were about 5% more likely to need more help getting around than they received while in the institution than in the community.



Participants were surveyed related to work during the follow-up surveys. While only 1% of first and second follow up participants were working for pay, 10-15 expressed the desire to work for pay.  
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6. Satisfaction

In this section of the survey, interviewers asked participants questions which relate to their satisfaction with the help they received in the previous week. Participants at follow-up reported approximately 10% greater satisfaction than those at baseline.







63-78 percent of participants reported being happy with the way they live their lives. The percentage of participant’s unhappiness decreases significantly from baseline to first follow up survey. 









7. Health Status

In this last section of the survey, participants were asked about how they were feeling in the last week.  56 percent of participants at the baseline reported feeling blue, whereas 40 percent reported feeling sad or blue in the second follow-up group. 
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People in the baseline group reported feeling irritable at a higher rate than those in either follow-up group. 
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Conclusion: 

The data suggests that participants experienced improvements in their quality of life after their transition from the institution. This data suggests that the RCL program is doing more than simply facilitating transitions to the community as participants report overall increased choice and control, access to personal care, higher levels of respect and dignity, more access to the community, and greater overall satisfaction at the time of the follow-up surveys. The data will continue to be analyzed, and system improvements may be implemented as needed.
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Appendix G: Client Service Verification 



The QA Unit has conducted client services verification surveys annually since 2012.  The purpose of the survey is to determine whether the clients received the services/goods for which the department paid.  The QA Unit recorded the services/goods paid for by the department and asked participants if they received them.  The following services/goods were verified with the clients who were able to participate in the survey:

· Personal care services 

· Personal emergency response units (PERS)

· Home delivered meals

· Environmental modifications

· Specialized medical equipment

Both the 2012 and 2013 surveys were based on COPES and New Freedom clients.  The 2013 New Freedom client services verification survey was postponed to early January 2014 due to workload demands on the QA Unit.  The following are charts of the survey results for 2012 and 2013.  









In 2012, 259 COPES clients participated in the survey.  36 COPES clients could not be reached or did not participate in the survey.  The QA Unit did not survey a proxy for a client if the client could not participate in the survey.  



In 2013, the QA Unit included proxies in the survey for any client who could not participate in the survey.  The proxy could not be the client’s caregiver.  184 COPES clients or their proxies participated in the 2013 survey.  30 COPES clients/proxies could not be reached or did not participate in the survey. 



In 2012, 119 New Freedom clients participated in the survey.  65 New Freedom clients could not be reached or did not participate in the survey.



In 2013, 59 New Freedom clients participated in the survey.  23 could not be reached or did not participate in the survey.













In 2012, there were nine COPES clients and three New Freedom clients who indicated that they received fewer hours of personal care than DSHS paid for during the month of August 2012.  Concerns identified through this survey were then forwarded to the appropriate AAA or HCS office for further investigation. The service hours were verified by the field offices through the providers’ electronic timekeeping requirements.



In 2013, there were three COPES clients who indicated that they received fewer hours of personal care than DSHS paid for during the month of July 2013.  The service hours for one of those clients were verified by the field office through the provider’s electronic timekeeping requirement.  The service hours for one client could not be verified through the providers’ time sheets, and thus an overpayment was written.  The third client provided two different responses as to whether they received all of the hours claimed so no overpayment was written. 



In 2013, there were two New Freedom clients who indicated that they received fewer hours of personal care than DSHS paid for during the month of November 2013.  For one client, the service hours were verified by the field offices through the providers’ electronic timekeeping records.  At the time of production of this report, the field office is obtaining the electronic timekeeping sheet for the other client’s provider.







In 2012, two of the 94 COPES clients for whom the Department paid for a PERS unit said “no,” that they did not receive the PERS units.  Of those two clients, the department was able to verify through other means (such as family members) that the clients received their PERS units.  



In 2013, two of the 92 COPES clients for whom the Department paid for a PERS unit said “no”, that they did not receive the PERS units.  Of those two clients, the department was able to confirm with the clients and/or their individual providers that they had the PERS unit; one client had misplaced her pendant and the other client had disabled the equipment because he could not tolerate the monthly monitoring conducted on the unit.











In 2013, one of the 14 New Freedom clients for whom the Department paid for a PERS unit said “no”, that the client did not receive the PERS unit.  The field office was able to confirm through other means that the client had the PERS unit but had misunderstood the surveyor’s question.  











In 2012, there were seven COPES clients and two New Freedom clients whom the Department interviewed where DSHS paid for home delivered meals.  All of these clients indicated that they received the meals.

In 2013, there were six COPES clients and two New Freedom clients whom the Department interviewed where DSHS paid for home delivered meals.  All of them indicated that they received the meals.

The QA Unit also asked the clients about the environmental modifications that DSHS paid for.  Given the small number of clients in the sample for whom DSHS paid for environmental modifications, the results are not charted.  In 2012, only one COPES and one New Freedom client that the Department interviewed received environmental modifications, and both clients indicated that the environmental modifications had occurred.  In 2013, none of the COPES or New Freedom clients sampled had environmental modifications paid for by DSHS.















In 2012, all 30 COPES clients and all 11 New Freedom clients that the Department interviewed indicated that they received the specialized medical equipment for which the Department paid.



In 2013, all 24 COPES and all 5 New Freedom clients that the Department interviewed indicated that they received the specialized medical equipment for which the Department paid.



In addition to the verification of services questions, the clients were asked about their experiences with the personal care providers, including whether the providers treated the clients the way that they wanted to be treated and listened carefully to the clients. The Department also asked the clients if they knew who to contact if there was a problem, so if they did have concerns about their provider or care, they knew to whom their concerns should be addressed.











In the 2012 survey, two-hundred forty of the COPES clients and 109 of the New Freedom clients interviewed indicated that they were treated the way that they wanted to be treated.  Eight of the COPES clients and seven of the New Freedom clients indicated that they were not treated the way that they wanted to be treated.

