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Application for a 81915(c) Home and Community-

Based Services Waiver

PURPOSE OF THE HCBSWAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security
Act. The program permits a state to furnish an array of home and community-based services that assist Medicaid beneficiaries to
live in the community and avoid institutionalization. The State has broad discretion to design its waiver program to address the
needs of the waiverstarget population. Waiver services complement and/or supplement the services that are available to
participants through the Medicaid State plan and other federal, state and local public programs as well as the supports that families
and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of awaiver program
will vary depending on the specific needs of the target population, the resources avail able to the state, service delivery system
structure, state goals and objectives, and other factors. A State has the latitude to design awaiver program that is cost-effective
and employs avariety of service delivery approaches, including participant direction of services.

Request for an Amendment to a 81915(c) Home and Community-Based Services

WENWE]

1. Request I nformation

A. The State of |owa requests approval for an amendment to the following Medicaid home and community-based services
waiver approved under authority of 81915(c) of the Social Security Act.
B. Program Title:
Home and Community Based Services - Physical Disability Waiver
C. Waiver Number:1A.0345
Original Base Waiver Number: | A.0345.
D. Amendment Number:1A.0345.R04.02
E. Proposed Effective Date: (mm/ddlyy)
o4/01/20

Approved Effective Date: 04/01/20
Approved Effective Date of Waiver being Amended: 11/01/17

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:

The purpose of this amendment is to make the following revisions to Performance M easures.

1.Designate those PMs where data will be consolidated and stratified across all lowa 1915(c) waivers. Include language to
clarify the use of consolidated and stratified data. These changes affect all measuresin Appendix D aswell as LC-cl.

2. revised language in H-1-a-i to reflect consolidation and stratification of performance measure data.

3. Revise the language of PMs SP-el, SP-e2, QP-al in accordance with direction from CM S through the recent lowa Brain
Injury Waiver renewal.

4. Add 3 new PMs, in accordance with direction from CM S through the recent lowa Brain Injury Waiver renewal. New
measures. QP-a2, QP-b2, and QP-b3.

5. Answered App H-2-aasrequired for validation.

3. Natur e of the Amendment

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following
component(s) of the approved waiver. Revisions to the affected subsection(s) of these component(s) are being submitted
concurrently (check each that applies):
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Component of the
Approved Waiver

LI waiver | |

Application

Subsection(s)

[ Appendix A
Waiver I I
Administration
and Operation

Appendix B
Participant | LC-Cl |
Accessand
Eligibility

Appendix C
Participant I QP-A1, QP-A2, QP-B2, QP-B3 I
Services

Appendix D
Participant

Centered | all Performance Measures I
Service
Planning and
Delivery

[] Appendix E
Participant I I
Direction of
Services

[ Appendix F
Participant I I
Rights

[ Appendix G
Participant I I
Safeguards

Appendix H H-l:ai, H-2-a

[ Appendix |
Financial I I
Accountability

] Appendix J
Cost-Neutrality I I
Demonstration

B. Natur e of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment (check
each that applies):

[] M odify target group(s)

[ Modify Medicaid eligibility

[ Add/delete services

[] Revise service specifications

[] Revise provider qualifications

[ I ncr ease/decr ease number of participants
[] Revise cost neutrality demonstration

[] Add participant-direction of services
Other
Specify:
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revisions to performance measures
addition of new performance measures
implementation of consolidated and stratified Performance measure reporting

Application for a 81915(c) Home and Community-Based Services Waiver

1. Request I nformation (1 of 3)

A. The State of 1owa requests approval for a Medicaid home and community-based services (HCBS) waiver under the
authority of 81915(c) of the Socia Security Act (the Act).
B. Program Title (optional - thistitle will be used to locate this waiver in the finder):

Home and Community Based Services - Physical Disability Waiver
C. Type of Request: amendment

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals
who are dually eligible for Medicaid and Medicare.)
O 3years ® Syears

Original Base Waiver Number: | A.0345
Waiver Number:1A.0345.R04.02

Draft ID: 1A.001.04.02
D. Type of Waiver (select only one):
Regular Waiver

E. Proposed Effective Date of Waiver being Amended: 10/29/17
Approved Effective Date of Waiver being Amended: 11/01/17

1. Request I nformation (2 of 3)

F. Level(s) of Care. Thiswaiver isrequested in order to provide home and community-based waiver servicesto individuals
who, but for the provision of such services, would require the following level(s) of care, the costs of which would be
reimbursed under the approved Medicaid state plan (check each that applies):

[] Hospital
Select applicable level of care

O Hospital asdefined in 42 CFR §440.10
If applicable, specify whether the state additionally limits the waiver to subcategories of the hospital level of
care:

O I npatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
Nursing Facility
Select applicable level of care

® Nurs ng Facility asdefined in 42 CFR ??440.40 and 42 CFR ??440.155
If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care:

O Institution for Mental Disease for personswith mental illnesses aged 65 and older asprovided in 42 CFR
8440.140

[ I nter mediate Car e Facility for Individualswith Intellectual Disabilities (ICF/I11D) (as defined in 42 CFR
§440.150)
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If applicable, specify whether the state additionally limits the waiver to subcategories of the ICF/I11D level of care:

