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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

H15-016 – Information
February 24, 2015 
	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 2014 Quality Assurance (QA) Final Report

	Purpose:
	To provide the results of the quality assurance activities for the 2014 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 2014 QA Final Report is attached below.  

	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;
· Evaluate the consistency regarding implementation of statewide policies; and

· Determine approaches and areas of focus for continuous quality improvement. 

	ATTACHMENTS:
	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 camities.

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

ONE CORE SET OF VALUES: Pursuit of Excellence, Collaboration, HonestgsRect, Open
Communication, Diversity, Accountability and Congas.

Excellence in Service

At Home & Community Services (HCS), we strive fotcellence in services. We believe
guality is everyone’s business and every persohinvithe organization must be invested in
ensuring quality services are provided. Qualityuagnce and improvement is a collaborative
process. It requires that HCS Headquarters (H@gidds, and Area Agencies on Aging
(AAAs) work together as a team to improve servicaldy and to demonstrate performance
accountability. It is within the framework of tleegoals that the 2014 Quality Assurance Final
Report is presented.

HCS Social Services Quality Assurance

The HCS QA Team was established in 2002. The obgcfor all quality assurance work are:
 to ensure that all services promote health, safaty] self-determination for all
participants;
» to advance efficient and effective practices irvieerdelivery; and
» to ensure federal and state assurances are met.

Quality Assurance Report Overview

The Quality Assurance Final Report presents anveerof QA activities and statistical data
compiled and analyzed for tt#914 audit cycle. The QA process informs staff @novides
data, evaluation, and analysis to:

* Guide management decisions;





* Ensure consistency in implementation of statewnlees;

* Evaluate compliance with state and federal poljcregulations, laws, and Federal
Funding Participation (FFP) requirements to guamantederal match for ATLSA
programs;

* Present evidence related to the implementatiortsofjuality management strategy for
oversight reviews by the Centers for Medicare armadlighid Services (CMS); and
* Determine approaches and areas of focus for canisquality improvement.

A summary of the Final Report is available in a Bd®oint Presentation through the QA team.

2014 Audit Cycle

HCS’ Quality Assurance Staff (QAS) began the 20aditacycle in January 2014. The audit
cycle included the following activities for 2014 wwh are described later in this document:
» Conducted QA compliance reviews on 1341 clients38®lindividual providers

* Reviewed 415 individual provider timesheets

» Conducted 258 client services verification surveys

 Conducted 1561 quality of life surveys for cliemsrolled in Roads to Community
Living

* Reviewed 2541 mismatches between assessment ameipagystems

* Reviewed 372 payments after death

The Compliance Review

Between January and October 2014, ALTSA QAS coragletstatewide compliance review for
all six HCS community based programs, includingussx reviews on Individual Providers (IPs)
from 13 Area Agencies on Aging (AAAs) and threeioegl HCS offices.

The QA review is based on:
» 21 general QA questions

* 4 individual provider QA questions
* 5 Nursing Referral and SOP focused review QA qaaestiand
* 8 New Freedom QA questions

An identical review process across all offices eesua consistent level of quality and

accountability. Each program was reviewed by #maes staff, using the same QA tool, and was
held to the same standards for key case managdmstions. For the 2014 audit cycle, a

statistically valid sample of assessments, cass, fand individual provider files were reviewed

by the QAS team for each HCS program. Throughbetaudit cycle, the same 21 questions
were reviewed.





Review Sample

For the 2014 audit cycle, QAS reviewed a statiflticalid sample of assessments and case files
for each HCS administered program. This methodoiogets CMS’ requirements for sampling.

For this audit cycle, each area’s sample was datedrby multiplying the percent of the total

program population in that area by the sample siZ@ue to this proportionate sample

methodology, an area may have had fewer files weadeor depending on the programs offered
in that area, they may have had many more.

Final Report Process

To develop the report, the QA team analyzed antuated all of the data collected over the last
audit cycle, comparing it to previous audit cycssults in order to identify data patterns and
trends.

The policy clarifications in this report are a rksai Change Committee decisions. The Change
Committee addresses field office unresolved chg#ento the audit findings and interprets
policies. The Change Committee consists of sggffesenting policy, QA, and the field. Asitis
our goal as an agency to promote continuous qualipyovement across the state, it is the intent
of this report to share lessons learned duringtimeial audit cycle.

Based on a review of the results of the entire @#cess and the statewide QA proficiencies, the
HCS Executive Management team provides directiomutbthe priorities for quality
improvement. HCS Headquarters worked on severalewide proficiency improvement
projects in 2014. They are discussed in detag liat the report.

Changes to the QA Review Process for 2014

We consider quality assurance to be a dynamic psocg8ince 2002, the HCS QA program at the
ALTSA HQ has been evolving. After each audit cycl.TSA examines and refines the
process to prioritize and target areas to work on.

HCS added five new questions to the 2014 QA Revixwle in order to meet new federal
requirements that became effective in 2014.

Proficiencies

The expected proficiency for 20 of the 21 questisrd6 percent. One question has an expected
proficiency of 98 percent. For most of the quasiomore than one “no” response may be
selected for any question, which may result inrtbenber of “no” responses being greater than
the total times a “no” was selected as an outcome.

Proficiencies are calculated by dividing the totainber of questions answered “yes” by the total
number that applied in that area — # yes/(# yese)# The proficiency percentage is rounded to
the nearest whole number. Questions that were eresWN/A were not included in the
calculation.





Comparing Past Audit Cycle with Current Audit Cycle
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Comparison of Statewide Proficiency for Each RevieWQuestion

The following chart compares the statewide proficiefor each of the questions. The expected
statewide proficiency, as established by CMS, wapécent in 2014. Prior to that time, it was
90 percent.

Proficiency at Initial Review

100% -
90%

CP | CP | Fin [ Doc| CP |CP-S|SSPS| CP | Em [SSPS|CP-S| CP | CP | SER |CP-S|SSPS| PSS | SER | SER |Med| Doc
HO | H7 | H1 | H3 | H5 | #3 | 2 | H1 | H1 | H1 | H2 | A3 | H2 | H6 | H#1 | #3 | H2 | #1 | #6 | #1 | #1
B % |100%100%|100%100% 98% | 98% | 97% | 96% | 96% | 96% | 95% | 94% [ 93% | 93% | 91% | 90% | 89% | 84% | 82% | 78% | 75%

Comparison of Overall Proficiency for Eight New Freedom Questions

New Freedom Proficiency at Initial Review

100% 7
80% +
60% +
40% +
20% +

0% -
NF #3 NF #2 NF #6 NF #7 NF #1 NF #8 NF #5 NF #4
W% Prof| 99% 97% 97% 97% 94% 85% 75% 59%






IP Focused and Timesheet Review

For the 2014 review, statistically valid sampledrafividual Provider (IP) files were reviewed.
Four questions were addressed, dealing with baakgrochecks, contracts, training, and
certifications, which are all necessary to be dified provider. In addition, the HCS QA team
completed a review of a statistically valid sampfdP timesheets. Hours recorded on the IP
timesheets were compared with the hours the Ifheldiin SSPS.

CARE SSPS Mismatch Reviews

The QA unit reviewed the 2541 cases that were ifiethton CARE SSPS Mismatch Reports
and were generated in January, May, July, and Nbeewf 2014. The intent of this project is to
familiarize field staff with the report and to imporate reviewing the report and making
corrections into their monthly routine.

RCL Surveys

The QA unit administered over 1561 Roads to Comtyuhiving (RCL) Quality of Life
Surveys to Money Follows the Person (MFP) partigipahroughout the state. Participation in
the survey is voluntary and clients may refuse aketthe survey or refuse to respond to
particular questions. The survey was designedM$ C

The survey is designed to be administered threestito each client. The Baseline survey is
conducted after the participant has been enrohéal the MFP program, but before discharge
from an institution to the community. The firstlléov-up survey is administered about 11
months after nursing facility discharge to the camity and the second follow-up survey is
administered about 24 months after discharge teahanunity.

Client Services Verification Surveys

The Client Services Verification Survey was conddcin 2014 to verify if clients received the
services for which the department paid. There #8&&clients that participated in this telephone
survey.

Headquarters Proficiency Improvement Plans

Per CMS directive, HCS must implement a HQ profickeimprovement plan (PIP) for each QA
guestion that does not meet the statewide minimroficeency of 86 percent. There were two
Headquarters PIPs that HCS Headquarters workedimmgd2014. They are as follows:

» Determining Status in CARE

* The Skin Observation Protocol





Also, in 2014, HCS Headquarters discussed withlthet Requirements Planning Coordinators
(JRPs) the most common errors with the codingegtiments in CARE. The JRPs were asked to
discuss this with field staff during staff meetingdn informational sheet about this issue was
also posted on the QA Intranet site.

Other QA Activities

For a list of other quality assurance team ac#sitplease se&ppendix |.

File Reviews by Supervisors

HCS policy requires that supervisors in the AAA &h@S offices complete a minimum of three

file review cycles annually in the QA Monitoringdiofor each case manager/social service
specialist with one year or more of CARE experiendde appendix contains charts showing
how each area met this requirement.





Appendix A:
The 21 Questions Monitored in the General Review

SER Question
SER 1 - Did the CM meet the 30 day requirement?
SER 5 - Is there documentation that the CM inforrinedclient of their choices related
to the long-term care settings and provider types?
SER 6 — Were bed rails authorized for a waivemtligith a local ETR supporting their
use?

Client Details Question
Client Details Financial 1 — Is the client finartyaligible?

Documents Question
Documents 1 — Is the 14-225 — Acknowledgement o¥iSes completed correctly and in
the file?
Documents 3 — Did the client receive informatiolattthe importance of the flu vaccine
at the time of annual assessment?

Medical Question
Med 1 — Were the correct treatments/therapies/progfrehabilitative care or training
selected?

Psych/Social Question
Psych/Soc 2 — For each current behavior or pasavweh addressed with current
interventions, did the CM describe what the intatians are?

Emergency Planning Question
PES 1 - Is there an emergency plan in place?

Care Plan Support and Care Plan Questions
Care Plan Support 1 — Were non-ADSA resourceshmibrsupports reflected in the
determination of unmet needs?
Care Plan Support 2 — Are all authorized waivevises and providers assigned a need
within the support screen (service summary/care)pla
Care Plan Support 3 — Were all ADL’s and IADL’s igsed to a paid provider on the
support screen?
Care Plan 1 — If the client is residing in or mayinto an AFH, does it have the specialty
designation required to meet the needs of thet@lien
Care Plan 2 — Did the client/representative agoethe care plan as outlined in the LTC
Manual?





Care Plan 3 — Were mandatory referrals made? (DM, CPS, and CRU)

Care Plan 5 — Was level of care re-determined withe annual timeframe?

Care Plan 6 — Was a significant change assessradotiped when appropriate?

Care Plan 7 — Were the correct instruments andepsas used to determine participant
level of care?

SSPS Questions
SSPS 1 — Was assessment moved to current priefaatihorization?
SSPS 2 — Is patrticipation correct?
SSPS 3 — Are SSPS authorizations correct?