In the 2013 survey, 198 of the 200 COPES clients interviewed indicated that they were treated the way that they wanted to be treated.  64 of the 65 New Freedom clients interviewed indicated that they were treated the way that they wanted to be treated.







In the 2012 survey, seven COPES clients and seven New Freedom clients said that they did not feel the provider listened carefully to them.  240 COPES clients and 108 New Freedom clients said that they felt the provider listened carefully to them.  

In the 2013 survey, 197 of the 199 COPES clients said that they felt the provider listened carefully to them.  64 of the 65 New Freedom clients interviewed indicated that they felt the provider listened carefully to them.











For both survey years, all clients that were interviewed indicated that they knew who to contact in order to get a problem fixed.  Whom they would need to contact varies depends on the problem.

The Department plans to conduct another client services verification survey in the Fall of 2014.   The 2014 survey will include COPES, New Freedom, and Roads to Community Living clients.  These surveys are supplemental to the service verification that occurs through the timesheet audit.  Lessons learned through conducting these recent surveys will be incorporated into the new surveys.  Where needed, referrals will be made to the appropriate field office or area for follow-up.
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Quality Improvement includes changes at a systemic level to increase proficiency and improve the outcome of issues that were identified.



The HCS HQ proficiency improvement plan is based on an analysis of our statewide, systemic data.  The PIP may include statewide training initiatives, policy and/or procedural changes and identification of QI activities/projects.   Two HCS HQ proficiency improvement projects began in 2012 and continued into 2013:  Navigating Challenging Behaviors, and Accurately Assessing Status in CARE.  Below is a description of each project.  In addition, in 2013, two new HCS HQ PIPs were added to focus on critical skin observation protocol steps and nursing referrals/services.



Navigating Challenging Behaviors



In reviewing the statewide proficiencies for the previous QA Audit cycles, HCS identified that the following QA audit question had low proficiencies:  “For each current behavior or past behavior addressed with current interventions, did the CM describe what the interventions are?”  The proficiency for this question has ranged from 72% in 2006-2007 to 77% for the 2008-2009 QA audit cycle, to 75% for the 2010-2011 QA audit cycle, to 86% for the 2012 QA audit cycle, and 88% for the 2013 QA audit cycle.    



As a result, and based on feedback from the field and management team, it was determined that HQ would develop a PIP on dealing with challenging behaviors and the interventions for those behaviors.  This PIP began in 2012 and was completed in 2013.



The PIP included developing and providing a training to help case managers work with and educate individual providers, agency providers, and residential providers about dealing with challenging client behaviors and identifying and describing effective caregiver interventions.  The training is an on line self-study training that AAA/HCS workers can take in modules and can access as many times as they want.   It was shared with case managers in October 2013.  The effectiveness of the training will be evaluated with the next QA cycle.  Our expectation is that, with the increased education and training on this issue, the proficiency on this QA audit question will continue to improve.



Accurately Assessing Status in CARE



In reviewing the historical statewide proficiencies for the QA question, “Were non-ALTSA resources/informal supports reflected in the determination of unmet needs?”, HCS identified that the proficiencies were low.  The proficiencies ranged from 74 percent in 2006-2007 to 71 percent for the 2008-2009 QA audit cycle to 78% for the 2010-2011 QA audit cycle, to 80% for the 2012 QA audit cycle, to 88% in the 2013 QA audit cycle



As a result of the consistently lower proficiency scores for this question, HCS Headquarters implemented a formal QI process in 2011 to improve assessment of status in CARE.



The process began with a survey/questionnaire of HCS field staff to determine how they assess for status.  The data from the survey showed that there were inconsistencies in the interpretation of scoring for status.  Based on the results of the survey, HCS HQ:

· Established a work group to develop a uniform training on informal supports, including Shared Benefit. 

· Developed drop-down boxes to cue workers to accurately assess informal supports on the CARE tool.  

· Added language to the CARE assessment tool to specifically identify the type of informal support known as “Shared Benefit.”  (This is not new policy as the consideration of informal supports has always included looking at paid caregivers that benefit from the performance of IADLs as well as the benefit to multiple clients living in the same household.). 

· Drafted a PowerPoint training for use by field workers in determining status in CARE.

· Promulgated revised Washington Administrative Code.

This QI process will continue in 2014 with finalization and implementation of the training.





Nursing Referrals 



A new PIP was added in 2013 based on the QA Question “Was a nurse referral made for a client with a non-professional providing care or for no one providing skin care?”  This was chosen due to critical nature of correct adherence to the skin observation protocol for those clients who are at risk of skin breakdown.  Expected proficiency for this question is 90%.   


The proficiency for the QA question “Was a nurse referral made for a client with a non-professional providing care” was 88% in the 2012 QA audit cycle and 85% in the 2013 QA audit cycle.  



The 2012 QA audit data was reviewed to identify any trends that may explain the low proficiency for this question.   In order to gather more detail, the related Quality Assurance reviewer audit comments were read.  These were cross referenced to the CARE assessment case details and the case manager and/or nurse Service Episode Record (SER) notes.   Potential trends were identified for further analysis. After consultation with the Lean Coordinator/ Audit Liaison, the A-3 Problem Solving Step Tool was selected to guide the PIP process.



Next a small work group including the ALTSA Nursing Services Program Manager, an Outcome Improvement Specialist, the QA Unit Manager and a representative group of nurses from AAA and HCS offices were identified to collaborate on developing a Performance Improvement Plan to implement in 2014.  Since August 2013, the group has met monthly and is collaboratively working in the A-3 tool on counter measures to the identified problems.  



The PIP is anticipated to be completed in 2014.








Skin Observation Protocol



A new PIP was added in 2013 based on the QA Question “Were critical skin observation protocol steps completed as required?” The proficiency for the QA question “Were critical skin observation protocol steps completed as required” was 62% in the 2012 QA audit cycle and 57% in the 2013 QA audit cycle.  Expected proficiency for this question is 90%.   