1. Request I nformation (3 of 3)

G. Concurrent Operation with Other Programs. Thiswaiver operates concurrently with another program (or programs)
approved under the following authorities
Select one:

O Not applicable

® Applicable
Check the applicable authority or authorities:

[ Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix |

Waiver (s) authorized under §1915(b) of the Act.
Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or
previously approved:

lowa High Quality Healthcare Initiative/lowa HealthLink (effective 4.1.2016)
Specify the 81915(b) authorities under which this program oper ates (check each that applies):

§1915(b)(1) (mandated enrollment to managed care)

[ s1015(b)(2) (central broker)

§1915(b)(3) (employ cost savingsto furnish additional services)
§1915(b)(4) (selective contracting/limit number of providers)

HPN program operated under §1932(a) of the Act.
Specify the nature of the state plan benefit and indicate whether the state plan amendment has been submitted or
previously approved:

HPN program authorized under 81915(i) of the Act.
[] A program authorized under 81915(j) of the Act.

[] A program authorized under 81115 of the Act.
Soecify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:

Thiswaiver provides servicesfor individualswho are ligible for both M edicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, local and other entities), and service delivery methods.
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Waiver Program Summary

The goal of the lowa HCBS Physical Disability (PD) waiver isto provide community alternatives to institutional services.
Through need-based funding of individualized supports, eligible participants may maintain their position within their homes and
communities rather than default placement within an institutional setting. The lowa Department of Human Services (DHS) lowa
Medicaid Enterprise (IME) is the single state agency responsible for the oversight of Medicaid.

Individuals access waiver services by applying to their local DHS office or through the online DHS benefits portal. Each
individual applying for waiver services must meet nursing facility (as defined in 42 CFR §440.40 and 42 CFR 8440.155) level of
care. IME' sMedical Services Unit (MSU) isresponsible for determining the initial level of care assessments for al applicants,
and level of care revaluations for fee-for-service participants. MCOs are responsible for conducting level of care reevaluations
for their members, with IME having final review and approval authority for all reassessments that indicate a change in the level
of care. Further, the MCOs are responsible for devel oping and implementing policies and procedures for ongoing identification
of members who may be eligible for waiver services. In the event thereisawaiting list for waiver services at the time of initial
assessment, applicants are advised of the waiting list and that they may choose to receive facility-based services.

If the applicant is deemed eligible, necessary services are determined through a person centered planning process with assistance
from an interdisciplinary team. After exploring all available resources, including natural and community supports, the individual
will have the option to choose between various traditional and self-directed services.

Services include consumer directed attendant care-unskilled care, consumer directed attendant care-skilled care, home and
vehicle modification, specialized medical equipment, and transportation. Self-directed services include financial management,
independent support brokerage, self-directed personal care, self-directed community and employment supports, and individual -
directed goods and services.

Through increased legislative focus of appropriations, mental health and disability services redesign, and infrastructure

development through lowa's Balancing Incentive Payment Program project, it is the goal of lowato significantly reduce wait
lists and offer a more uniform and equitable system of community support delivery to individuals with physical disabilities.

3. Components of the Waiver Request

Thewaiver application consists of the following components. Note: Item 3-E must be completed.

A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of this
waiver.

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver,
the number of participants that the state expects to serve during each year that the waiver isin effect, applicable Medicaid
eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of
care.

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished through
the waiver, including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the state
uses to develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the state provides for participant direction of services, Appendix E specifies the
participant direction opportunities that are offered in the waiver and the supports that are available to participants who
direct their services. (Select one):

® vYes Thiswaiver provides participant direction opportunities. Appendix E isrequired.

O No. Thiswaiver does not provide participant direction opportunities. Appendix E is not required.

F. Participant Rights. Appendix F specifies how the state informs participants of their Medicaid Fair Hearing rights and
other procedures to address participant grievances and complaints.

G. Participant Safeguards. Appendix G describes the safeguards that the state has established to assure the health and
welfare of waiver participantsin specified aress.
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H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.

I. Financial Accountability. Appendix | describes the methods by which the state makes payments for waiver services,
ensures the integrity of these payments, and complies with applicable federal requirements concerning payments and
federal financial participation.

J. Cost-Neutrality Demonstration. Appendix J contains the state's demonstration that the waiver is cost-neutral.

4. Waiver (s) Requested

A. Compar ability. The state requests awaiver of the requirements contained in §1902(a)(10)(B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid state plan to
individuals who: (&) require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in
Appendix B.

B. Income and Resour cesfor the Medically Needy. Indicate whether the state requests awaiver of §1902(a)(10)(C)(i)(111)
of the Act in order to use institutional income and resource rules for the medically needy (select one):

® Not Applicable
O No
O Yes

C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin §1902(a)(1) of the Act
(select one):

©No

O Yes
If yes, specify the waiver of statewideness that is requested (check each that applies):

[] Geographic Limitation. A waiver of statewideness is requested in order to furnish services under this waiver
only to individual s who reside in the following geographic areas or political subdivisions of the state.
Soecify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

[] Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the state. Participants who reside in these areas may elect
to direct their services as provided by the state or receive comparabl e services through the service delivery
methods that are in effect elsewhere in the state.