New Freedom Questions
New Freedom 1 — Was the Spending Plan (SP) dewtlofikin 30 days from the date of
referral?
New Freedom 2 — Is there a participant signaturkn@eledging agreement of
initial/annual Spending Plan?
New Freedom 3 — Are Spending Plans reviewed/updstighst annually?
New Freedom 4 — Did the CC complete the quartenyemw as required in the LTC?
New Freedom 5 — Did the Spending Plan addressaaticpant needs identified in the
CARE assessment?
New Freedom 6 — Is there evidence that servicedgatentified on the Spending Plan
are consistent with assessed needs identified IREA
New Freedom 7 — Were services/supports identifeedd purchased with NF funds
allowable (ETR obtained)?
New Freedom 8 — Is there documentation that nor dtimeling sources were available for
items identified as waiver purchases?

The Nine Questions Monitored in Focused Reviews

Individual Provider File Questions
IP 1 — Were the background inquiry requirementsofedéd as outlined in the LTC
manual?
IP 2 — Did the AAA/Managed Care Entity pay a quefifprovider based on the training
requirements?
IP 3 — Were contracting requirements met as outlinghe LTC manual?
IP 4 — Were certification requirements met as oatliin the LTC Manual?

10





Nursing Referral Questions
Nursing Referral 1 — If nursing referral was chatK&S is there evidence that a referral
was made?
Nursing Referral 2 — Did the CM follow up with tRN recommendation?
Nursing Referral 3 — Is there evidence that nursinyices were initiated as required?

Skin Observation Protocol Questions
SOP 1 — Was a nurse referral made for a client withon-professional (or no one)
providing care?
SOP 2 — Were critical SOP steps completed as resdfiir

The Five Questions Monitored in Focused Reviews: MeFreedom
Financial Management Services

New Freedom 9 — Did the FMS only pay qualified pdevs (non IPs)?

New Freedom 10 — Did the FMS have evidence that ghdicipant/designated
representative approved all services/supports befmy were purchased?

New Freedom 11 — Were services/supports purchagethvoudget limits (funds were
available)?

New Freedom 12 - Did the FMS accurately assign ¢heaect participation to
services/supports?

New Freedom 13 — Did the FMS have evidence of @eipgnvoice for all purchases?

11





Appendix B: Compliance Review Details
SER Questions

SER Question #1:Did the CM meet the 30 day face to face visit regmient?

Data:
Audit Cycle Statewide Proficiency
2014 84%
2013 88%
2012 78%

Comparison by Program:

Did the CM meet the 30 day face to face visit
requirement?

100% =
90%
80% =
70% +
60% =
50% =
40%
30% =
20% =
10% =+
0% -

COPES MPC NF WMIP RCL

m2012| 86% 92% 63%

m2013| 89% 88% 86%

m2014| 80% 92% 100% 100% 74%

Note: 2012 & 2013 NF and WMIP were N/A. This questdoes not apply to the PACE program.

Details:
The findings and frequency were:

No Response Frequency
Residential face to face contact not done withid&gs 15
In-home face to face contact not done within 30sday 5
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Remediation:

%

Remediate
@ 30-Days
16%

Prof @
Initial Review
84%

SER Question #5: Is there documentation that the CM informed thertliof their choices
related to long-term care settings and providees$#p

Data:
Audit Cycle Statewide Proficiency
2014 93%
2013 89%
2012 88%

Comparison by Program:

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

[ep]
L33
>

LI S S S S |

COPES MPC NF WMIP PACE RCL
w2012 88% 88% 94% 81% 100% 85%

m2013| 84% 89% 93% 90% 96% 91%
w2014 89% 94% 100% 100% 100% 88%

13





Details:
The findings and frequency were:

No Response Frequency
No documentation client was informed of in-homevter options 68
No documentation of discussion of the option okreing care in other settings 63
Remediation:
%
Remediated %
@ 60 Days Remediated

1% after 60 Days

% 0%
Remediate
@ 30-Days

6%

Prof @
Initial Review
93%

*Three cases were not remediated within 60-dayiscases were fully remediated shortly after thedd§ due date.

SER Question #6: Were bed rails authorized for a waiver client wathocal ETR supporting
their use? This was a new question added in 201response to federal requirements that
indicate the state must demonstrate that it folld&/policies and procedures for the use and/or
prohibition of restrictive interventions (includimgstraints and seclusion).

Data:
Audit Cycle Statewide Proficiency
2014 82%
New for 2014
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Were bed rails authorized for a waiver client with a local
ETR supporting their use?
100% 100% 100% 100%
50% I I I 50%
COPES MPC NF WMIP PACE RCL

Details:
This question is new for 2014 and only has oneespanse‘ETR not completed.” This no
response was selected in two cases.

Remediation:

%

Remediate
@ 30-Days,
18.2%

Prof @
Initial
Review,
81.8%
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Client Details—Financial Question

Client Details — Financial Question #3:Is the client financially eligible? (Note: thistise only
QA question that has a 98 percent expected prafigie

Data:
Audit Cycle Statewide Proficiency
2014 100%*
2013 100%
2012 100%

Comparison by Program:

Is the client financially eligible?

100% +
90% =+
80% +
70%
60% +
50% =+
40%

30%
20% 3
10% +
0% 14
COPES MPC NF WMIP PACE RCL
m2012| 99% 99% 100% 100% 100% 100%

m2013| 99% 100% 99% 100% 100% 99%
m2014| 99% 100% 100% 100% 100% 99%

Details:
*There is only one No Response for this questi@iient is not financially eligiblé This No

Response was selected in four cases. Due to mginitie statewide proficiency appears to be
100% though it is slightly less than 100%.
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Remediation:

%
Remediated
@ 30-Day

0.3%

—_Prof @
Initial
Review,
99.7%

Medical Questions

Medical Question #1: Were the correct treatments/therapies/rehabilgatiare or training
selected?

Data:
Audit Cycle Statewide Proficiency
2014 78%
2013 78%
2012 76%

Comparison by Program:

Were the correct treatments/therapies/rehabilitative care oL
training selected?

100% 1
90% -
80% -
70% -
60% -
50% -
40% -
30% -
20% -
10% :

0% -

LUN NN N R RN N N |

COPES MPC NF WMIP PACE RCL
m2012| 67% 76% 77% 83% 85% 80%

m2013| 64% 79% 88% 88% 84% 83%
m2014| 68% 74% 89% 81% 79% 83%
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Details:
The findings and frequency were:

No Response Frequency
Appropriate treatment was not selected as indidayesther information in 163
CARE/file
Treatment details are not consistent with definits) 86
Applied skilled therapy, program, rehab or trainivag consistent with definition 50
Applied skilled therapy, program, rehab or trainivaj selected as indicated in 21
CARE/file
Remediation:
% %
Remediated Remediated
@ 60 Days after 60 Days
1.3% 0.1%

%
Remediate
@ 30-Days
20.9%

Prof @
Initial Review
77.7%

*One case was not remediated within 60-days. # fully remediated shortly after the 60-day duesdat

Psych/Social Questions

Psych/Social Question 2:For each current behavior or past behavior addiegsd current
interventions, did the CM describe what the intatigns are?

Data:
Audit Cycle Statewide Proficiency
2014 89%
2013 88%
2012 86%
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Comparison by Program:

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

COPES MPC NF WMIP PACE RCL
w2012 85% 87% 85% 87% 78% 85%

m2013| 83% 85% 92% 94% 92%
w2014 87% 84% 94% 90% 100% 88%

Details:
The findings and frequency were:

No Response Frequency
No documentation to describe the interventionsoné burrent behavior is altered 80
No documentation to describe interventions for pasiaviors with current intervention in 26

place

Remediation:
% %
Remediated Remediated
@ 30-Day @ 60 Days,
10.5%

Prof @
Initial
Review,
89.1%
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Personal Elements/Safety Questions

Personal Elements/Safety Question #1Is there an emergency plan in place?

Data:
Audit Cycle Statewide Proficiency
2014 96%
2013 96%
2012 94%

Comparison by Program:

100% =
90% +
80% =+
70%
60% +
50% %
40%
30% +
20% +
10% +

Is there an emergency plan in place?

0%

COPES MPC

NF

WMIP

PACE RCL

m2012| 95%

94%

99%

95%

93% 90%

m2013| 95%

96%

99%

94%

97% 98%

w2014, 94%

96%

100%

92%

99% 96%

Details:
The findings and frequency were:

No Response Frequency
Backup plan not included as required 20
Evacuation plan not addressed 12
No documentation of levels of evacuation plan irHAF 11

20






Remediation:

% Remediated % Remediated

@ 30-Days, @ 60 Days,
3% 1%

Prof @ Initial
Review, 96%

Care Plan Support Question

Care Plan Support Question #1:Were non-ADSA resources/informal supports refledtethe
determination of unmet needs?

Data:
Audit Cycle Statewide Proficiency
2014 91%
2013 88%
2012 80%

Comparison by Program:

Were non-ADSA resources/informal supports reflected
in the determination of unmet needs?

oo/o/ooooools]
X
(=)

LU IS H N B B |

COPES MPC NF WMIP PACE RCL
m2012| 81% 83% 70% 85% 70% 77%

m2013| 82% 85% 96% 96% 97% 86%
m2014| 89% 89% 96% 95% 93% 80%
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Details:

This question only has one no resporid&n-ADSA resources/informal supports not reflected
in status.” This no response was selected in 77 cases.

Remediation:

%

Remediated %
% @ 60 Days, Remediated
Remediated 0.6% | after 60
@ 30-Day Days, 0.2%

8.5%

Prof @
Initial
Review,
90.7%

Two cases were not remediated within 60-days. Tene fully remediated shortly after the 60-day date.

Care Plan Support Question #2: Are all authorized services and providers assigmetted
within the support screen (service summary/care)pla

Data:
Audit Cycle Statewide Proficiency
2014 95%
2013 94%
2012 96%
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Comparison by Program:

Are all authorized services and providers assigned a need
within the support screen (service summary/care plan)?
100% =
90% %
70% =
60% +
50% =
40% =
30% +
20% =
10% +
0%
COPES MPC NF WMIP PACE RCL
m2012| 93% 98% 100% 100% 100% 87%
m2013| 91% 97% 99% 100% 97% 84%
m2014| 94% 97% 96% 99% 100% 86%
Details:
The findings and frequency were:
No Response Frequency
Personal care paid in SSPS and is not assignée support screen 16
Nurse delegation paid for in SSPS and is not asdigmthe support screen 13
Specialized medical equipment paid in SSPS andtigentified in the assessment 10
PERS unit paid for in SSPS and is not identifiethe support screen 9
Client training paid for in SSPS and is not assibimethe support screen 4
Managed Care provider is authorized, but not assigm support screen 4
Community Choice Guide paid in SSPS, not identiiadhe support screen 4
Community transition items paid in SSPS, not idesdiin CARE 3
Home Delivered meals paid for in SSPS and is regttifled in the support screer 1
Remediation:
% %
Remediated
@ 30-Days, @ 60 Days,

0.1%

Prof @
Initial
Review,
95.3%
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Care Plan Support Question #3: Were all ADL’s and IADL’s assigned to a paid prosidon
the support screen? This was a new question add2@{l4 in response to federal requirements
that indicate the state must demonstrate that@eplans address all participants’ assessed needs

and personal goals.