In conjunction with the above PIP, the 2012 QA audit data was reviewed to identify any trends that may explain the low proficiency for this question.   No clear trend was found where a particular office had more difficulty with adhering to the skin observation protocol (SOP).  In order to gather more detail on why the nursing staff did not complete the protocol steps as prescribed, the related Quality Assurance reviewer audit comments were read.  These were cross referenced to the CARE assessment case details and the case manager and/or nurse Service Episode Record (SER) notes.   Potential trends were identified for further analysis. After consultation with the Lean Coordinator/ Audit Liaison, the A-3 Problem Solving Step Tool was selected to guide the PIP process.



Next a small work group including the ALTSA Nursing Services Program Manager, an Outcome Improvement Specialist, the QA Unit Manager and a representative group of nurses from AAA and HCS offices were identified to collaborate on developing a Performance Improvement Plan to implement in 2014.  The group will also consider possible changes to the SOP related to incorrect coding of pressure ulcers, observation and documentation requirements.   Since August 2013, the group has met monthly and is collaboratively working in the A-3 tool on counter measures to the identified problems.  



The PIP is anticipated to be completed in 2014.





Quality Assurance and Quality Improvement Intranet Web Site

In the November 2012, HCS launched its Quality Assurance and Quality Improvement Intranet web site.  The site was designed to promote quality assurance and quality improvement, and to provide education, training, and resources to HCS and the AAAs.  It describes quality assurance and quality improvement, why they are important, and provides helpful presentations and resource materials as well as other useful documents and links.  This site is one component of an ongoing communication initiative to increase awareness by staff of the value of quality assurance and improvement, and to improve practice.  HCS continues to enhance the web site to make it more useful for end users.
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Payments after Death Review 

Based on findings from a 2011 audit by the Office of the State Auditor (SAO), HCS implemented a process to review long-term care cases where it appears that the department paid for services after the date of the client’s death.  ALTSA developed a report that obtains death record information and compares it to payment information from SSPS.  This report will be run on a monthly basis by HCS headquarters staff for investigation.  



For calendar year 2013, the QA Unit analyzed 609 payments identified by the SAO audit as potentially invalid.  The QA Unit reviewed each potential invalid payment; requested the field offices provide additional information and/or process overpayments and moved expenditures to state funds, and make fraud referrals as necessary on cases.  



Findings and remediation on this review are reported in the next two charts.



  











Other Activities

Throughout the 2013 audit cycle, the QA unit was called upon to perform the following other activities in support of the Division’s mission:



· Developed and conducted region specific trainings on topics identified in the QA process for proficiency improvement.  These trainings were conducted per the request of individual regional offices.

· Served on the ETR committee as requested and time permitted.

· Participated in the development of and conducted a power point Webinar on the QA process and use of QA Tool for statewide Case Management training.

· Provided consultation and training with some recently hired field staff members.

· Assisted in the design of security for ProviderOne web service.

· Assisted the Training Unit to reconcile and correct SSPS coding with Training Partnership data.

· Assisted the State Unit on Aging with compiling data for the Family Caregiver Support Program.  

How the Hours Claimed were Verified

(by Number)

2011 Number	Timesheet Obtained	Services Not Verified	Services Verified by Field	235	4	16	2012 Number	Timesheet Obtained	Services Not Verified	Services Verified by Field	233	4	19	2013 Number	Timesheet Obtained	Services Not Verified	Services Verified by Field	202	6	46	Audit Results

(by Percent)

2011 Percent	Hours Claimed = Hours Verified	Hours Claimed Do Not Equal Hours Verified (Overpayments Completed)	Contract Terminated	0.96062992125984248	3.5433070866141732E-2	3.937007874015748E-3	2012 Percent	Hours Claimed = Hours Verified	Hours Claimed Do Not Equal Hours Verified (Overpayments Completed)	Contract Terminated	0.9609375	3.90625E-2	0	2013 Percent	Hours Claimed = Hours Verified	Hours Claimed Do Not Equal Hours Verified (Overpayments Completed)	Contract Terminated	0.96875	1.953125E-2	3.90625E-3	Audit Results

(by Number)

2011 Number	Hours Claimed = Hours Verified	Hours Claimed Do Not Equal Hours Verified (Overpayments Completed)	Contract Terminated	244	9	1	2012 Number	Hours Claimed = Hours Verified	Hours Claimed Do Not Equal Hours Verified (Overpayments Completed)	Contract Terminated	246	10	0	2013 Number	Hours Claimed = Hours Verified	Hours Claimed Do Not Equal Hours Verified (Overpayments Completed)	Contract Terminated	248	5	1	SSPS ETR Review

282 cases, 15%

941 cases, 48%

73 cases, 4%

643 cases, 

33%

ETR OK	Corrected	SSPS 	>	 CARE	Not ETR Related	282	941	73	643	Quality of Life Surveys Completed

Baseline-NH	First Follow-up	Second Follow-up	795	398	300	Overall Proficiency by Program

COPES	MPC	New Freedom	Pace	RCL	WMIP	0.88119927862939584	0.90854392298435616	0.95560407569141192	0.95318495778971601	0.90595089471493961	0.93222683264177042	Do the people who help you treat you the way you want them to?

Yes	Baseline	1st Follow-up	2nd Follow-up	0.79	0.81	0.8	No	Baseline	1st Follow-up	2nd Follow-up	0.15	0.06	0.05	Do you need more help getting around than you are receiving? 

Yes	Baseline	First Follow-up	Second Follow-up	0.11	0.09	0.04	No	Baseline	First Follow-up	Second Follow-up	0.72	0.78	0.77	Do you want to work for pay right now?

Yes	1st Follow-up	2nd Follow-up	0.15	0.1	No	1st Follow-up	2nd Follow-up	0.78	0.81	During  the past week have you been happy or unhappy with the help you have been getting?

Happy	Baseline	First Follow-up	Second Follow-up	0.71	0.78	0.78	Unhappy	Baseline	First Follow-up	Second Follow-up	0.17	7.0000000000000007E-2	0.06	During  the past week have you been happy or unhappy with the way you live your life?