Soecify the areas of the state affected by this waiver and, as applicable, the phase-in schedule of the waiver by
geographic area:

5. Assurances

In accordance with 42 CFR 8441.302, the state provides the following assurancesto CM S:

A. Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguardsinclude:

1. As specified in Appendix C, adequate standards for al types of providers that provide services under this waiver;

2. Assurance that the standards of any state licensure or certification requirements specified in Appendix C are met
for services or for individuals furnishing services that are provided under the waiver. The state assures that these
requirements are met on the date that the services are furnished; and,
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3. Assurance that all facilities subject to 81616(€) of the Act where home and community-based waiver services are
provided comply with the applicable state standards for board and care facilities as specified in Appendix C.

B. Financial Accountability. The state assures financial accountability for funds expended for home and community-based
services and maintains and makes available to the Department of Health and Human Services (including the Office of the
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of
services provided under the waiver. Methods of financial accountability are specified in Appendix I.

C. Evaluation of Need: The state assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for alevel of care specified for thiswaiver, when there is a reasonabl e indication that an individual
might need such services in the near future (one month or less) but for the receipt of home and community-based services
under thiswaiver. The procedures for evaluation and reevaluation of level of care are specified in Appendix B.

D. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care
specified for thiswaiver and isin atarget group specified in Appendix B, the individual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either institutional or home and community-based waiver services. Appendix B specifies the
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver
and given the choice of institutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The state assures that, for any year that the waiver isin effect, the average per capita
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been
made under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-
neutrality is demonstrated in Appendix J.

F. Actual Total Expenditures: The state assures that the actual total expenditures for home and community-based waiver
and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the
waiver by the state's Medicaid program for these individualsin the institutional setting(s) specified for thiswaiver.

G. Ingtitutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for thiswaiver.

H. Reporting: The state assures that annually it will provide CM S with information concerning the impact of the waiver on
the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver
participants. Thisinformation will be consistent with a data collection plan designed by CMS.

|. Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the
individual through alocal educational agency under the Individuals with Disabilities Education Act (IDEA) or the
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

J. Servicesfor Individualswith Chronic Mental IlIness. The state assures that federal financial participation (FFP) will
not be claimed in expenditures for waiver servicesincluding, but not limited to, day treatment or partial hospitalization,
psychosocial rehabilitation services, and clinic services provided as home and community-based servicesto individuals
with chronic mental illnesses if these individuals, in the absence of awaiver, would be placed in an IMD and are: (1) age
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR 8440.140; or
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.160.

6. Additional Requirements

Note: Item 6-1 must be completed.

A. Service Plan. In accordance with 42 CFR 8441.301(b)(1)(i), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
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including state plan services) and informal supports that complement waiver servicesin meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federa financial participation (FFP) is not
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

B. Inpatients. In accordance with 42 CFR 8441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICFH/I1ID.

C. Room and Board. In accordance with 42 CFR 8441.310(8)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

D. Accessto Services. The state does not limit or restrict participant access to waiver services except as provided in
Appendix C.

E. Free Choice of Provider. In accordance with 42 CFR 8431.151, a participant may select any willing and qualified
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number
of providers under the provisions of 8§1915(b) or another provision of the Act.

F. FFP Limitation. In accordance with 42 CFR 8433 Subpart D, FFP is not claimed for services when another third-party
(e.g., another third party health insurer or other federal or state program) islegally liable and responsible for the provision
and payment of the service. FFP also may not be claimed for services that are available without charge, or as free care to
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes afee
schedule for each service available and (2) collects insurance information from all those served (Medicaid, and non-
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a particular legally
liable third party insurer does not pay for the service(s), the provider may not generate further bills for that insurer for that
annual period.

G. Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR 8431 Subpart E, to individuals:
(a) who are not given the choice of home and community-based waiver services as an aternative to institutional level of
care specified for thiswaiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c)
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide
individuals the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

H. Quality Improvement. The state operates aformal, comprehensive system to ensure that the waiver meets the assurances
and other requirements contained in this application. Through an ongoing process of discovery, remediation and
improvement, the state assures the health and welfare of participants by monitoring: (a) level of care determinations; (b)
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; (€) financial oversight
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem.
During the period that the waiver isin effect, the state will implement the Quality Improvement Strategy specified in
Appendix H.

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:
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DHS seeks continuous and ongoing public input through a variety of committees and organizations. Specifically, the
Mental Health Planning Council meets monthly and provides input as necessary. DHS has appointed one staff person
from the IME Long Term Care Unit to the Council, which includes various stakehol ders including participants and
families, providers, case managers, and other State departments. IME is also invited to attend a number of association
and advocacy group meetings (i.e., lowa Association of Community Providers, lowa State Association of Counties, lowa
Health Care Association, and Olmstead Task Force) to provide and seek feedback on service planning, cost reporting,
quality assurance documentation requirements, and case management iSsues.

The public has the opportunity to comment on lowa Administrative rules and rule changes through the public comment
process, the Legidative Rules Committee, and the DHS Council. The IME also provides notice of applications and
amendments by including notice in the IME e-News emails and on the IME website.

IME used the following processes to secure public input into the devel opment of the PD Waiver Amendment:

1) IME Website Posting - The public notice and the PD Waiver mendment was posted to the DHS IME Website under
the category, News & Initiatives (https://dhs.iow.gov/public-notices/PD-amendments). The public posting period began
May 31, 2018 and ended July 2, 2018.