Data:
Audit Cycle Statewide Proficiency
2014 98%
New for 2014
Were all ADL's and IADL's assigned to a paid
provider on the support screen?
99% 99% 98% 98% 97% 99%
COPES MPC NF WMIP PACE RCL
Details:
The findings and frequency were:
No Response Frequency
ADL was not assigned to a paid provider 19
IADL was not assigned to a paid provider 6
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Remediation:

%

Remediate
@ 30-Days,
2%

Prof @
Initial
Review,

98%

Care Plan Questions

Care Plan Question #1: If the client is residing in or moving into an AFkoes it have the
specialty designation required to meet the needseotlient?

Data:
Audit Cycle Statewide Proficiency
2014 96%
2013 99%
2012 99%

Comparison by Program:

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?
100% =
% -
&7
g
% L
40% =
% 0
0
%
COPES MPC RCL
m 2012 98% 100% 100%
m 2013 100% 100% 100%
12014 97% 80% 97%

Details:
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This question applied to three of the six progra@OPES, MPC, and RCL. There is only one

no response for this questio®FH does not have the required specialty desigorati This no
response was selected in three cases.

Remediation:
% %
Remediated Remediated
@ 30-Days, @ 60 Days,

3% 1%

Prof @
Initial
Review,
96%

Care Plan Question #2: Did the client/representative agree to the cara pRoutlined in the
LTC manual?

Data:
Audit Cycle Statewide Proficiency
2014 93%
2013 90%
2012 91%
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Comparison by Program:

Did the client/representative agree to the care plan as
outlined in the LTC manual?
100% = . -
90% = i ‘ - ™
80% =
70% +
60%
50%
40% +
30% +
20% =+
10% +
0%
COPES MPC NF WMIP PACE RCL
m2012| 89% 91% 95% 90% 95% 90%
m2013| 85% 88% 95% 95% 96% 92%
m2014| 90% 95% 98% 85% 98% 94%

Details:
The findings and frequency were:

No Responses Frequency
No documentation case manager obtained writtenecdisior to services re/authorized 54
(verbal consent not obtained)
No documentation individual approving care plaaushorized by client to act on client’s 31
behalf
No documentation case manager obtained verbal mbpsger to service re/authorization 27

Remediation:

%
Remediated

@ 60 Days\

%
Remediated
after 60 Days
0.2%

%
Remediate
@ 30-Days

5.5%

1.2%

Prof @
Initial
Review
93.1%

*Three cases were not remediated within 60-dayseyiwere fully remediated shortly after the 60-dag date.
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Care Plan Question #3:Were mandatory referrals made? (DMHP, APS, CPSCRId)

Data:
Audit Cycle Statewide Proficiency
2014 94%
2013 87%
2012 84%

Comparison by Program:

100% -
90% -
80% -
70% =
60% -
50% <
40% -
30% -
20% <
10% :

0% -

L IR I N N R RN N N

Were mandatory referrals made? (DMHP, APS, CPS and
CRU)

COPES

MPC

NF

WMIP

PACE RCL

m2012| 83%

87%

67%

67%

100% 88%

m2013| 83%

100%

88%

86%

100% 79%

m2014| 95%

100%

93%

67%

100% 100%

Details:

The findings and frequency were:

No Response Frequency
APS referral not made 2
CRU referral not made 1
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Remediation:

Prof @
Initial
Review,
94%

Care Plan Question #5:Was an annual assessment completed within thereegtimeframe?

Data:
Audit Cycle Statewide Proficiency
2014 98%
2013 94%
2012 93%
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Comparison by Program:

Was an annual assessment completed within the required
timeframe?
100% =
90% +
80% +
70% +
60% +
50%
40% +
30% +
20% +
10% +
0%
COPES | MPC NF WMIP | PACE RCL
m2012| 95% 98% 88% 81% 96% 97%
m2013| 94% 94% 97% 82% 97% 99%
12014 96% 97% 100% 95% 99% 100%

Details:
There is only one no response for this questiémnual assessment not completed on time.”

This no response was selected in 28 cases.

Remediation:

%

Remediate
@ 30-
Days, 2%

Prof @
Initial
Review,
98%

Care Plan Question #6 Was a significant change assessment performea appropriate?

Data:
Audit Cycle Statewide Proficiency
2014 100%
2013 99%
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Comparison by Program:

Was a significant change assessment performed when
appropriate?

100% -
90%
80%
70% 3
60% 3
50% 3
40% 3
30%
20% 3
10%

0% -

COPES MPC NF WMIP PACE RCL
m2013| 99% 98% 100% 100% 100% 100%

m2014| 100% 100% 100% 100% 100% 100%

Remediation: 100% proficiency at initial review; therefore, remmediation data

Care Plan Question #7: Were the correct instruments and processes usedetErmine
participant level of care? This was a new questoded in 2014 in response to federal
requirements that indicate the state must demdastrat it implements the processes and
instrument(s) (that is, the CARE tool) specified ita approved waiver for evaluating/re-
evaluating an applicant’s/waiver participant’s leokcare.

Data:
Audit Cycle Statewide Proficiency
2014 100%
New of 2014
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Were the correct instruments and processes used to
determine participant level of care?

100% 100% 100%

COPES NF WMIP

Remediation: 100% proficiency at initial review; therefore, remrediation data

SSPS Questions

SSPS Question #1Was assessment moved to current prior to re/aattan? This was a new
question added in 2014 in response to federal meapgints that indicate the state must
demonstrate that an evaluation for level of carpra/ided to all applicants for whom there is
reasonable indication that services may be need@bis question was previously audited by field
supervisors only.

Data:
Audit Cycle Statewide Proficiency
2014 96%
New for 2014
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Was assessment moved to current prior to
re/authorization?
0,
| | Igg% i I97%
COPES MPC NF WMIP RCL

Details:
This question only has one no respondRe/authorization begin date was prior to date

assessment moved to curreniThis no response was selected in 42 cases.

Remediation:

%
Remediated
@ 30-Days,

4.2%

Prof @
Initial
Review,
95.8%
SSPS Question #21s participation correct?
Data:
Audit Cycle Statewide Proficiency
2014 97%
2013 95%
2012 93%
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Comparison by Program:

Is participation correct?

COPES

MPC NF RCL

W 2012 94%

95% 96% 90%

m 2013 95%

89% 97% 95%

w2014 97%

100% 100% 94%

Details:

The findings and frequency were:

No Response Frequency
Participation on SSPS is incorrect 19
Participation was not fully assigned for all seegdc 1

Remediation:

%

Remediated
@ 60 Days, %
Remediated
after 60

Days, 0.1%

Prof @
Initial
Review,
97.1%

*One case was not fully remediated at 60-daysvak fully remediated shortly after the 60-day dated

34






SSPS Question #3Are SSPS authorizations correct?

Data:

Audit Cycle

Statewide Proficiency

2014

90%

2013

88%

2012

83%

Comparison by Program:

100% -
90% -
80% -
70% -
60% -
50% -
40% -
30% -
20% 4
10% -

| EN RN B N N RN BN N —

Are SSPS authorizations correct?

0% -
COPES

MPC

NF

WMIP RCL

m 2012 83%

82%

93%

100% 76%

m 2013 88%

92%

98%

100% 78%

m2014 87%

93%

98%

0% 84%

Details:
The findings and frequency were:

No Response Frequency
Incorrect code used 29
Rate/hours authorized does not match CARE withn@BER or client consent 19
Conflicting programs opened at the same time 18
No invoice/receipt to verify SSPS authorization 14
SSPS code not terminated timely 14
Wrong rate used 5
Management Services not notified of error 3
SSPS paid to a non-contracted provider 1
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Remediation:

%

Remediated % _
@ 60 Days, Remediated
% 0.7% after 60
Remediate Days, 0.2%

@ 30-Days,
8.7%

Prof @
Initial
Review,
90.4%

*Two cases were not remediated at 60-days. Theg Wdlly remediated shortly after the 60-day duesdat

Documents Questions

Documents Question #11Is the 14-225 — Acknowledgement of Services cetegl correctly
and in the file?

Data:
Audit Cycle Statewide Proficiency
2014 75%
2013 91%
2012 89%
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Comparison by Program:

Is the 14-225 — Acknowledgement of Services completed
correctly and in the file?
100% 7
90% +
80% +
60% =+
50% +
40% =
30% =
20% +
10% =
0% -
COPES MPC NF WMIP RCL
m2012| 88% 70% 97% 67% 81%
m2013| 91% 60% 93% 80% 98%
w2014 77% 75% 77% 61% 75%
Details:
The findings and frequency were:
No Response Frequency
14-225 Acknowledgement of Services not in the file 114
14-225 Acknowledgement of Services not completedectly 40
Remediation:
% %
Remediated Rzggféaged
60 D
@ 1.5%ay Days, 0.5%
%
Remediate
@ 30-Days,
23.2%

Prof @
Initial
Review,
75.0%

*Two cases were not remediated at 60-days. Theg Wy remediated shortly after the 60-day duesdat

Documents Question #3Did the client receive information about the impoite of the flu
vaccine at the time of the annual assessment? wWassa new question added in 2014 in
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response to federal requirements that indicate stladée must establish overall health care
standards and monitor those standards based oegpensibilities of the service provider.

Data:
Audit Cycle Statewide Proficiency
2014 100%
New for 2014
Did the client receive information about the importance of the
flu vaccine at the time of annual assessment?
100% 100% 100% 100% 100% 100%
COPES MPC NF WMIP PACE RCL

Remediation: 100% proficiency at initial review; therefore, remrediation data

New Freedom Questions

New Freedom Question #1:Was the Spending Plan (SP) developed within 30 tfays the
date of referral?

Data:
Audit Cycle Statewide Proficiency

2014 94%

2013 100%
Details:
The findings and frequency were:

No Response Frequency

Spending Plan was not developed on time 1
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Remediation:

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

%

Remediate
@ 30-Days
6%

Prof @
Initial
Review
94%

New Freedom Question #2: Is there a participant signature acknowledging emgent of

initial/annual Spending Plan?

Data:
Audit Cycle Statewide Proficiency
2014 97%
2013 98%
Details:

The findings and frequency were:

No Response Frequency
No signature/verbal consent obtained 5
Consent obtained from a non-designated representati 2

39






Remediation:

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

%
Remediated
@ 60-Days
1%

— Review

Prof @ Initial

97%

New Freedom Question #3:Are Spending Plans reviewed/updated at least aly?ual

Data:
Audit Cycle Statewide Proficiency
2014 99%
2013 100%
Details:

The findings and frequency were:

No Response Frequency
Spending Plan not reviewed/updated 2
Spending Plan was not reviewed/updated on time 1
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Remediation:

annually?