Happy	Baseline	First Follow-up	Second Follow-up	0.47	0.63	0.63	Unhappy	Baseline	First Follow-up	Second Follow-up	0.39	0.2	0.19	Did the Client/Proxy Participate in the Survey? (COPES)

2012	Yes	No	0.87796610169491529	0.12203389830508475	2013	Yes	No	0.85981308411214952	0.14018691588785046	Did the Client/Proxy 

Participate in the Survey?

 (New Freedom)

2012	Yes	No	0.64673913043478259	0.35326086956521741	2013	Yes	No	0.71951219512195119	0.28048780487804881	2012	

COPES	MPC	New Freedom	PACE	RCL	WMIP	0.88	0.9	0.92	0.93	0.86	0.89	2013	

COPES	MPC	New Freedom	PACE	RCL	WMIP	0.88119927862939584	0.90854392298435616	0.95560407569141192	0.95318495778971601	0.90595089471493961	0.93222683264177042	Did the Client Indicate That They Received the Personal Care Hours that DSHS Paid for? (COPES)

2012	Yes	No	0.96234309623430958	3.7656903765690378E-2	2013	Yes	No	0.96842105263157896	3.1578947368421054E-2	Did the Client Indicate That They Received the Personal Care Hours that DSHS Paid for?

 (New Freedom)

2012	Yes	No	0.97169811320754718	2.8301886792452831E-2	2013	Yes	No	0.96923076923076923	3.0769230769230771E-2	If DSHS Paid for a PERS Unit, Did the Client Indicate That They Received It? (COPES)

2012	Yes	No	0.97872340425531912	2.1276595744680851E-2	2013	Yes	No	0.96296296296296291	3.7037037037037035E-2	If DSHS Paid for a PERS Unit, Did the Client Indicate That They Received It?

 (New Freedom)

2012	Yes	No	1	0	2013	Yes	No	0.9285714285714286	7.1428571428571425E-2	If DSHS Paid for Home Delivered Meals, Did the Client Indicate That They Received Them? (COPES)

2012	Yes	No	1	0	2013	Yes	No	1	0	If DSHS Paid for Home Delivered Meals, Did the Client Indicate That They Received Them?

 (New Freedom)

2012	Yes	No	1	0	2013	Yes	No	1	0	If DSHS Paid for Specialized Medical Equipment, Did the Client Indicate That They Received It? (COPES)

2012	Yes	No	1	0	2013	Yes	No	1	0	If DSHS Paid for Specialized Medical Equipment, Did the Client Indicate That They Received It? (New Freedom)

2012	Yes	No	1	0	2013	Yes	No	1	0	Did the Client Indicate That They Were Treated the Way They 

Wanted to be Treated? (COPES)

2012	Yes	No	0.967741935483871	3.2258064516129031E-2	2013	Yes	No	0.99	0.01	Did the Client Indicate That They Were Treated the Way They 

Wanted to be Treated? (New Freedom)

2012	Yes	No	0.93965517241379315	6.0344827586206899E-2	2013	Yes	No	0.98461538461538467	1.5384615384615385E-2	Correct @ Initial Review, 91.0%

Remediated @ 30 Days, 8.4%

Remediated @ 60 Days, 0.5%

Remediated after 60 Days, 0.5%

0.91045505304299279	8.4031267448352875E-2	5.0251256281407036E-3	5.1647124511446122E-3	Did the Client Indicate that the Provider Listened Carefully to Client? (COPES)

2012	Yes	No	0.97165991902834004	2.8340080971659919E-2	2013	Yes	No	0.98994974874371855	1.0050251256281407E-2	Did the Client Indicate that the Provider Listened Carefully to Client? (New Freedom)

2012	Yes	No	0.93913043478260871	6.0869565217391307E-2	2013	Yes	No	0.98994974874371855	1.0050251256281407E-2	Does Client Indicate That They Know Who to Contact to Get a Problem Fixed? (COPES)

2012	Yes	No	1	0	2013	Yes	No	1	0	Does Client Indicate That They Know Who to Contact to Get a Problem Fixed? (New Freedom)

2012	Yes	No	1	0	2013	Yes	No	1	0	Payment after Death Findings

No Invalid Payments	Invalid Payments	Requires More Investigation	445	125	39	Action Taken on Invalid Payments

State Funds Only	Overpayment Processed	Provided Additional Information	46	81	28	Proficiency at Initial Review

Fin--Finan Elig	CP 1--AFH Specialty	CP 6--Signifcant Change	EP 1--Emergency Plan	SSPS 2--Participation	CP 5--Timely Annual	CP(S) 2--Prov Assigned Need	DOC 1--Ack of Svcs-14-225	CP 2--Agree to CARE Plan	SER 5--Informed of Choices	CP(S) 1--Informal Supports	PS 2--Behavior Interventions	SER 1--30 Day Requirement	SSPS 3--SSPS Correct	CP 3--Mandatory Reporting	Med 1--Treatments	Fin--Finan Elig	CP 1--AFH Specialty	CP 6--Signifcant Change	EP 1--Emergency Plan	SSPS 2--Participation	CP 5--Timely Annual	CP(S) 2--Prov Assigned Need	DOC 1--Ack of Svcs-14-225	CP 2--Agree to CARE Plan	SER 5--Informed of Choices	CP(S) 1--Informal Supports	PS 2--Behavior Interventions	SER 1--30 Day Requirement	SSPS 3--SSPS Correct	CP 3--Mandatory Reporting	Med 1--Treatments	1	0.99	0.99	0.96	0.95	0.94	0.94	0.91	0.9	0.89	0.88	0.88	0.88	0.88	0.87	0.78	New Freedom Proficiency at Initial Review



NF 1--Spending Plan developed 30days	NF 3--SP Reviewed Annually	NF 2--Agreement of Initial/annual SP	NF 6--Services/goods consistent with needs	NF 7--NF Funds Allowable	NF 4--Quarterly Review	NF 5--SP Address all Needs in CARE	NF 8--Doc of No Other Funds Available	1	1	0.98	0.96	0.94	0.93	0.93	0.86	Did the CM meet the 30 day requirement?