2) DHS Field Office Posting - IME provides notification to the DHS Field Office, which in turn, notifies each DHS Field
Office to post the Waiver Public Notice and to provide a copy of the CMS Waiver Amendment for any public request.
The public posting period began May 31, 2018 and ended July 2, 2018.

3) IME Public Notice Subscribers - Medicaid members, Medicaid providers, legislators, advocacy organizations and
others who wish to remain informed regarding lowa Medicaid can subscribe to the IME Public Notice webpage. All
subscribers will receive electronic notice whenever an update/public notice is posted. The public posting period began
May 31, 2018 and ended July 2, 2018.

4) lowa Tribal Nations Notification - The IME Tribal Nations liaison notified all Nation governments by phone on May
25 and viaemail on May 31,2018. Both notifications indicated a 30 day comment period. The comment period ended on
July 2, 2018. The liaison did not receive any comments or questions during this period.

Public Comments with State Responses:

One party submitted 5 different commentsin relation to Appendix F-1 and Appendix F-3c.

1. Appendix F-1 Fair Hearing: Comment asked the state to include the word ‘ grievance’ whenever the word ‘ appeal’ was
used.

State response: Grievances are addressed in section F-3 State Grievance/Complaint ; no change will be made to the
amendment to add additional language to this section F-1. CM S has already approved the current amendment language
with the approval of the Health and Disability Waiver renewal done in 2018.

2. Appendix F-1 Fair Hearing, 7th paragraph: Comment indicated that the state might want to include in the section for
Managed Care Organizations, the CFR citation of 42 C.F.R. 438.406 in addition to the citation of CFR citation of 42
C.F.R. 438.402 which is aready in the amendment.

State response: No change will be made to the amendment to add another citation. CMS has already approved the
current amendment language with the approval of the Health and Disability Waiver renewal donein 2018.

3. Appendix F-3c paragraph 3: Comment asked that the amendment change to replace the word ‘action’ with the words
‘adverse benefit determination’.

State response: No change will be made to the amendment to change the word because the remainder of the paragraph
defines the word ‘action’ in great detail. CM S has aready approved the current amendment language with the approval of
the Health and Disability Waiver renewa donein 2018.

4. Appendix F-3c paragraph 5: Comment asked that the appeal resolution deadline be changed from 45 daysto 30 days.
State response: This deadline was already correctly referenced in this amendment; no changes are needed.

5.Appendix F-3c paragraph 6: Comment asked that the expedited appeal resolution deadline be changed to 72 hours, and
that standard appeal resolution deadline be changed to 30 days.

State response: These deadlines were already correctly referenced in this amendment; no changes are needed.

J. Noticeto Tribal Gover nments. The state assures that it has notified in writing all federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a
Medicaid waiver request or renewal request to CMS at least 60 days before the anticipated submission date is provided by
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Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available through the
Medicaid Agency.

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of Health and Human Services " Guidance to Federal Financial Assistance Recipients Regarding Title
V1 Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons' (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English
Proficient persons.

7. Contact Person(s)

A. The Medicaid agency representative with whom CM S should communicate regarding the waiver is:

Last Name:
|How|and |
First Name:
|Leann |
Title:
[Medicaid Program Manager I
Agency:
|I owa Medicaid Enterprise/l owa Department of Human Services I
Address:
[100 Army Post Rdl. |
Address 2:
City:
[Des Moines
State: lowa
Zip:
50315
Phone:
[(515) 256-4642 | Ext] |1 v
Fax:
[(515) 256-1306 |
E-mail:

|I howlan@dhs.state.ia.us

B. If applicable, the state operating agency representative with whom CM S should communicate regarding the waiver is:

Last Name:

|Leann |
First Name:

|How|and |
Title:

|M edicaid Program Manager

08/26/2020



Application for 1915(c) HCBS Waiver: IA.0345.R04.02 - Apr 01, 2020 (as of Apr 01, 2020) Page 11 of 254

Agency:
|I owa Medicaid Enterprise/l owa Department of Human Services I
Address:
[100 Army Post Rd. |
Address 2:
City:
[Des Moines
State: lowa
Zip:
50315
Phone:
[(515) 256-4642 | Ext] |L) rrv
Fax:
[(515) 256-1306 |
E-mail:

[howlan@dhs stateiaus

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, constitutes the state's request to
amend its approved waiver under 81915(c) of the Social Security Act. The state affirmsthat it will abide by all provisions of the
waiver, including the provisions of this amendment when approved by CMS. The state further attests that it will continuously
operate the waiver in accordance with the assurances specified in Section V and the additional requirements specified in Section
VI of the approved waiver. The state certifies that additional proposed revisions to the waiver request will be submitted by the
Medicaid agency in the form of additional waiver amendments.

Signature: Mike Randol

State Medicaid Director or Designee

Submission Date; IApr 16. 2020

Note: The Signature and Submission Date fields will be automatically completed when the State
Medicaid Director submitsthe application.