Are Spending Plans reviewed/updated at least

% Remediated
@ 60-Days

Prof @ Initial
Review
99%

New Freedom Question #4:Did the CC complete the quarterly review as reqlirethe LTC?

Data:
Audit Cycle Statewide Proficiency

2014 59%

2013 93%
Details:
The findings and frequency were:

No Response Frequency

Contacts not made every quarter 75
Contacts made but missing: Review of the planngohga authorization 24
Contacts made but missing: Review of monthly budget 20
Contacts made but missing: Confirmation of purchasgast quarter 19

41






Remediation:

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

%
Remediated
@ 30-Day

41%

Prof @
Initial

Review
59%

New Freedom Question #5:Does the Spending Plan address all participantsnielehtified in
the CARE assessment?

Data:
Audit Cycle Statewide Proficiency

2014 75%

2013 93%
Details:
The findings and frequency were:

No Response Frequency

Need identified in CARE were not addressed in Spgnglan 55
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Remediation:

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

%
Remediated
@ 60-Days
2%

%
Remediate
@ 30-Days

23%

Prof @
Initial
Review
75%

New Freedom Question #6:Is there evidence that services/goods identifiedhenSpending
Plan are consistent with assessed needs identifiEARE?

Data:
Audit Cycle Statewide Proficiency
2014 97%
2013 96%
Details:

The findings and frequency were:

No Response

Frequency

Items on Spending Plan do not have an identifiedine CARE

6
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Remediation:

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

%
Remediated
@ 60-Days
1%

%
Remediated
@ 30-Day

2%

/_

Prof @
Initial
Review
97%

New Freedom Question #7:Were services/supports identified to be purchaséd MF funds

allowable (ETR obtained)?

Data:
Audit Cycle Statewide Proficiency

2014 97%

2013 94%
Details:
The findings and frequency were:

No Response Frequency

Spending Plan services/supports are not allowedariirR approval 5
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Remediation:

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

%
Remediated
@ 60-Days
2%

Prof @
Initial
Review
97%

New Freedom Question #8: Is there documentation that no other funding saursere
available for items identified as waiver purchases?

Data:
Audit Cycle Statewide Proficiency

2014 85%

2013 86%
Details:
The findings and frequency were:

No Response Frequency

No documentation other funding sources were checked 14

Remediation:

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

%

S 5. .
R %d' ‘ Remediated
emediate @ 60-Days

@ 30-Days

0
10% S%

Prof @
Initial
Review
85%
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Nursing Referral Question #1 If nursing referral was checked YES is theredewnce that a

referral was made?

Nursing Referral Questions

Data:
Audit Cycle Statewide Proficiency
2014 91%
2013 93%
2012 79%
Details:

This question was applicable in 192 out of 285 sas€here is only one No Response for this
guestion®*No evidence that the referral was made to the KPS RN”. This No Response was
selected 18 times.

Remediation:

If nursing referral was checked YES is there
evidence that the referral was made?

%
Remediate
@ 30-Days

9%

Prof @
Initial

Review
91%

Nursing Referral Question #2: Did the CM follow up on the RN recommendation?

Data:
Audit Cycle Statewide Proficiency
2014 96%
2013 87%
2012 89%
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Details:

This question was applicable in 46 out of 285 casHsis sample was not drawn per program.
There is only one No Response to this questin:documentation that CM follow up occurred
to RN recommendations'This No Response was selected in two cases.

Remediation:

Did the CM follow up with RN
recommendations?

%
Remediated
@ 30-Day

4%

Prof @
Initial

Review
96%

Nursing Referral Question #3: Is there evidence that nursing services were teiliaas
required?

Data:
Audit Cycle Statewide Proficiency
2014 91%
2013 90%
2012 81%
Detalils:

The question was applicable in 173 cases out ofca86s.
The findings and frequency were:

No Response Frequency
No RN documentation to the critical indicator(s) other reason(s) referral was made 10
No documentation of Nursing Services activitietiated according to the needs of the 5
client
No documentation RN followed up on plan/recommeiodat 1
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Remediation:

Is there evidence that nursing services were
initiated as required?
%

Remediated
%

Remediate 1%
@ 30-Days
8%

Prof @
Initial
Review
91%

Skin Observation Protocol Questions

Skin Observation Question #1: Was a nurse referral made for a client with a-pafessional
providing care or no one providing skin care?

Data:
Audit Cycle Statewide Proficiency
2014 89%
2013 85%
2012 88%
Details:

This question was applicable in 104 out of 255 gas€here is only one No Response for this
question: No referral by the case manager to the’RN'his No Response was selected in 11
cases.
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Remediation:

Was a nursing referral made for a client with a
non-professional (or no one) providing care?

%

Remediate
@ 30-Days
11%

Prof @
Initial
Review
89%

Skin Observation Question #2 Were critical skin observation protocol (SOP) stepsipleted

as required?

Data:
Audit Cycle Statewide Proficiency
2014 81%
2013 57%
2012 62%
Details:

The question was applicable in 113 out of 255 cases
The findings and frequency were:

No Response Frequency
No documentation RN verified the treatment plan whd authorized it 18
No documentation RN verified all pressure pointsiaing observed 14
Observation did not occur as required 2

49






Remediation:

Were critical SOP steps completed as required?
%

Remediated
% @ 60 Days
Remediate 4%
@ 30-Days

15%

Prof @
Initial
Review
81%

Individual Provider File Questions

Individual Provider Question #1. Were the background inquiry requirements followed a
outlined in the LTC manual?

Data:
Audit Cycle Statewide Proficiency
2014 92%
2013 93%
2012 89%
Details:

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

No Response Frequency
No documentation of bi-annual rerun of backgrounelck or was late 20
No documentation of character, competency, andlsility determination 10
completed when received record letter from BCCU
Unable to verify initial background check sent wittimelines for non- 1
license/non-certified 1P
No documentation FBI finger print check was congadlev/in timeframe 1
IP not terminated after FBI BG check returned wdigqualifying crime 1
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Remediation:

Were the background inquiry requirements
followed as outlined in the LTC Manual?

% Remediate
@ 60 Days
0.8%

% Remediated

% Remediated
after 60 Days
0.3%

Prof @ Initial
T Review
91.9%

*One case was not remediated within 60-days. # fully remediated shortly after the 60-day duesdat

Individual Provider Question #2: Did the AAA/Managed Care entity pay a qualified yader
based on training requirements?

Data:
Audit Cycle Statewide Proficiency

2014 98%

2013 94%
Details:
The findings and frequency were:

No Response Frequency

Payment made to IP who did not complete CE traimiitgin required 6
timeframes
Payment made to IP who did not complete basicitrgiwithin required 2
timeframe
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Remediation:

Did the AAA/Managed Care entity pay a qualified
provider based on training requirements?

% Remediate

% Remediated

@ SOLDans,i after 60 Days
i 0.3%
% Remediated

@ 30-Days
1.3%

Prof @ Initial
Review
98.0%

*One case was not remediated within 60-days. # fully remediated shortly after the 60-day duesdat

Individual Provider Question #3: Were contracting requirements met as outlined enLfiC

manual?
Data:
Audit Cycle Statewide Proficiency
2014 99%
2013 94%
2012 99%
Details:

The findings and frequency were:

No Response Frequency
No documentation of authorization to work in the&SU. 1
Contract has expired, services still being proviftechon-license/non-certified IP 1
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Remediation:

Were contracting requirements met as outlined
in the LTC Manual?

%

Remediate
@ 30-Days
1%

Prof @
Initial
Review
99%

Individual Provider Question #4: Were certification requirements met as outlinethie LTC
Manual? This was a new question added in 2014espanse to federal requirements that
indicate the state must demonstrate that it hasdmqguate system to assure that all waiver
services are provided by qualified providers.

Data:
Audit Cycle Statewide Proficiency
2014 89%
New for 2014
Details:

This question was applicable in 37 out of 393 cases

The findings and frequency were:

No Response Frequency

Payment made to IP who did not get certified witimmeframe 4
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Remediation:

Were certification requirements met as
outlined in the LTC Manual?
% %
Remediated Remediated
after 60
Days
3%

Prof @
Initial
Review
89%

*One case was not remediated within 60-days. # fully remediated shortly after the 60-day duesdat

New Freedom Questions

Participants in the New Freedom Waiver have theodppity to select the services they need,
when those services are provided, who they wilblmided by, and how they will be delivered.
The Department contracts with Public PartnershipgC (PPL) to provide Financial
Management Services (FMS). FMS functions includenitoring the participant’s budget,
paying for services and ensuring that all purchasesidentified in the Participant Centered
Spending Plan. Historically, FMS monitoring wasidocted by ALTSA every other year, with
2011 as the last audit year for FMS functions. iB&gg in 2013, FMS auditing functions were
centralized to the QA Unit and were made part efdhnual QA audit cycle. As a result, five
additional “focused review” questions were addedRMS auditing in 2013. Those questions
and their proficiencies for the 2013 and 2014 aaylites are provided below.
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100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

Qualified Part Within Correct Invoice/Re
Provider Approval Budget Part ceipt

m 2013 100% 100% 100% 100% 88%

m 2014 100% 98% 100% 100% 95%

New Freedom Question #9:Did the FMS only pay qualified providers (non IPs)?

Data:
Audit Cycle Statewide Proficiency
2014 100%
2013 100%

New Freedom Question #10: Did the FMS have evidence that the participantftesied
representative approved all services/supports befmy were purchased?

Data:
Audit Cycle Statewide Proficiency
2014 98%
2013 100%
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Remediation:

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

% Remediated
@ 60-Days
2%

% Remediate
@ 30-Days
0%

Prof @ Initial
Review
98%

New Freedom Question #11: Were services/supports purchased within budgetdirfiunds
were available)?

Data:
Audit Cycle Statewide Proficiency
2014 100%
2013 100%

New Freedom Question #12 Did the FMS accurately assign the correct pipdion to
services/supports?

Data:
Audit Cycle Statewide Proficiency
2014 100%
2013 100%
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New Freedom Question #13: Did the FMS have evidence of a receipt/invoice &

purchases?
Data:
Audit Cycle Statewide Proficiency

2014 95%

2013 88%
Details:
The findings and frequency were:

No Response Frequency

Purchase made with no receipt/invoice 10

Remediation:

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

purchases?

% Remediated
@ 60-Days

3%

% Remediate
@ 30-Days
2%

Prof @ Initial
Review
95%
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Appendix C: Consistency Questions

Behaviors, Cognitive Performance Scale, and Self-Hermance

The purpose of the assessment is to present anaée@nd descriptive picture of the client and
how he or she is functioning at that point in tim&ssessments must be thorough, with logical
connections between diagnoses, indicators, treasmdrerapies, programs, ADL's/IADL’s, and
psych/social issues.

The Consistency Questions screen in the QA tooséxl to determine if specific areas within an
assessment logically fit together. The data gatheegarding consistency provides important
information to help target training needs. Theaar@rgeted for this audit cycle were Behaviors,
Decision Making, Comprehension, Short Term Memangd Self-Performance.