COPES	MPC	RCL	0.88888888888888884	0.87878787878787878	0.86250000000000004	2012	COPES	MPC	RCL	0.86	0.92	0.63	2013	COPES	MPC	RCL	0.88888888888888884	0.87878787878787878	0.86250000000000004	Correct @ Initial Review, 88%

Remediated @ 30-Days, 12%

0.87573964497041423	0.1242603550295858	0	Is there documentation that the CM informed the client of his/her choices related to long-term care settings and provider types?

COPES	MPC	New Freedom	WMIP	PACE	RCL	0.84278350515463918	0.88983050847457623	0.93220338983050843	0.9	0.95918367346938771	0.91341991341991347	2012	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.88	0.88	0.94	0.81	1	0.85	2013	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.84278350515463918	0.88983050847457623	0.93220338983050843	0.9	0.95918367346938771	0.91341991341991347	Correct @ Initial Review, 88.9%

Remediated @ 30 Days, 10.8%

Remediated @ 60 Days, 0.2%

0.88888888888888884	0.10784313725490197	2.4509803921568627E-3	Is the client financially eligible? 

COPES	MPC	New Freedom	WMIP	PACE	RCL	0.99487179487179489	1	0.99206349206349209	1	1	0.99099099099099097	2012	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.99	0.99	1	1	1	1	2013	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.99487179487179489	1	0.99206349206349209	1	1	0.99099099099099097	Correct @ Initial Review, 99.6%

Remediated @ 30 Days, 0.3%

Remediated @ 60 Days, 0.1%

0.99591002044989774	3.4083162917518746E-3	6.8166325835037494E-4	Were the correct treatments/ therapies/ programs/ rehabilitative care or training selected? 

COPES	MPC	New Freedom	WMIP	PACE	RCL	0.64032697547683926	0.79365079365079361	0.88235294117647056	0.88304093567251463	0.83625730994152048	0.8348214285714286	2012	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.67	0.76	0.77	0.83	0.85	0.8	2013	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.64032697547683926	0.79365079365079361	0.88235294117647056	0.88304093567251463	0.83625730994152048	0.8348214285714286	Correct @ Initial Review, 78%

Remediated @ 30-Days, 21%

Remediated @ 60-Days, 1%

0.78352769679300294	0.20553935860058309	0.01	For each current behavior or past behavior addressed with current interventions, did the CM describe what the interventions are?

COPES	MPC	New Freedom	WMIP	RCL	0.83333333333333337	0.8515625	0.92222222222222228	0.94	0.91666666666666663	2012	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.85	0.87	0.85	0.87	0.78	0.85	2013	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.83333333333333337	0.8515625	0.92222222222222228	0.94	0.91666666666666663	Correct @ Initial Review, 88.3%

Remediated @ 30 Days, 11.2%

Remediated @ 60 Days, 0.5%

0.88293650793650791	0.11210317460317461	4.96031746031746E-3	Is there an emergency plan in place?

COPES	MPC	New Freedom	WMIP	PACE	RCL	0.94871794871794868	0.95588235294117652	0.99130434782608701	0.94202898550724634	0.96987951807228912	0.97979797979797978	2012	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.95	0.94	0.99	0.95	0.93	0.9	2013	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.94871794871794868	0.95588235294117652	0.99130434782608701	0.94202898550724634	0.96987951807228912	0.97979797979797978	Correct @ Initial Review, 96.1%

Remediated @ 30 Days, 3.7%

Remediated @ 60 Days, 0.2%

0.96141479099678462	3.6977491961414789E-2	1.6077170418006431E-3	Were non-ALTSA resources/informal supports reflected in the determination of unmet needs?

COPES	MPC	New Freedom	WMIP	PACE	RCL	0.81889763779527558	0.85185185185185186	0.9555555555555556	0.95597484276729561	0.96721311475409832	0.85950413223140498	2012	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.81	0.83	0.7	0.85	0.7	0.77	2013	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.81889763779527558	0.85185185185185186	0.9555555555555556	0.95597484276729561	0.96721311475409832	0.85950413223140498	Correct @ Initial Review, 87.7%

Remediated @ 30 Days, 11.6%

Remediated @ 60 Days, 0.5%

Remediated after 60 Days, 0.2%

0.87708333333333333	0.11562500000000001	5.208333333333333E-3	2.0833333333333333E-3	Are all authorized waiver services and providers assigned a need within the support screen (service summary/care plan)?

COPES	MPC	New Freedom	WMIP	PACE	RCL	0.91259640102827766	0.9745042492917847	0.99199999999999999	1	0.97267759562841527	0.83549783549783552	2012	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.93	0.98	1	1	1	0.87	2013	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.91259640102827766	0.9745042492917847	0.99199999999999999	1	0.97267759562841527	0.83549783549783552	Correct @ Initial Review, 94%

Remediated @ 30-Days, 5.5%

Remediated @ 60-Days, 0.5%

0.94025797691785473	5.4989816700610997E-2	4.7522063815342835E-3	If the client is residing in or moving into an AFH, does it have the speciality designation required to meet the needs of the client?

COPES	MPC	RCL	1	1	0.96969696969696972	2012	COPES	MPC	RCL	0.98	1	1	2013	COPES	MPC	RCL	1	1	0.96969696969696972	Correct @ Initial Review, 99%

Remediated @ 30-Days, 1%

0.98734177215189878	1.2658227848101266E-2	Did the client/representative agree to the care plan as outlined in the LTC Manual?

COPES	MPC	New Freedom	WMIP	PACE	RCL	0.84793814432989689	0.87535410764872523	0.95081967213114749	0.946524064171123	0.956989247311828	0.91739130434782612	2012	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.89	0.91	0.95	0.9	0.95	0.9	2013	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.84793814432989689	0.87535410764872523	0.95081967213114749	0.946524064171123	0.956989247311828	0.91739130434782612	Correct @ Initial Review, 90%

Remediated @ 30-Days, 9%

Remediated @ 60-Days, 1%

0.90074779061862675	9.245411284840245E-2	6.7980965329707682E-3	Were mandatory referrals made? (DMHP, APS, CPS, and CRU)

COPES	MPC	New Freedom	WMIP	PACE	RCL	0.82758620689655171	1	0.875	0.8571428571428571	1	0.78947368421052633	2012	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.83	0.87	0.67	0.67	1	0.88	2013	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.82758620689655171	1	0.875	0.8571428571428571	1	0.78947368421052633	Correct @ Initial Review, 87%

Remediate @ 30-Days, 12%

Remediated @ 60-Days, 1%

0.86585365853658536	0.12195121951219512	1.2195121951219513E-2	Was level of care redetermined within the annual time frame?