Last Name:

|Rando| |
First Name:

[Michael |
Title:

|IowaMedicaid Director |
Agency:

[l owa Medicaid Enterprise I
Address:

611 5th Ave |
Address 2:
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City:

|D05 Moines |
State: lowa
Zip:

[50309 |
Phone:

[(515) 256-a621 | Ext: | |L v
Fax:

[(515) 725-1360 |
E-mail:
Attachments mrandol @dhs.state.ia.us

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.

[] Replacing an approved waiver with thiswaiver.

[ Combining waivers.

[] Splitting one waiver into two waivers.

[ Eliminating a service.

[] Adding or decreasing an individual cost limit pertaining to eligibility.

[ Adding or decreasing limitsto a service or a set of services, as specified in Appendix C.

[] Reducing the unduplicated count of participants (Factor C).

[] Adding new, or decreasing, a limitation on the number of participants served at any point in time.

[ Making any changesthat could result in some participantslosing €ligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.

[ Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

Attachment #2: Home and Community-Based Settings Waiver Transition Plan

Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings
requirements at 42 CFR 441.301(c)(4)-(5), and associated CM S guidance.

Consult with CMS for instructions before completing thisitem. This field describes the status of a transition process at the point in
time of submission. Relevant information in the planning phase will differ from information required to describe attainment of
milestones.

To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the description in this field may
reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver
complies with federal HCB settings requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6),
and that this submission is consistent with the portions of the statewide HCB settings transition plan that are germaneto this
waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal HCB
setting requirements as of the date of submission. Do not duplicate that information here.

Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not
necessary for the state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the state's

HCB settings transition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
08/26/2020
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"Completed" in thisfield, and include in Section C-5 the information on all HCB settings in the waiver.

The state assures that this waiver amendment or renewal will be subject to any provisions or requirements included in the state's
most recent and/or approved home and community-based settings Statewide Transition Plan. The state will implement any

required changes by the end of the transition period as outlined in the home and community-based settings Statewide Transition
Plan

Additional Needed I nformation (Optional)

Provide additional needed information for the waiver (optional):

The original document istoo big. Please see the HCBS Statewide Transition Plan approved on August 9, 2016 on this link:

https://dhs.iowa.gov/sites/default/files/Approved_|nitial_STP_Submitted.pdf

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the operation of the waiver (select
one):

® Thewaiver is operated by the state M edicaid agency.
Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one):
® TheMedical Assistance Unit.

Specify the unit name;

Bureau of Medical and Long Term Care Services and Supports, lowa Medicaid Enterprise
(Do not complete item A-2)

O Another division/unit within the state M edicaid agency that is separate from the Medical Assistance Unit.

Specify the division/unit name. This includes administrations/divisions under the umbrella agency that has been
identified as the Single State Medicaid Agency.

(Complete item A-2-a).
O Thewaiver isoperated by a separ ate agency of the statethat isnot a division/unit of the Medicaid agency.

Specify the division/unit name:

In accordance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the administration
and supervision of the waiver and issues policies, rules and regulations related to the waiver. The interagency
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available
through the Medicaid agency to CM S upon request. (Compl ete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit within
the State Medicaid Agency. When the waiver is operated by another division/administration within the umbrella
agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that
division/administration (i.e., the Developmental Disabilities Administration within the Single State Medicaid
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Agency), (b) the document utilized to outline the roles and responsibilities related to waiver operation, and (c) the
methods that are employed by the designated State Medicaid Director (in some instances, the head of umbrella
agency) in the oversight of these activities:

Asindicated in section 1 of thisappendix, the waiver isnot operated by another division/unit within the
State Medicaid agency. Thusthis section does not need to be completed.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of
Medicaid agency assessment of operating agency performance:

Asindicated in section 1 of thisappendix, the waiver is not operated by a separate agency of the State. Thus
this section does not need to be completed.

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative functions
on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):

® Yes. Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid
agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6.
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lowa HealthLink-contracted MCOs will generally be responsible for delivering covered lowa Medicaid benefits,
including HCBS waiver programs,in a highly coordinated manner. Specific functions include; but are not limited to:

- Developing policies and procedures for ongoing identification of members who may be eligible for waiver
services,

- Conducting comprehensive needs assessments, developing service plans, coordinating care, and authorizing and
nitiating waiver services for all members;

- Conducting level of care reassessments with IME retaining final review and approval authority for any
reassessments which indicate a change in the level of care;

- Delivering community-based case management services and monitoring receipt of services;

- Contracting with an entity or entities for financial management services to assist members who elect self-direction
(i.e., lowa s “Consumer Choices Option™);

- Maintaining a toll-free telephone hotline for all providers with questions, concerns, or complaints;

- Maintaining atoll-free telephone hotline for all members to address questions, concerns, or complaints;

- Operating a 24/7 toll-free Nurse Call Line which provides nurse triage telephone services for members to receive
medical advice from trained medical professionals;

- Creating and distributing member and provider materials (handbooks, directory, forms, policies and procedures,
notices, etc.);

- Operating an incident reporting and management system;

- Maintaining a utilization management program;

- Developing programs and participating in activities to enhance the general health and well-being of members; and
- Conducting provider services such as network contracting, credentialing, enrollment and disenrollment, training,
and claims processing.

Those members who have not made an MCO selection, or who are otherwise ineligible for managed care enrollment
as defined in the lowa High Quality Healthcare Initiative §1915(b) waiver, will continue to receive services through
the fee-for-service delivery system. As such, the State will continue to contract with the following entities to
perform certain waiver functions.