The findings in the 2014 audit cycle compared tevigus audit cycles continue to show the
same pattern of inconsistencies. Reports on instemeies are shared with the Regions and
AAAs at the end of the initial reviews to identdyeas for further training and discussion.

Of the 1341 reviews, 918 had no inconsistenciesitified. Of the 423 reviews where
inconsistencies were identified, the Statewide @Gbaiscy is noted in this chart by program.

Statewide Consistency

WMIP
18%

COPES
30%

MPC
6% 29%

Note: The total number of inconsistencies is greatantthe number of reviews identified since one neweay
have had more than one type identified.

SELF-PERFORMANCE: To evaluate consistency within Self-Performarie,assessment as
a whole was reviewed to determine if coding on Al /IADL screens were consistent with
other information in CARE.

Self-Performance was the most selected inconsigteiitie most frequent reason was scoring
“total dependence” on the ADL/IADL screens wheneaskr score would have been more
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appropriate. This happened most in the in trarapon, shopping, and housework screens
based on bucket selections and comments.

Self-Performance

COPES
33%

MPC
29%

COGNITIVE PERFORMANCE SCALE: Documentation within CARE and the file should
support the coding fdshort Term Memory, Comprehension, and Decision iMgaki

Short Term Memory (as defined in CARE)

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

The following are NOT evidence of short term memloss:
+ Client tells you her memory is not what is useth¢o
« Client has to write herself notes in order to rerhemappointments.
+ Client cannot remember her physician's phone number

The coding for short term memory is determined éyiew of the MMSE recall screen, coding,
and documentation throughout the assessment (utiiess is documentation on the memory
screen to explain the inconsistency). Assessiogt $&rm memory takes clinical analysis. It is
not a question that can be obtained from clienbrtep

Short Term Memory was the second most frequentbcted inconsistency. The most frequent
findings continue to involve the client:
» scoring 2 out of 3 or 3 out of 3 on the recall rtof the MMSE,
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* having a good or very good overall score on the NEVi&d
* selecting “memory problems” under Short Term Memomyth insufficient or no
documentation explaining the inconsistency.

Short Term Memory

COPES
26%

MPC%
32%

Decision Making (as defined in CARE) rates how the client made siexas regarding tasks or
activities of daily living in the last 7 days, daooanting the client's ability and actual
performance in makingveryday decisions about activities of daily livinghe coding in this
screen is determined by evaluating other documentat CARE.

Decision Making was the third most frequent incetesicy. Poor decision/unaware of
consequencestontinues to be inappropriately scored becauserdentation did not support the
client’s ability to make decisions based on aatsitof daily living.

For example, some of the documented comments atleitision making screen included:
» Client goes out alone in his W/C, mom worries aldosijudgment.
» Client’'s daughter is POA for healthcare and finance
» Wife helps client make decisions.
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Decision Making

WMIP
50 -

COPES
28%

4% 32%

Comprehension(as defined in CARE)

By Others — Client isUsed to describe how clients makes themselvesratabd to the people
who they come in contact with most frequently (garers, family). This includes
comprehension of any mode of expression e.g. speeciing, sign language, or any
combination of methods.

By Client — Others areUsed to describe how clients understand the peaplb they come in
contact with most frequently. This is not relatedhe client's ability to hear

In the 2014 audit cycle, comprehension was thetfioluequent inconsistency selected. The two
most frequent reasons for selecting comprehensiahé inconsistency folder was due to the
lack of documentation justifying selection basedotimer information found in the assessment or
scoring being based on the client’s inability t@larstand based on hearing.
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Comprehension

WMIP
19%

COPES
43%

RCL
14%

24%

Behaviors: Based on information in the CARE assessment anctliget file (diagnoses,
comments, strengths, limitations, etc.) do the g selected seem consistent with the CARE

definitions of the behavior?

During the 2014 audit cycle, Behaviors were thestleselected inconsistency. Behaviors
continued to be selected where the documentatiannea consistent with CARE definitions or

did not logically connect with other parts of thesassment. For example, the behavior “Mood
Swings” continues to be selected incorrectly whecudnentation in the assessment was not

consistent with a drastic change in mood.

Behaviors
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Appendix D: IP Timesheet Review

In 2010, the State Auditor's Office (SAO) audited ’'SA’s personal care program and found
weaknesses in controls intended to ensure payraentdlowable and supported.

Individual Provider contracts require that IPs keeg@cord of the date/time that personal care in-
home services are provided to ALTSA clients. Alsicontracted through the AAAS/HCS or
DDD, serving ALTSA clients, must use DSHS Form #B- “Individual Provider Timesheet”.

The IP must:

Complete the timesheet monthly;

Sign the timesheet;

Have the client and/or legal representative signtithesheet;
Provide a copy of the signed timesheet to the glien

Keep a copy for his/her own record; and

Provide a copy to DSHS upon request.

ok whE

In September 2012, in conjunction with the focusadews of IPs, HCS QA reviewed timesheets
for 256 IPs. Repeat surveys were conducted ineBdmr 2013 (254 IPs) and September 2014
(415 IPs). HCS oversampled in 2014 in order t@ioba greater number of timesheets from the
providers instead of from the field.

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

The QA unit compared the submitted timesheets ¢ohthurs claimed by the IP as verified in
SSPS to ensure that hours billed were consistetht the timesheet documentation submitted.
Identified inconsistencies were referred to theaeal or AAA contact person for follow-up.

The region or AAA followed up with each inconsistgrby contacting the client or representative
to confirm delivery of service hours for IPs whal diot submit timesheets. When hours were not
confirmed, overpayments were processed by the. field
The regions or AAAs processed overpayments fomRs:

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

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

IP contract files were flagged for not submittingesheets (but service hours were verified by the
client or their representative) using a label &dit Timesheet Noncompliant”. A letter was sent
to these IPs outlining the timesheet requiremerd antions that will result from future
noncompliance (i.e. overpayments or contract teation).
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IP contracts were to be terminated for defaultiiRe who did not submit timesheets and the client
or their representative did not verify that the isohilled were actually received. As a result of
the 2014 audit, there were two overpayments writted no IP contracts were terminated in
comparison with one IP contract being terminate2(h3.

Below are charts of how the individual providergmaral care hours were verified and the results

of the timesheet audit over multiple years.

How the Hours Claimed
were Verified

2011 Percent m 2012 Percent m 2013 Percent m 2014 Percent

92%91% 88%
79%

18%
o ~0r 90 6% 7% 11%
2% 2% 2% 0%

Services Not
Verified

Services Verified
by Field

Timesheet
Obtained

How the Hours Claimed
were Verified

M 2011 Number m 2012 Number m 2013 Number 2014 Number

367
235233202
4 4 6 2 16 19 46 4°
Timesheet Services Not  Services Verified by
Obtained Verified Field

Audit Results

2011 Percent 2012 Percent 2013 Percent m 2014 Percent

96%96%97%99-5%

4% 4% 2%0.5% 0% 0% 0% 0%

Hours Claimed = Hours Claimed Do Contract
Hours Verified Not Equal Hours Terminated
Verified
(Overpayments
Completed)

Audit Results

2011 Number m2012 Number m 2013 Number m 2014 Number

413

24424624

9 10 5 2 1 010
Hours Claimed = Hours Claimed Do Contract
Hours Verified Not Equal Hours Terminated
Verified
(Overpayments
Completed)
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Appendix E: CARE SSPS Mismatch Review Project

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

The QA unit reviewed the lists generated in Janudy, July and November, approximately one
month after they were sent to the field staff, &tedmine what corrections had been made. QA
reviewed a total of 2541 cases in 2014.

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

* The ETR had been moved to history by an interinesmsent, but was still valid.

 The hours had been prorated so they didn't mateh first month following the
assessment.

* Previous assessment hours were authorized dupdndang Fair Hearing.

» Issues related to HCS and DDD assessments for dlane

For all areas, the majority of cases on the mismhks$t were corrected. Only two percent of the
cases were found to be actual errors related to awvtnorizing hours for an ETR-related case
which is 2% less than in 2013. Twenty-five peroainthe cases appeared on the list but were not
authorization errors.

The following chart shows the data for the four thomeriod comparing the categories:
e Correct: The case was corrected.

e SSPS > CARE: The case was found to be an authionzetror related to an ETR case.

» ETR OK: There is a legitimate reason for the casappear mismatched and there is no
error.

* Not ETR Related: Cases that did not have an ETRtiftkd.

Of the 2541 cases reviewed, 621 cases were icdehaf not related to an ETR.
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CARE SSPS Mismatch Review

621 cases,
30% 514 cases, 25%

M ETR OK

M Corrected

i SSPS > CARE

M Not ETR Related
46 cases, 2%

885 cases, 43%
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Appendix F: Roads to Community Living (RCL) Surveys

Introduction:

The Money Follows the Person (MFP) Demonstratiarjgat provides state Medicaid programs
the opportunity to help transition Medicaid beniglies living in long-term care institutions back

into the community. In part, the basis for the MiidPonstration program is the belief that many
in institutional care would prefer to live in theramunity and assisting individuals to achieve this
goal is possible with dedicated resources.

In Washington State, the MFP program is known asd®d@o Community Living (RCL). In order
to evaluate how well the program is meeting thedeesf RCL participants who transitioned to
community living, the ALTSA QA unit administers au@lity of Life (QOL) survey that is
sponsored by the Centers for Medicare and MediSaivices (CMS) to participants enrolled in
RCL. In this report we look at the responses oletéifrom RCL participants in 2014.

Three types of surveys were administered during rdeorting period of 01/01/2014 to
11/04/2014. They include: Baseline, First follo-wand Second follow-up. Baseline surveys
were most often administered prior to dischargenftbe institution and refer to the participant’s
experiences in that setting — usually a nursingéioithe first and second follow-up surveys were
administered at approximately eleven and twenty-foonths after discharge, respectively, and
the settings varied from in-home, to residentialinstitution (for those who had returned to that
setting at the time of the follow-up surveys).

oSeemse s e

Baseline Institution Prior to discharge
First follow-up In-Home, Residential Setting, Instion One year from discharge date
Second follow-up In-Home, Residential Setting, ilsion Two years from discharge date

There are over 40 questions in the survey althahghnumber of applicable questions varies
slightly depending on the type of survey (basebndollow-up). The survey responses include
yes, no, sometimes, don’'t know, and refused; oressmmilar form of response depending on the
guestion.

Most of the data and graphs in this report aregmes] as percentages and usually include the yes
and no responses. The alternate response optiergenerally small enough that they have not
been included in this report in most instances. cliitkng these responses will affect the
percentages in the graphs such that they will yaglual 100 percent.

When interpreting the data, keep in mind that thealper of surveys completed at each follow-up
decreases significantly from the total at basetine to a variety of reasons. Some participants
never discharge from the institution; some ternarfabm services before follow-up surveys can
be completed; and others refuse to participater@ruaable to be contacted. Another factor to
note when reviewing the details is that the surdegs not allow us to track the setting in which
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the follow-up survey occurs — residential or in-reonfSome participants also return to the skilled
facility after their discharge, and their responsesalso recorded here as follow-up data.