COPES	MPC	New Freedom	WMIP	PACE	RCL	0.94174757281553401	0.9426751592356688	0.9652173913043478	0.8224852071005917	0.98601398601398604	0.98863636363636365	2012	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.95	0.98	0.88	0.81	0.96	0.97	2013	COPES	MPC	New Freedom	WMIP	PACE	RCL	0.94174757281553401	0.9426751592356688	0.9652173913043478	0.8224852071005917	0.98601398601398604	0.98863636363636365	Correct @ Initial Review, 94%

Remediated @ 30-Days, 6%

0.93607705779334505	6.3922942206654995E-2	Was a significant change assessment performed when appropriate? 

COPES	MPC	New Freedom	WMIP	PACE	RCL	0.98571428571428577	0.97916666666666663	1	1	1	1	Correct @ Initial Review, 99%

Remediated @ 30-Days, 1%

0.99277978339350181	7.2202166064981952E-3	Is Participation Correct?

COPES	MPC	New Freedom	RCL	0.94647887323943658	0.88888888888888884	0.97222222222222221	0.9521276595744681	2012	COPES	MPC	New Freedom	RCL	0.94	0.95	0.96	0.9	2013	COPES	MPC	New Freedom	RCL	0.94647887323943658	0.88888888888888884	0.97222222222222221	0.9521276595744681	Correct @ Initial Review, 95%

Remediated @ 30-Days, 4.6%

Remediated @ 60-Days, 0.5%

0.94952681388012616	4.5741324921135647E-2	4.7318611987381704E-3	Are SSPS authorizations correct?

COPES	MPC	New Freedom	WMIP	RCL	0.8817480719794345	0.92067988668555245	0.97619047619047616	1	0.78165938864628826	2012	COPES	MPC	New Freedom	WMIP	RCL	0.83	0.82	0.93	0.76	2013	COPES	MPC	New Freedom	WMIP	RCL	0.8817480719794345	0.92067988668555245	0.97619047619047616	1	0.78165938864628826	Correct @ Initial Review, 88%

Remediated @ 30-Days, 10%

Remediate @ 60-Days, 1%

Remediated after 60-Days, 1%

Completed after 60-Days	0.88294010889292196	0.10344827586206896	9.9818511796733213E-3	0.01	Is the 14-225 - Acknowledgement of Services completed correctly and in the file?

COPES	New Freedom	WMIP	RCL	0.91383812010443866	0.92913385826771655	0.79591836734693877	0.98148148148148151	2012	COPES	New Freedom	WMIP	RCL	0.88	0.97	0.67	0.81	2013	COPES	New Freedom	WMIP	RCL	0.91383812010443866	0.92913385826771655	0.79591836734693877	0.98148148148148151	Correct @ Initial Review, 91%

Remediated @ 30-Days, 8%

Remediated @ 60-Days, 1%

0.90865384615384615	7.6923076923076927E-2	1.4423076923076924E-2	Was the Spending Plan (SP) developed within 30 days from the date of referral? 

Correct @ Initial Review,
98%

Remediated @ 30 Days,
2%

0.97637795275590555	2.3622047244094488E-2	 Did the CC complete the quarterly review as required in the LTC?

Correct @ Initial Review,
93%

Remediated @ 30 Days,
7%

0.9285714285714286	7.1428571428571425E-2	 Does the Spending Plan address all participant needs identified in the CARE assessment?

Correct @ Initial Review,
93%

Remediated @ 30 Days,
6%

Remediated @ 60 Days,
1%

0.9285714285714286	6.3492063492063489E-2	7.9365079365079361E-3	Is there evidence that services/goods identified on the Spending Plan are consistent with assessed needs identified in CARE? 

Correct @ Initial Review,
96%

Remediated @ 30 Days,
4%

0.96031746031746035	3.968253968253968E-2	Were services/supports identified to be purchased with NF funds allowable (ETR obtained)?

Correct @ Initial Review,
94%

Remediated @ 30 Days,
5%

Remediated @ 60 Days,
1%

0.93975903614457834	4.8192771084337352E-2	1.2048192771084338E-2	 Is there documentation that no other funding sources were available for items identified as waiver purchases?

Correct @ Initial Review,
86%

Remediated @ 30 Days,
10%

Remediated @ 60 Days,
4%

0.86440677966101698	0.10169491525423729	3.3898305084745763E-2	If nursing referral was checked YES is there evidence that the referral was made?

Correct @ Initial Review, 93%

Remediated @ 30 Days, 6%

Remediated @ 60 Days, 1%

0.93043478260869561	6.0869565217391307E-2	8.6956521739130436E-3	Did the Case Manager follow up with RN recommendations?

Correct @ Initial Review, 87%

Remediated @ 30 Days, 13%

0.87096774193548387	0.12903225806451613	Is there evidence that nursing services were initiated as required?

Correct @ Initial Review, 90%

Remediated @ 30 Days, 9%

Remediated @ 60 Days, 1%

0.90052356020942403	8.9005235602094238E-2	1.0471204188481676E-2	Was a nurse referral made for a client with a non-professional (or no one) providing care?

Correct @ Initial Review, 85%

Remediate @ 30 Days, 15%

0.84615384615384615	0.15384615384615385	Were critical SOP steps completed as required?

Correct @ Initial Review, 57%

Remediated @ 30 Days, 34%

Remediated @ 60 Days, 8%

Remediated after 60 Days, 0.4%

0.57322175732217573	0.34309623430962344	7.9497907949790794E-2	4.1841004184100415E-3	Were the background inquiry requirements followed as outlined in the LTC manual?