Member Services (Maximus) as part of a contract with IME to disseminate information to Medicaid beneficiaries
and provide beneficiary support as part of their customer service contract. Additionally, the Member Services Unit
provides clinical review in effort to identify beneficiary population risks such that additional education, program
support, and policy revision can mitigate risks to the beneficiary when possible.

Medical Services (Telligen) as part of a contract with the IME conducts level of care evaluations and service plan
development ad-hoc reviews to ensure that waiver requirements are met. In addition, the IME MSU conducts the
necessary activities associated with prior authorization of waiver services, authorization of service plan changes and
medical necessity reviews associated with Program Integrity and Provider Cost Audit activities.

Home and Community Based Quality Assurance (Telligen), as part of a contract with the IME, reviews provider
compliance with State and federal requirements, monitors complaints, monitors critical incident reports and provides
technical assistance to ensure that quality services are provided to all Medicaid members.

Program Integrity and Recovery Audit Coordinator (Optum) as part of a contract with the IME reviews provider
records and claims for instances of Medicaid fraud, waste, and abuse. These components are evaluated and analyzed
at an individual and system level through fraud hotline referrals and algorithm devel opment.

Provider Services (Maximus) as part of a contract with the IME coordinates provider recruitment and executes the
Medicaid Provider Agreement. The Provider Services Unit conducts provider background checks as required,
conducts annual provider trainings, supervises the provider assistance call center, and manages the help functions
associated with the IME’ s Individualized Services Information System (1S1S).

Provider Cost Audit (Myers and Stouffer) as part of a contract with the IME determines service rates and payment
amounts. The Provider Cost Audit Unit performs financial reviews of projected rates, reconciled cost reports, and
performs onsite fiscal reviews of targeted provider groups.

Revenue Collections Unit (HMS), as part of a contract with the IME, performs recovery of identified overpayments
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related to program integrity efforts, cost report reconciliations, third-party liability, and trusts.

Pharmacy (Gould Health Systems), as part of the contract with IME, this unit oversees the operation of the Preferred
Drug List (PDL) and Prior Authorization (PA) for prescription drugs. The development and updating of the PDL
alows the Medicaid program to optimize the funds spent for prescription drugs. The Pharmacy Medical group
performs drug Prior Authorization with medical professionals who evaluate each request for the use of a number of
drugs.

Point-of-Sale (POS) (Gould Health Systems), as part of the contract with the IME, thisis the pharmacy point of sale
system. It is areal-time system for pharmacies to submit prescription drug claims for lowa Medicaid beneficiaries
and receive atimely determination regarding payment.

All contracted entities, including lowa Medicaid department staff, conduct training and technical assistance
concerning their particular area of expertise concerning waiver requirements. Please note that ultimately it isthe
Medicaid agency that has overall responsibility for all of the functions while some of the functions are performed by
contracting agencies. In regards to training, technical assistance, recruitment and disseminating information, thisis
done by both the Medicaid agency and contracted agencies throughout regular day-to-day business.

O No. Contracted entities do not perform waiver operational and administrative functions on behalf of the
M edicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform waiver
operational and administrative functions and, if so, specify the type of entity (Select One):

® Not applicable

o Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:

[] L ocal/Regional non-state public agencies perform waiver operational and administrative functions at the local
or regional level. Thereis an interagency agreement or memorandum of under standing between the State
and these agencies that sets forth responsibilities and performance requirements for these agencies that is
available through the Medicaid agency.

Soecify the nature of these agencies and complete items A-5 and A-6:

[ L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at the local or regional level. Thereis a contract between the Medicaid agency and/or the operating agency
(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsihilities and performance requirements of the local/regiona entity. The contract(s) under which private
entities conduct waiver operational functions are available to CM S upon request through the Medicaid agency or
the operating agency (if applicable).

Soecify the nature of these entities and complete items A-5 and A-6:

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or L ocal/Regional Non-State Entities. Specify the
state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entitiesin
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conducting waiver operational and administrative functions:

IME Medical Palicy Staff, through DHS, is responsible for oversight of the contracted entities. The DHSIME isthe
State Agency responsible for conducting the operational and administrative functions of the waiver.

Appendix A: Waiver Administration and Operation

6. Assessment M ethods and Frequency. Describe the methods that are used to assess the performance of contracted and/or
local/regiona non-state entities to ensure that they perform assigned waiver operational and administrative functionsin
accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional
non-state entities is assessed:

IME is an endeavor that unites State Staff and "Best of Breed" contractors into a performance-based model for the
administration of the lowa Medicaid program. The IME is a collection of specific units, each having an area of expertise,
and all working together to accomplish the goals of the Medicaid program. Housed in a single building, the IME has
contract staff who participates in the following activities: provider services, member services, provider audit and rate
setting, processing payments and claims, medical services, pharmacy, program integrity, and revenue collections. All
contracts are selected through a competitive request for proposal (RFP) process. Contract RFPs are issued every five
years.