Demographics:

This data includes information from over 1561 RGlradlees statewide who participated in the
survey in 2014 prior to November 4, 2014. Overpgbcent of these surveys were completed
prior to discharge from the institution, 28 percanyear later, and 19 percent at two years after
discharge. Most surveys were administered in perswross the state, by six Quality
Improvement Specialists with the bulk of the sus/@pmpleted in the urban areas with the
highest populations.

Quality of Life Surveys
Completed

Second
Follow-up
19%

Baseline

First 53%

Follow-up
28%

Survey Structure:

Both the Baseline and Follow-up surveys are divitéa seven modules:
1. Living Situation

Choice and Control

Access to Personal Care

Respect and Dignity

Community Integration and Inclusion

Satisfaction

Health Status

NOoORWDN

Each module includes interesting data about RCligyaant's experiences at both the baseline
and the follow-up surveys. Responses are recotmessed on participant self-report. The
following discussion highlights sample questionseaich section and does not include every
question in the survey.
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1. Living Situation:

According to baseline survey data 85 percent dfi@pants have resided in a skilled facility for
0-1 year, 5 percent for 2-3 years, and 4 percent fr more years.

How long have you lived in a skilled
1005 facility?
80% -
60% -
40% -
20%
0% -
0-1year 2-3 years 4 or more years

When patrticipants were asked if they liked whereythived, approximately 15% more people
reported that they liked living in the community radhan the institution.

Do you like where you live?

80% -
70% -
60% -
50% -
40% -
30% -
20% -
10% -
0% T T .

Baseline-NH First Follow-up  Second Follow-up

H Yes

H No
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When participants were then asked if they helpegit& the place they lived, greater than 60
percent of people surveyed at baseline reportetdthies did not pick their institutional setting.
Between 35-37 percent of people at the follow-upeys also reported that they did not help pick
their living situation/setting. This may indicagéeneed for increasing capacity building around
issues of client choice and improving communityi@mg through resource development.

Did you help pick this place to live?

70% -

60% -

50% -

40% - H Yes

30% - H No
20% -
10% A

O% T T 1
Baseline-NH First Follow-up  Second Follow-up

When patrticipants were asked if they felt safehiairtliving environment, most people reported
feeling safe both at baseline and at follow-up.

Do you feel safe living here?

90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

Baseline-NH First Follow-up Second Follow-up
HYes 89% 89% 89%
H No 8% 6% 5%
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2. Choice and Control:

This section of the survey relates to whether drpasticipants were permitted to do the things
he/she wanted in the setting in which they lived.

21 percent of people in the institutions at basefgported being unable to eat when they wanted
to, likely due to scheduled meal times. This daseel significantly (9-11%) in the follow-up
surveys, indicating greater choice in communityisgs. The same pattern is found when people
are asked about their ability to choose their food.

Can you eat when you want to?

80%

70%

60% [

50%
40%
30%
20%
10%

0%

Baseline-NH First Follow-up Second Follow-up
HYes 70% 78% 79%
H No 21% 12% 10%

Can you choose the food that you

eat?
80%
60%
40%
20%
0%
Baseline-NH First Follow-up Second Follow-

up

HYes 58% 74% 70%

H No 27% 12% 13%
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When asked if they could be by themselves when weyted, participants at baseline reported
less ability to do so while in the institution thémose at follow-up. Only 3-6 percent of the

participants in the follow-up surveys reported thability to have privacy when they wanted

compared to 11 percent of those at baseline.

Can you be by yourself when you
want to?

2

100%
80%
60%
40%
20%

0%

N
=

Baseline-NH First Follow-up Second Follow-
up
M Yes 79% 86% 89%
H No 11% 6% 3%

One of the biggest differences between the basahefollow-up survey data around choice and
control has to do with the amount of sleep withdisturbances participants reported they were
able to get. Likely due to the shared rooms anmtege set-up of institutions, just over half of
participants reported that they were able to getlad sleep free from disturbances. 23 percent
said they were unable to get the sleep they needwi@ in the institution while only 10-11
percent reported this at follow-up.

Can you get the sleep you need w/o
disturbances?

80%
60%
40%
20%

0%

Baseline-NH

First Follow-up

Second Follow-
up

H Yes

57%

74%

75%

H No

23%

11%

10%
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3. Access to Personal Care:

In this section of the survey there are a seriegjudstions that address whether or not a
participant:
* Picked their caregiver

* Received the care they needed.

In all three survey types between 79-93% of paudiots reported receiving needed assistance
with personal care tasks.

Does anyone help you with personal
care?
100%
80%
60%
40%
20%
0%
Baseline-NH First Follow-up Second Follow-
up
H Yes 93% 79% 80%
H No 6% 17% 15%
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As expected at baseline in the institution, mostigipants reported that they did not pick their
caregivers. Over 74 percent of participants atfits¢ and second follow-ups also reported that
they did not pick their caregivers. This may adpeak to the limitation of this survey which does
not distinguish between the many community settypgs (for example, a client in an AFH may
not pick the people who provide their daily cangt, they may have chosen the AFH).

Do you pick the people who are paid
to help you?

e e

100%
80%
60%
40%
20%

0%

Baseline-NH

First Follow-up

Second Follow-
up

HYes

10%

25%

24%

H No

88%

75%

76%

The following questions relate to specific persataak tasks:

Do you go without a bath/shower
when you need one?

100%
80%
60%
40%
20%

0%

Axis Title

Baseline-NH

First Follow-up

Second Follow-
up

M Yes

22%

11%

8%

M No

74%

84%

85%

Respondents at baseline, were twice as likely mgfet a bath or shower when they needed one
compared to their experience in the community.
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100%
80%
60%
40%
20%

0%

Are you ever unable to use the

bathroom?

M S M

Baseline-NH

First Follow-up

Second Follow-
up

H Yes

14%

10%

10%

H No

82%

85%

84%

14 percent of baseline participants reported they tvere unable to use the bathroom when they
needed.

4. Respect and Dignity:

This section pertains to the participant's peraaptof the way they were treated by their
caregivers. If the client did not have a caregivbis section was skipped. When participants
were asked if their caregivers treated them the Wy want to be treated, they responded
positively at about the same rate for each surypg.t However, the percentage of people who
said that their caregivers did not treat them tlag they wanted to be treated was 10 percent at
the baseline survey compared to 6-7% at the folip®;-a significantly higher rate.

Do the people who help you treat
you the way you want them to?

80%
60%
40%
20%

0%

Second Follow-
up

Baseline-NH First Follow-up

M Yes

79%

73%

72%

H No

10%

6%

7%
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Responses to respect and dignity questions songetesealted in QA staff making referrals to the
Complaint Investigation Unit or Adult Protectiver@ees at times, although these occasions were
rare.

5. Community Integration:

This section of the survey pertains to participarabilities to get around their community for

appointments and entertainment and their abilitg $®ends and family when they want.

Respondents at baseline were about 7% more likehetable to see friends and family at the
baseline survey compared to the follow-up survespoases. In general, over 78 percent of all
participant groups reported the ability to seenfdi® and family when they wanted.

Can you see your friends and family
when you want to see them?

86%

79% 79%

Baseline-NH First Follow-up Second Follow-up

HYes HNo
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Participants were more likely to report gettinghe places they needed to go after their move to
the community. Overall between 76-85% of all goupported the ability to get to the places
they need to go.

Can you get to the places you need to
go?

85% 85%

76%

Baseline-NH First Follow-up Second Follow-up

B Yes ®MNo

Do you go out and do fun things in
your community?

M Yes ®MNo

59%

Baseline-NH First Follow-up Second Follow-up

Not surprisingly, it was easier to do things in deenmunity when living in the community.
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Do you need more help getting
around than you are receiving?

B Yes ®MNo

89%

79%

Baseline-NH First Follow-up Second Follow-up

Participants were about 7% more likely to need nimip getting around than they received
while in the institution than in the community acend follow-up.

Participants were surveyed related to work duriregfollow-up surveys. While only 1% of
second follow-up participants were working for p&y5> expressed the desire to work for
pay.

Are working for pay right now?

100%

80%

60%

40%

20%
0%

First Follow-up Second Follow-up
M Yes 0% 1%
H No 86% 80%
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Do you want to work for pay right
now?

100%
80%
60%
40%
20%

0%

Yes No
M First Follow-up 3% 92%
B Second Follow-up 5% 91%

6. Satisfaction:

In this section of the survey, interviewers askedtipipants questions which relate to their
satisfaction with the help they received in thevpres week. Participants at follow-up reported
approximately 9 percent less unhappiness than tidsaseline.

During the past week have you been
happy or unhappy with the help you
have been getting?

71% 63% 66%

Baseline-NH First Follow-up  Second Follow-
up

B Happy ™ Unhappy
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50 percent of participants reported being happh wie way they live their lives. The percentage
of participant’s unhappiness decreases signifigdraim baseline to first follow-up survey.

During the past week have you been
happy or unhappy with the way you
live your life?

B Happy ™ Unhappy

50% 50% 50%

Baseline-NH First Follow-up Second Follow-up

7. Health Status:

In this last section of the survey, participantsevasked about how they were feeling in the last
week. 51 percent of participants at the basekpented feeling blue, whereas 37 percent reported
feeling sad or blue in the second follow-up group.

During the past week have you felt
sad or blue?

M Yes W No

51%
41% 40% 39% 37% AL

Baseline-NH First Follow-up Second Follow-up
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People in the baseline group reported feelingaiote at a higher rate than those in either follow-
up group.

Have felt irritable in the last week?

M Yes W No

Baseline-NH First Follow-up Second Follow-up

Conclusion:

The data suggests that participants experiencedoiraments in their quality of life after their
transition from the institution. This data sugge#tat the RCL program is doing more than
simply facilitating transitions to the community participants report overall increased choice and
control, access to personal care, higher levelgespect and dignity, more access to the
community, and greater overall satisfaction attthree of the follow-up surveys. The data will
continue to be analyzed, and system improvemenysb@mamplemented as needed.
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Appendix G: Client Service Verification

The QA Unit has conducted an annual client serweesication survey since 2012. The purpose
of the survey is to determine whether the cliemseived the services/goods for which the
department paid. The QA Unit recorded the serguexis paid for by the department and asked
participants if they received them. The followisgrvices/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

The 2012 and 2013 surveys were based on the faifpalients:
+ COPES and

« New Freedom

The 2014 client services verification surveys weased on the following clients, and included
interviews of proxies for those clients who wer¢ alole to participate in the survey:
« COPES,

* New Freedom,
« MPC, and
« RCL

The charts of the survey results for 2012-2014d@&played below.
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Did the Client/Proxy Participate in the Survey?

COPES MPC

2012 2013 No historical data--2014 was the first year
88% 86% 2014

MPC clients were surveyed
2014

66%

2014
34%

No

RCL (New Freedom)
No historical data--2014 was the first year we 2014
surveyed RCL clients 89%

2014
89%

2014
11%

No

2012 Details:
» COPES—259 clients participated. 36 COPES clientsdcnot be reached or did not participate in
the survey.

 New Freedom—119 clients participated in the survé§s New Freedom clients could not be
reached or did not participate in the survey.