Correct @ Initial Review, 92.6%

Remediated @ 30 Days, 7.1%

Remediated @ 60 Days, 0%

Remediated after 60 Days, 0.3%

0.92604501607717038	7.0739549839228297E-2	0	3.2154340836012861E-3	Did the AAA/managed care entity pay a qualified provider based on training/certification requirements?

Correct @ Initial Review, 94%

Remediated @ 30 Days, 5%

Remediated @ 60 Days, 0%

Remediated after 60 Days, 0.2%

0.94457274826789839	4.8498845265588918E-2	0	2.3094688221709007E-3	Were contracting requirements met as outlined in the LTC manual?

Correct @ Initial Review, 94.1%

Remediated @ 30 Days, 5.5%

Remediated @ 60 Days, 0%

Remediated after 60 Days, 0.4%

0.94061757719714967	5.4631828978622329E-2	0	2.3752969121140144E-3	New Freedom FMS Focus Review Proficiency @ Initial

Qualfied Provider	Participant Approval	Within Budget	Correct Participation	Invoice/Receipt	1	1	1	1	0.88	Did the FMS have evidence of a receipt/invoice for all purchases?

Correct @ Initial Review,
88%

Remediated @ 30 Days,
11%

Remediation @ 60 Days,
1%

0.87804878048780488	0.10975609756097561	1.2195121951219513E-2	Statewide Consistency

COPES
30%

MPC
29%

NF
6%

PACE
4%

RCL
13%

WMIP
18%

0.29722222222222222	0.29444444444444445	6.1111111111111109E-2	3.6111111111111108E-2	0.13055555555555556	0.18055555555555555	Self Performance

COPES
33%

MPC
29%

NF
7%

PACE
2%

RCL
10%

WMIP
19%

0.33482142857142855	0.29017857142857145	6.6964285714285712E-2	1.7857142857142856E-2	0.10267857142857142	0.1875	Short Term Memory

COPES
26%

MPC%
32%

NF
3%

PACE
2%

RCL
17%

WMIP
20%

0.26041666666666669	0.32291666666666669	3.125E-2	2.0833333333333332E-2	0.16666666666666666	0.19791666666666666	Decision Making

COPES
28%

MPC

32%

NF
4%

PACE
12%

RCL
19%

WMIP
5%

0.2807017543859649	0.31578947368421051	3.5087719298245612E-2	0.12280701754385964	0.19298245614035087	5.2631578947368418E-2	Behaviors

COPES
24%

MPC
33%

NF
17%

RCL
13%

WMIP
13%

0.23333333333333334	0.33333333333333331	0.16666666666666666	0.13333333333333333	0.13333333333333333	Comprehension

COPES
43%

MPC
24%

RCL
14%

WMIP
19%

0.42857142857142855	0.23809523809523808	0.14285714285714285	0.19047619047619047	COPES

Behavior
5%

Comprehension
7%

Decision Making
12%

Self Performance,

57%

Short Term Memory
19%

5.3030303030303032E-2	6.8181818181818177E-2	0.12121212121212122	0.56818181818181823	0.18939393939393939	MPC

Behavior
8%

Comprehension
4%

Decision Making
14%

Self Performance
50%

Short Term Memory
24%

7.7519379844961239E-2	3.875968992248062E-2	0.13953488372093023	0.50387596899224807	0.24031007751937986	RCL

Short Term Memory
27%

Behavior	Comprehension	Decision Making	Self Performance	Short-term memory	7.0175438596491224E-2	5.2631578947368418E-2	0.19298245614035087	0.40350877192982454	0.2638888888888889	New Freedom

Behavior
20%

Decision Making
8%

Self Performance
60%

Short Term Memory
12%

0.2	0.08	0.6	0.12	PACE

Decision Making
54%

Self Performance
31%

Short Term Memory
15%

0.53846153846153844	0.30769230769230771	0.15384615384615385	WMIP

Behavior	Comprehension	Decision Making	Self Performance	Short Term Memoy	5.5555555555555552E-2	5.5555555555555552E-2	4.1666666666666664E-2	0.58333333333333337	0.2638888888888889	How the Hours Claimed were Verified--2013 Audit



Field	Not Verified	Timesheets	46	6	202	Audit Results--2013 Audit

Hours Claimed = Hours Verified	Overpayments Completed	Contract Terminated	248	5	1	How the Hours Claimed were Verified

(by Percent)

2011 Percent	Timesheet Obtained	Services Not Verified	Services Verified by Field	0.92156862745098034	1.5686274509803921E-2	6.2745098039215685E-2	2012 Percent	Timesheet Obtained	Services Not Verified	Services Verified by Field	0.91015625	1.5625E-2	7.421875E-2	2013 Percent	Timesheet Obtained	Services Not Verified	Services Verified by Field	0.7890625	2.34375E-2	0.1796875	image2.png
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_1457170146.pdf
Proficiency with Details

Review Cycle Type: Compliance
Review Cycle Started Between: 01/11/2013 and 12/10/2013

Review Stage: Initial Review
Report is Complete

Review done by: QA Team

Review Cycles in Selected Area: 1483

Section: SER
Sub Section: SER Questions
1 Did the CM meet the 30 day requirement? Yes No NA Exp %
148 21 1314 | 88% 90%
Comment Frequency
In-home face to face contact not done within 30 days 11
Residential face to face contact not done within 30 days 10
5 Is there documentation that the CM informed the client of his/her choices Yes | No NA Exp %
related to long-term care settings and provider types?
1088 | 136 259 | 89% 90%
Comment Frequency
No doc client was informed of in home provider options. 131
No doc of disc of the option of receiving care in other settings 111
Section: Client Details (Review)
Sub Section: Financial
1 Is the client financially eligible? Yes | No NA Exp %
1461 6 16 |100% 98%
Comment Frequency
Client is not financially eligible 6
Section: Medical
Sub Section: Medical Questions
1 Were the correct treatments/ therapies/ programs/ rehabilitative care or Yes No NA Exp %
training selected?
1075 | 297 111 | 78% 90%
Comment Frequency
Appropriate Tx was not selected as indicated by other info in CARE/file 148
Treatment details are not consistent with definition(s) 101
App sklld Thrpy, Prog, Rehab, or Trng not consist with definition 49
App skild Thrpy, Prog, Rehab, or Trng not sel as indicated in CARE/file 16
Section: Psych/Social
Sub Section: Psych/Social Questions
2 For each current behavior or past behavior addressed with current Yes | No NA Exp %
interventions, did the CM describe what the interventions are?
890 | 118 | 475 | 88% 90%
Comment Frequency
No doc to describe the interventions of how current behavior is altered 88
No doc to desc interventions for past behaviors w/ cur interv in place 36
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Section: Emergency Planning
Sub Section: Emergency Planning