All contracted entities are assigned a State-employed contract manager, are assessed through their performance-based
contracts, and are required to present their performance on contract standards at a monthly meeting to the Medicaid
Policy Staff. Monthly meetings are designed to facilitate communication among the various business units within the
IME to ensure coordination of operations and performance outcomes.  Further, non-MCO contracted entities and
Medicaid Policy staff are located at the same site, which limits the barriers of routine management and oversight. In
addition, all contracted agencies are required to complete a comprehensive quarterly report on their performance to
include programmatic and quality measures designed to measure the contract activities as well as trends identified within
Medicaid programs and populations.

The State has established a MCO Oversight and Supports Bureau within IME to provide comprehensive program
oversight and compliance. Specifically, the Bureau Chief, reporting directly to the Medicaid Director, is responsible for
directing the activities of bureau staff. Each MCO account manager will oversee contract compliance for one designated
MCO. The MCO account managers will serve as liaisons between the MCOs and the State, and will be the point of
contact coordinating communications and connecting subject matter experts. The new Bureau will work directly with the
IME Program Integrity Unit, which oversees compliance of al IME providers, including the MCOs.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or entities
that have responsibility for conducting each of the waiver operational and administrative functions listed (check each that
applies):

In accordance with 42 CFR 8431.10, when the Medicaid agency does not directly conduct afunction, it supervisesthe
performance of the function and establishes and/or approves policies that affect the function. All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Sngle Sate Medicaid Agency (1) conducts
the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policiesrelated to the
function.

Function Medicaid Agency|Contracted Entity
Participant waiver enrollment

X
X

Waiver enrollment managed against approved limits

X]
X]

Waiver expenditures managed against approved levels

X
X

Level of care evaluation

Review of Participant service plans

X]
X]
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Function Medicaid Agency|Contracted Entity
Prior authorization of waiver services

X
X

Utilization management

X]
X]

Qualified provider enrollment

X
X

Execution of Medicaid provider agreements

X]
X]

Establishment of a statewide rate methodology

X
X

Rules, policies, procedures and infor mation development gover ning the waiver program

X]
X]

Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State M edicaid
Agency

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Administrative Authority
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-state
agencies (if appropriate) and contracted entities.

i. Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application. As necessary and applicable, performance measures should focus on:
= Uniformity of development/execution of provider agreements throughout all geographic areas covered by
the waiver
= Equitable distribution of waiver openingsin all geographic areas covered by the waiver
= Compliance with HCB settings requirements and other new regulatory components (for waiver actions
submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze
and assess progress toward the performance measure. In this section provide information on the method by which
each source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions
drawn, and how recommendations are formulated, where appropriate.

Performance Measure:

AA-1: IME shall measurethe number and percent of required MCO HCBS PM quarterly
reportsthat are submitted timely. Numerator = # of HCBS PM quarterly reports submitted
timely; Denominator = # of MCO HCBS PM quarterly reportsduein a calendar quarter.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:

M CO performance monitoring

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
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[ state Medicaid [T weekly 100% Review
Agency
[] Operating Agency Monthly [] L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other LI Annually [ Stratified
Specify: Describe Group:
MCO

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[] Annually

[ Continuously and Ongoing

L] Other

Page 19 of 254
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Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
Specify:
Performance M easure:

AA-2: The IME shall measure the number and percent of monthsin a calendar quarter
that each MCO reported all HCBS PM data measures. Numerator = # of months each
MCO entered all required HCBS PM data; Denominator = # of reportable HCBS PM
monthsin a calendar quarter.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
MCO perfomance monitoring

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/generation(check | each that applies):
each that applies): each that applies):
[ state Medicaid [T weekly 100% Review
Agency
[] Operating Agency Monthly [] L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other LI Annually L stratified
Specify: Describe Group:
MCO
[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:
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Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity Quarterly
[] Other
Specify:
[] Annually

[] Continuously and Ongoing

[] Other
Specify:

Page 21 of 254

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

Through the Bureau of Managed Care each MCO is assigned state staff as the contract manager; and other state
staff are assigned to aggregate and analyze MCO data.  This staff oversees the quality and timeliness of monthly
reporting requirements. Whenever datais late or missing the issues are immediately addressed by each MCO

account manager to the respective MCO.

b. Methods for Remediation/Fixing I ndividual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

If the contract manager, or policy staff as awhole, discovers and documents a repeated deficiency in performance
of the MCO, a plan for improved performance is developed. In addition, repeated deficienciesin contractual
performance may result in awithholding of payment compensation.

General methods for problem correction include revisions to state contract terms based on lessons learned.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies): Frequenc;(/C(r)];jlf g:ﬁ?;:?:g;?;; d analys's
State Medicaid Agency [] Weekly
[] Operating Agency Monthly
[] Sub-State Entity [] Quarterly
Other
[]
Specify: Annually
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Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

Contracted Entity and MCOs

[ Continuously and Ongoing

[] Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational.
® No

O vYes
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand Eligibility
B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the state limits waiver services to one or more
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance
with 42 CFR 8441.301(b)(6), select one or more waiver target groups, check each of the subgroups in the selected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals
served in each subgroup:

Maximum Age
Target Group Included Target SubGroup Minimum Age Maximum Age |No Maximum Age
Limit Limit

Aged or Disabled, or Both - General

L] Aged L]
Disabled (Physical)
L] Disabled (Other)