2013 Details:
+ COPES—184 clients or their proxies participatedhe 2013 survey. 30 COPES clients/proxies
could not be reached or did not participate insiinerey.
* New Freedom—59 clients participated in the surve®3 could not be reached or did not
participate in the survey.

2014 Details:
+ COPES—138 clients participated. 33 COPES clientsdcnot be reached or did not participate in
the survey.

«  MPC—79 clients participated. 41 clients could hetreached or did not participate in the survey.

 RCL—24 clients participated. 3 clients could netrbached or did not participate in the survey.

* New Freedom—17 clients participated in the surtbg 6ample was decreased in 2014 in order to
conduct the surveys on MPC and RCL clients). 2 Neaedom clients could not be reached or
did not participate in the survey.
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Did the Client Indicate That They Received the Pemal Care Hours that DSHS Paid for?

COPES MPC

2012 2013 2014 2014
96% 97% 99% 100%

2012 2013 014
4% 3% 1%

2014
0%

No

RCL New Freedom

2014 2012 2013 2014
100% 97%  97%  100%

2012 2013 ,0p,
3% 3% 0%

2014
0%

No

2012 Details:

» COPES—230 clients said that they received the patsmare hours that DSHS paid for, and 9 said
that they did not. Concerns identified througts thirvey were then forwarded to the appropriate
AAA or HCS office for further investigation. Themwice hours were verified by the field offices

through the providers’ electronic timekeeping reguiients.

* New Freedom—103 clients said that they receivegéreonal care hours that DSHS paid for, and
3 said that they did not. Concerns identified tigto this survey were then forwarded to the
appropriate AAA or HCS office for further investigan. The service hours were verified by the

field offices through the providers’ electronic 8Reeping requirements.

2013 Details:

« COPES—184 clients said that they received the patsmare hours that DSHS paid for, and 6 said
that they did not. Of those 6 clients, 3 clieraglghat they received more hours of personal care
than DSHS paid for, and 3 said that they receieseef hours of care. The service hours for one
of those clients were verified by the field offiterough the provider's electronic timekeeping
requirement. The service hours for one client dmdt be verified through the providers’ time
sheets, and thus an overpayment was written. Aile dlient provided two different responses as

to whether they received all of the hours claimeds overpayment was written.

* New Freedom—&63 clients said that they receivedoirsonal care hours that DSHS paid for, and

2 said that they did not.
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2014 Details:

*+ COPES—127 clients said that they received the patsmmre hours that DSHS paid for, and 1 said
that they did not. Concerns identified througts thiirvey were then forwarded to the appropriate
AAA or HCS office for further investigation. Thersee hours were verified by the field offices
through the providers’ electronic timekeeping reguiients.

+ MPC—72 said that they received the personal caneshihat DSHS paid for, and 0O said that they
did not.

» RCL—20 said that they received the personal cateshthat DSHS paid for, and 0 said that they
did not.

* New Freedom—14 clients said that they receivedotrsonal care hours that DSHS paid for, and
0 said that they did not.

If DSHS Paid for PERS unit, Did the Client Indicatethat they Received it?

COPES Note: No MPC clients received a PERS Unit

2012 2013 2014
98% 96% 100%

2012 2013 50y
2% 4% 0%

RCL New Freedom

There were no clients in the 2014 sample for the timeframe under review

2014 who had a PERS unit

100%

2013
7% 20nl4
o

2012 Details:

» COPES—92 clients said that they received the PERShat DSHS paid for, and 2 said that they
did not. Of those two clients, the department wbke to verify through other means (such as
family members) that the clients received their BRRIts.

 New Freedom—27 clients said that they receivedPBRS unit that DSHS paid for, and 0 said
that they did not.
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2013 Details:

COPES—92 clients said that they received the PERShat DSHS paid for, and 2 said that they
did not. Of those two clients, the department whke to confirm with the clients and/or their
individual providers that they had the PERS unite @lient had misplaced her pendant and the
other client had disabled the equipment becauseoh&d not tolerate the monthly monitoring
conducted on the unit.

New Freedom—13 clients said that they receivedPBRS unit that DSHS paid for, and 1 said
that they did not. The field office was able tafion through other means that the client had the
PERS unit but had misunderstood the surveyor’stogures

2014 Details:

COPES—49 clients said that they received the PERShat DSHS paid for, and 0 said that they
did not.

MPC—no clients in the sample interviewed receivéRERS unit.

RCL—9 clients said that they received the PERS tinait DSHS paid for, and 0 said that they did
not.

New Freedom—no clients in the sample interviewegireed a PERS unit.

If DSHS Paid for Home Delivered Meals, Did the Clint Receive the Meals?

2012 2013
100% 100% 100%

COPES Note: No MPC clients received a Home Delivered Meals

2012 2013
0% 0% 0%

No

RCL New Freedom
There we no clients in the 2014 sample for the timeframe under review

who had home delivered meals
100%

2012 2013
100% 100%

2012 2013

0% 0% 0% 0% 0%

No
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2012 Details:

COPES—There were 7 clients whom the Departmentvietwed where DSHS paid for home
delivered meals. All of these clients indicatedt tthey received the meals.
New Freedom—There were 2 clients whom the Departrimearviewed where DSHS paid for
home delivered meals. Both clients indicated they received the meals.

2013 Details:

COPES—There were 6 clients whom the Departmentvieteed where DSHS paid for home
delivered meals. All of them indicated that thegaived the meals.

New Freedom—There were 2 clients whom the Depattrm¢arviewed where DSHS paid for
home delivered meals. Both clients indicated they received the meals.

2014 Details:

COPES—There was 1 client whom the Department irged where DSHS paid for home
delivered meals. The client said that they did negeive the meals. The field followed up with
the client who then indicated that they had in faceived the meals.

MPC—no clients received meals.

RCL—There was 1 client whom the Department interei¢ where DSHS paid for home delivered
meals. The client indicated that they receivednieals.

New Freedom—There were 2 clients whom the Departrimearviewed where DSHS paid for

home delivered meals. Both received the meals.

If DSHS Paid for Environmental Modifications, Did the Client Receive the Modifications?

The QA Unit also asked the clients about the emvitental modifications that DSHS paid for.
Given the small number of clients in the sample Wdrom DSHS paid for environmental
modifications, the results are not charted. Aiemis interviewed received the environmental
modifications.
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If DSHS Paid for Specialized Medical Equipment, Didhe Client Receive the Equipment?

COPES MPC

2012 2013 2014 2014
100% 100% 100% 100%

2012 2013 2014
0% 0% 0%

2014
0%

No No

RCL New Freedom

There were no clients in the 2014 sample for the timeframe under review
who had specialized med equipment

2014

100%

2012 2013
100% 100%

2014
0%

2014 2012 2013 2014
0% 0% 0% 0%

No No

2012 Details:
e COPES—There were 30 clients whom the Departmerdgniwed where DSHS paid for
specialized medical equipment (SME). All of theBents indicated that they received the SME.
* New Freedom—There were 11 clients whom the Depantrimterviewed where DSHS paid for
SME. All of these clients indicated that they iiged the SME.

2013 Details:
e COPES—There were 24 clients whom the Departmeptiii@wed where DSHS paid for SME.
All of these clients indicated that they received SME.

* New Freedom—There were 5 clients whom the Departrimtarviewed where DSHS paid for
SME. All of these clients indicated that they riged the SME.

2014 Details:

* COPES—There were 10 clients whom the Departmertviiwed where DSHS paid for SME.
All of these clients indicated that they receivied SME.

* MPC—There was 1 client whom the Department inteveid where DSHS paid for SME. The
client indicated that they received the SME.

* RCL—There was 1 client whom the Department intevei¢ where DSHS paid for SME. The
client indicated that they received the SME.

» New Freedom—No clients interviewed received SME.
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Client Experience of Care

In addition to the survey questions related tofigaiion of client services, the clients were asked
about their experiences with their personal caowiders, including whether the providers treated
the clients the way that they wanted to be treatsdtllistened carefully to the clients. Almost all
clients said that their provider is treating thdma tvay that they want to be treated and is casefull
listening to them.

The Department also asked the clients if they kmdw to contact if there was a problem with

their provider or care. The lowest proficiency fimis question was 88% (2 New Freedom
program clients indicated that they did not knowowt contact if there was a problem) and the
other program proficiencies were in the 95-100%geanFor the 2 New Freedom clients who said
that they did not know who to contact if there veaproblem, department staff verified through

the clients’” CARE service episode records that edieimt was made aware of contacting their
care consultant or the case manager for issuesobiems related to the client’'s care needs or
support.

The Department plans to conduct another clientisesvverification survey in 2015. These
surveys are supplemental to the service verifioatimat occurs through the timesheet audit.
Lessons learned through conducting these receneysrwill be incorporated into the new
surveys. Where needed, referrals will be madd¢oappropriate field office or area for follow-
up.
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Appendix H: Headquarters Proficiency Improvement
Projects

Quality Improvement (QI) includes changes at aesyst level to increase proficiency and
improve the outcome of issues that were identified.

The HCS HQ proficiency improvement plan is basedanmanalysis of our statewide, systemic
data. The PIP may include statewide training atites, policy and/or procedural changes and
identification of QI activities/projects. HCS HQovked on two proficiency improvement projects
in 2014: Determining Status in CARE and the Skbs@vation Protocol.

Accurately Assessing Status in CARE

In reviewing the historical statewide proficiencites the QA question, “Were non-ALTSA
resources/informal supports reflected in the deiteaition of unmet needs?” HCS identified that
the proficiencies were low. The proficiencies flois question ranged from 78% (2010-2011 QA
audit cycle) to 88% (2013 QA audit cycle). HCS Higaarters implemented a formal QI process
in 2011 to improve the proficiency for this questio

The process began with a survey/questionnaire db HEld staff to determine how they assess
status in CARE. The data from the survey showeat there were inconsistencies in the
interpretation of scoring for status. Based on fbsults of the survey, HCS HQ developed
training for the JRPs to provide to field staff begng in 2014. The proficiency for this question
will continue to be monitored.

Nursing Referrals and the Skin Observation Protocol

New PIPs were added in 2013 based on the follo@AgQuestions:

* “Was a nurse referral made for a client with a poofessional providing care or for no
one providing skin care?” This was chosen dueitcal nature of correct adherence to
the skin observation protocol for those clients vaine at risk of skin breakdown. When
this PIP project began, the expected proficiency tlos question was 90%. The
proficiency for the QA question was 88% in the 2@QA& audit cycle and 85% in the
2013 QA audit cycle.

*  “Were critical skin observation protocol steps céetgd as required?” The proficiency
for the QA question “Were critical skin observatijmotocol steps completed as required”
was 62% in the 2012 QA audit cycle and 57% in DEXQA audit cycle. When this PIP
project began, the expected proficiency for thisgjion was 90%.