1 Is there an emergency plan in place? Yes | No NA Exp %
1196 | 48 239 | 96% 90%
Comment Frequency
Evacuation plan not addressed 24
No doc of levels of evacuation plan in AFH 14
Backup plan not included as required 11
Section: CARE Plan
Sub Section: Support
1 |Were non-ADSA resources/informal supports reflected in the determination of | Yes | No NA Exp %
unmet needs?
842 | 118 523 | 88% 90%
Comment Frequency
Non ADSA resources/informal supports not reflected in status 119
2 |Are all authorized waiver services and providers assigned a need within the Yes | No NA Exp %
support screen (service summary/care plan)?
1385 | 88 10 94% 90%
Comment Frequency
Specialized Med Equip paid in SSPS not identified in the assessment 34
Personal care pr paid in SSPS is not assigned in the support screen 27
Nurse Delegation paid for in SSPS is not assigned in the support screen 13
PERS paid for in SSPS is not identified in the support screen 9
Client Training paid for in SSPS is not assigned in the support screen 6
HDM paid for in SSPS is not indentified in the support screen 4
Environmental Mod paid for in SSPS is not identified in the assessment 1
Skilled Nursing paid for in SSPS is not assigned in the support screen 1
Section: CARE Plan
Sub Section: CARE Plan Questions
1 If the client is residing in or moving into an AFH, does it have the speciality Yes | No NA Exp %
designation required to meet the needs of the client?
g a 78 | 1 | 1404 | 99% | 90%
Comment Frequency
AFH does not have the required specialty designation 1
2 Did the client/representative agree to the care plan as outlined in the LTC Yes | No NA Exp %
Manual?
1325 | 146 12 | 90% 90%
Comment Frequency
No doc CM obtained verbal consent prior to service re/authorization 75
No doc CM obt written consnt prior to svs re/auth(vbl consnt not obtnd) 66
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Comment Frequency
No doc individual approving care plan is auth by cl to act on cl behalf 23
3 Were mandatory referrals made? (DMHP, APS, CPS, and CRU) Yes No NA Exp %
71 11 | 1401 | 87% 90%
Comment Frequency
APS referral not made 11
5 Was level of care redetermined within the annual time frame? Yes No NA Exp %
1069 | 73 341 | 94% 90%
Comment Frequency
Annual assessment not completed on time 73
6 |Was a significant change assessment performed when appropriate? Yes | No NA Exp %
275 2 1206 | 99% 90%
Comment Frequency
Significant change assessment not compl w/in 30 day timeframe 2
Section: SSPS
Sub Section: SSPS Questions
2 Is participation correct? Yes | No NA Exp %
602 32 849 | 95% 90%
Comment Frequency
Participation amount on SSPS is incorrect 32
3 |Are SSPS authorizations correct? Yes | No NA Exp %
973 | 129 | 381 | 88% 90%
Comment Frequency
Incorrect code used 58
No invoice/receipt to verify SSPS authorization 42
Rate/hrs authorized does not match CARE w/o ETR/cl consent 20
Wrong rate used 11
Conflicting programs opened at the same time 8
SSPS code not terminated timely 7
SSPS authorized payment does not match ETR approval 3
Hours were not adjusted for home delivered meals 1
Section: Documents
Sub Section: Documents Questions
1 Is the 14-225 - Acknowledgement of Services completed correctly and inthe | yes | No NA Exp %
file?
567 57 859 | 91% 90%
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Comment Frequency
14-225 Acknowledgement of Services not completed correctly 43
14-225 Acknowledgement of Services not in the file 14
Section: New Freedom
Sub Section: New Freedom
1 |Was the Spending Plan (SP) developed within 30 days from the date of Yes | No NA Exp %
referral?
32 0 1451 | 100% 90%
2 Is there a participant signature acknowledging agreement of initial/annual Yes | No NA Exp %
Spending Plan?
124 3 1356 | 98% 90%
Comment Frequency
No signature 3
3 |Are Spending Plans reviewed/updated at least annually? Yes | No NA Exp %
118 0 1365 | 100% 90%
4 Did the CC complete the quarterly review as required in the LTC? Yes | No NA Exp %
117 9 1357 | 93% 90%
Comment Frequency
Contacts not made every quarter 6
Contacts made but were missing: 4
Review of the monthly Budget 4
Review of the planned savings authorization 4
5 Does the Spending Plan address all participant needs identified in the CARE | Yes | No NA Exp %
assessment?
117 9 1357 | 93% 90%
Comment Frequency
Need identified in CARE were not addressed in SP 9
6 |[Is there evidence that services/goods identified on the Spending Plan are Yes | No NA Exp %
consistent with assessed needs identified in CARE?
121 5 1357 | 96% 90%
Comment Frequency
Items on SP do not have an identified need in CARE 5
7  |Were services/supports identified to be purchased with NF funds allowable Yes | No NA Exp %
(ETR obtained)?
78 5 1400 | 94% 90%
Comment Frequency
SP services/supports are not allowed and no ETR approval 5
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Is there documentation that no other funding sources were available for Yes | No NA Exp %
items identified as waiver purchases?
51 8 1424 | 86% 90%
Comment Frequency
No documentation other funding sources were checked 8
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