The 2012 QA audit data was reviewed to identify aimpds that may explain the low proficiency
for these questions. In order to gather more [letee related Quality Assurance reviewer audit
comments were read. These were cross referendbé ©GARE assessment case details and the
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case manager and/or nurse Service Episode RecBR)) (®tes. Potential trends were identified
for further analysis.

Next a small work group including the ALTSA Nursiggrvices Program Manager, an Outcome
Improvement Specialist, the QA Unit Manager ancpresentative group of nurses from AAA
and HCS offices were identified to collaborate ewaloping a Performance Improvement Plan to
implement in 2014. Three trainings will be rolledt in 2015 as a result of these PIPs.

Quality Assurance and Quality Improvement Intranet Website

In November 2012, HCS launched its Quality Assueaand Quality Improvement Intranet
website. The site was designed to promote quabsurance and quality improvement, and to
provide education, training, and resources to HG& the AAAs. It describes quality assurance
and quality improvement, why they are important] provides helpful presentations and resource
materials as well as other useful documents arng.lifThis site is one component of an ongoing
communication initiative to increase awareness fayf ®f the value of quality assurance and
improvement, and to improve practice. HCS consnteeenhance the website to make it more
useful for end users.

Quality Assurance Reviews Conducted by Supervisors

Each supervisor is required to complete at leaseethQA reviews per year for case
managers/services specialists that have one or yeams of CARE experience. The table below
shows how well each supervisor is meeting thisirequent. QA Supervisor trainings, described
in Appendix I, were implemented in 2014 to imprawe this proficiency. Area proficiencies in
completing QA supervisor reviews will be discusdedng QA exit conferences.

QA Supervisor Reviews

100% 1
90% =
80% =
70% =
60% =
50% =
40% -
30% -
20%
10% =
0% -

Reg | PSA | PSA | PSA | PSA | Reg | PSA | PSA | PSA | PSA | PSA | PSA | Reg | PSA | PSA | PSA
2 5 9 [12 | 7 1 6 |11 | 8 |10 | 4 1 3 2 3 |13
M 2013(95% | 79% | 73% | 0% |100%| 57% [ 33% | 52% |100%| 0% | 25% |56% |33% | 18% | 0% |50%

2014 100%|100%]100%|100%| 97% | 96% | 88% | 87% | 77% | 67% | 66% | 65% | 57% | 56% | 16% | 0%
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Region/PSA 2014 % Standard 2013 % Standard Met Percentage
Met increase/decrease
Region 2 100% 95% 5%
PSA 5 100% 79% 21%
PSA 9 100% 73% 27%
PSA 12 100% 0% 100%
PSA7 97% 100% -3%
Region 1 96% 57% 39%
PSA 6 88% 33% 55%
PSA 11 87% 52% 35%
PSA 8 77% 100% -23%
PSA 10 67% 0% 67%
PSA 4 66% 25% 41%
PSA1 65% 56% 9%
Region 3 57% 33% 24%
PSA 2 56% 18% 38%
PSA 3 16% 0% 16%
PSA 13 0% 50% -50%
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Appendix I: Other QAS Activities

Payments after Death Review

Based on findings from a 2011 audit by the Offit¢he State Auditor (SAO), HCS implemented
a process to review long-term care cases wherppeas that the department paid for services
after the date of the client's death. ALTSA depeld a report that obtains death record
information and compares it to payment informatioom SSPS. This report will be run on a
monthly basis by HCS headquarters staff for ingasion.

Between the months of January 2014 through Nover20&4 the QA Unit analyzed 372 cases
where there were potential invalid payments. @fis&h372 cases, 243 cases or 65% were not
found to be invalid payments. 129 or 35% of theesarequired either remediation from the field
or further information to determine if an invalidypnent was made or not.

The field was instructed to either provide addiéibmformation and/or process overpayments,
move expenditures to State Funds, and make aakterthe Medicaid Fraud unit as necessary.
MB H14-062 dated August 28, 2014 directed the fielccreate an overpayment for all invalid

payments after the client’s death and they no Iohge the discretion to move invalid payments
to state only funds.

The QA Analysis and Field Remediation are showthécharts below.

QA Analysis

Unknown
12%

State Fund\

No Invalid
Payments
65%
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Remediation from Field

No Invalid
Payment
20%

State Fun
9%

Overpayments
71%

State Auditors Payment after Death Analysis

In August 2014, the QA Unit was asked to completeanalysis of potential invalid payments
identified during a State Auditor’'s report. Theoe identified 310 potential invalid payments.
The QA unit identified 60 cases that required reiatgzh from the field. All of these issues were
remediated by the field by either completing a M@ndverpayment and/or notifying the
Medicaid Fraud unit.
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Other Activities

Throughout the 2014 audit cycle, the QA unit wakedaupon to perform the following other
activities in support of the Division’s mission:

* Developed and conducted region specific traininggopics identified in the QA process
for proficiency improvement. These trainings werenducted per the request of
individual regional offices.

» Served on the ETR committee as requested and &mmeifbed.

» Participated in the development of and conductgabwer point Webinar on the QA

process and use of QA Tool for statewide Case Mamagt training.
* Provided consultation and training with some relgeimted field staff members.
* Reviewed Individual Provider training classificatgin the Training Partnership site.
» Participated in the ProviderOne Split Implementatiooject.
» Completed Inter-rater Reliability Assessments fACE clients.

Trainings for HCS/AAA Field Supervisors
Regarding Conducting Quality Assurance Compliance Bviews

In 2014, the QA Unit Manager and the QA Policy Maeraprovided regional, face-to-face
trainings for HCS and AAA Field Supervisors. Thid-day training was offered to all HCS and
AAA offices. The training was developed in orderhtelp staff understand the newly added QA
guestions and the reasons for each QA questiomatke the QA process transparent, to help
supervisors be more comfortable with the questaottshow to document findings in the tool, and
ultimately to increase the number of QA reviews ptated by the supervisors. One hundred
thirty seven staff participated in this trainingialinincluded:

» The Centers for Medicare and Medicaid Services riddassurances, sub-assurances,

performance measures, and how they tie to the (@&tons.

* The purpose of each QA question and the minimumdstals for auditing to each QA
guestion.

* The expectations for supervisors in terms of condg@A reviews, and the importance
of those reviews.

* Anin-depth review of a CARE assessment and alsyestep process for conducting a QA
review on that assessment.

Feedback about the training was positive. Ouratlyes for completing the trainings were met.
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_1485944147.pdf
Proficiency with Details

Review Cycle Type: Compliance
Review Cycle Started Between: 01/10/2014 and 10/10/2014

Review Stage: Initial Review
Report is Complete

Review done by: QA Team

Review Cycles in Selected Area: 1341

Section: SER
Sub Section: SER Questions
1 Did the CM meet the 30 day requirement? Yes No NA Exp %
103 20 1218 | 84% 86%
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?
g gsandp yp 055 | 71 | 315 | 93% | 86%
6 [Were bed rails authorized for a waiver client with a local ETR supporting their | Yes | No NA Exp %
use?
9 2 1330 | 82% 86%
Section: Client Details (Review)
Sub Section: Financial
1 Is the client financially eligible? Yes | No NA Exp %
1329 4 8 100% 98%
Section: Medical
Sub Section: Medical Questions
1 |Were the correct treatments/ therapies/ programs/ rehabilitative care or Yes | No NA Exp %
training selected?
986 | 282 73 78% 86%
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?
822 | 100 | 419 | 89% 86%
Section: Emergency Planning
Sub Section: Emergency Planning
1 Is there an emergency plan in place? Yes | No NA Exp %
1081 | 42 218 | 96% 86%
Section: CARE Plan
Sub Section: Support
1 |Were non-ADSA resources/informal supports reflected in the determination of | Yes | No NA Exp %
unmet needs?
754 77 510 | 91% 86%
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Proficiency with Details

Review Cycle Type: Compliance
Review Cycle Started Between: 01/10/2014 and 10/10/2014

Review Stage: Initial Review

Report is Complete

Review done by: QA Team

Review Cycles in Selected Area: 1341

2 Are all authorized waiver services and providers assigned a need within the Yes No NA Exp %
support screen (service summary/care plan)?
PP ( y plan) 1274 | 62 5 95% 86%
3 |Were all ADL's and IADL's assigned to a paid provider on the support Yes | No NA Exp %
screen?
1316 | 21 4 98% 86%
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 q 69 3 1269 | 96% 86%
2 Did the client/representative agree to the care plan as outlined in the LTC Yes No NA Exp %
Manual?
1246 | 91 4 93% 86%
3 |Were mandatory referrals made? (DMHP, APS, CPS, and CRU) Yes | No NA Exp %
50 3 1288 | 94% 86%
5 Was level of care redetermined within the annual time frame? Yes No NA Exp %
1139 | 28 174 | 98% 86%
6 Was a significant change assessment performed when appropriate? Yes No NA Exp %
205 0 1136 | 100% 86%
7 Were the correct instruments and processes used to determine participant Yes No NA Exp %
level of care?
v 682 0 659 |100% 86%
Section: SSPS
Sub Section: SSPS Questions
1 |Was assessment moved to current prior to re/authorization? Yes | No NA Exp %
957 42 342 | 96% 86%
2 Is participation correct? Yes No NA Exp %
676 20 645 | 97% 86%
3 Are SSPS authorizations correct? Yes No NA Exp %
899 97 345 | 90% 86%
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Proficiency with Details

Review Cycle Type: Compliance
Review Cycle Started Between: 01/10/2014 and 10/10/2014

Review Stage: Initial Review

Report is Complete

Review done by: QA Team

Review Cycles in Selected Area: 1341

Section: Documents
Sub Section: Documents Questions

1 Is the 14-225 - Acknowledgement of Services completed correctly and inthe | Yes | No NA Exp %
file?
471 | 152 | 718 | 76% 86%
3 Did the client receive information about the importance of the flu vaccine at Yes | No NA Exp %
the time of annual assessment?
1338 O 3 |100% 86%
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?
17 1 1323 | 94% 86%
2 Is there a participant signature acknowledging agreement of initial/annual Yes | No NA Exp %
Spending Plan?
pending 208 | 7 |1126|97% | 86%
3 |Are Spending Plans reviewed/updated at least annually? Yes | No NA Exp %
212 3 1126 | 99% 86%
4 Did the CC complete the quarterly review as required in the LTC? Yes | No NA Exp %
116 | 98 | 1127 | 54% 86%
5 Does the Spending Plan address all participant needs identified in the CARE | Yes | No NA Exp %
t?
assessmen 161 | 54 | 1126 | 75% | 86%
6 Is there evidence that services/goods identified on the Spending Plan are Yes | No NA Exp %
consistent with assessed needs identified in CARE?
208 6 1127 | 97% 86%
7  |Were services/supports identified to be purchased with NF funds allowable Yes | No NA Exp %
ETR obtained)?
( ined) 180 5 1156 | 97% 86%
8 Is there documentation that no other funding sources were available for Yes | No NA Exp %
it identified i rchases?
items identified as waiver pu -7 14 | 1250 | 859 86%
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