[ Aged or Disabled, or Both - Specific Recognized Subgroups

] Brain Injury

[] HIV/AIDS

] M edically Fragile

] T echnology Dependent

[] Intellectual Disability or Developmental Disability, or Both
L] IAutism

BERENNE
BERERNERNER

] Developmental Disability
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Maximum Age
Target Group Included Target SubGroup Minimum Age Maximum Age |NoMaximum Age
Limit Limit
] Intellectual Disability L]
D Mental IlIness
|:| Mental |lIness D
|:| Serious Emotional Disturbance

b. Additional Criteria. The state further specifiesitstarget group(s) as follows:

The member must be blind or disabled as determined by the receipt of socia security disability benefits or through a
disability determination made by the department. Disability determinations are made in accordance to supplemental
security income guidelines under Title XV1 of the Social Security Act or disability guidelines for the Medicaid employed

people with disabilities coverage. The approved member must be ingligible for HCBS for individuals with an Intellectual
Disability as diagnosed in the DSM-V.

¢. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies to

individuals who may be served in the waiver, describe the transition planning procedures that are undertaken on behalf of
participants affected by the age limit (select one):

O Not applicable. Thereisno maximum age limit

® Thefollowing transition planning procedures are employed for participants who will reach the waiver's
maximum age limit.

Soecify:
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Upon reaching the age of 65, a PD member, either FFS or MCO, may be €eligible to receive services through another
HCBSwaiver (e.g., the Elderly waiver); or State Plan services (e.g. PACE) that may meet the member’s needs.

FFS Members

The income maintenance worker receives notification from an 1SS milestone when amember isturning 65. An

ISIS workflow is started 30 days before the member’ s 65th birthday for both FFS and MCO members. The income
maintenance worker will close the PD waiver case and send the member aletter informing them they are no longer
eigible for the PD Waiver but they may be eligible for another waiver. The letter offers the member the option to
complete the HCBS assessment form and return for an digibility determination.

The assigned DHS case manager will coordinate transition services for the PD member.

An |SIS milestone is generated 30 days before the 65th birthday to notify the member that he/she will lose PD age
digihility upon reaching the age of 65 and the contact information for additional information regarding service
choices.

If the member chooses to apply for another waiver, the application may be submitted no earlier than 60 days prior to
the 65th birthday.

A new level of care assessment is not required if current within 365 days.

MCO Members

Asin the FFS process, the income maintenance worker receives notification from an | SIS milestone when aMCO
member isturning 65. The income maintenance worker will close the PD waiver case and send the member a letter
informing them they are no longer eligible for the PD Waiver but they may be eligible for another waiver. The letter
offers the member the option to complete the HCBS assessment form and return for an digibility determination.

The assigned MCO care coordinator will coordinate transition services for the MCO PD member.

If the member chooses to apply for another waiver, the application may be submitted no earlier than 60 days prior to
the 65th birthday.

IME provides daily and monthly data transfers that include changes in individual HCBS member changes or key
agesthat can affect amember’s eligibility. Also, each MCO establishes its own processes to ensure a successful

transition to other services from the PD Waiver because of the age criteria.

A new level of care assessment is not required if current within 365 days.

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny home and
community-based services or entrance to the waiver to an otherwise eligible individual (select one). Please note that a state
may have only ONE individual cost limit for the purposes of determining eligibility for the waiver:

® No Cost Limit. The state does not apply an individual cost limit. Do not complete Item B-2-b or item B-2-c.

O Cost Limit in Excess of Ingtitutional Costs. The state refuses entrance to the waiver to any otherwise eligible
individual when the state reasonably expects that the cost of the home and community-based services furnished to
that individual would exceed the cost of alevel of care specified for the waiver up to an amount specified by the state.
Complete Items B-2-b and B-2-c.

Thelimit specified by the stateis (select one)

O Alevel higher than 100% of theinstitutional average.

Specify the percentage:lzl

O Other
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Specify:

O Ingtitutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the state refuses entrance to the waiver to any otherwise
eigible individual when the state reasonably expects that the cost of the home and community-based services

furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver. Complete
Items B-2-b and B-2-c.

O Cost Limit Lower Than Institutional Costs. The state refuses entrance to the waiver to any otherwise qualified
individual when the state reasonably expects that the cost of home and community-based services furnished to that

individual would exceed the following amount specified by the state that is less than the cost of alevel of care
specified for the waiver.

Soecify the basis of the limit, including evidence that the limit is sufficient to assure the health and welfare of waiver
participants. Complete Items B-2-b and B-2-c.

The cost limit specified by the stateis (select one):
o Thefollowing dollar amount:

Specify dollar amount:lzl

Thedollar amount (select one)

O Isadjusted each year that the waiver isin effect by applying the following for mula:

Specify the formula:

O May be adjusted during the period the waiver isin effect. The state will submit a waiver
amendment to CM Sto adjust the dollar amount.

O The following percentagethat islessthan 100% of the institutional average:

Specify percent:lzl

O other:

Specify:

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (2 of 2)

Answers provided in Appendix B-2-a indicate that you do not need to complete this section.
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b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and welfare
can be assured within the cost limit:

c. Participant Safeguards. When the state specifies an individual cost limit in Item B-2-aand there isachange in the
participant's condition or circumstances post-entrance to the waiver that requires the provision of servicesin an amount
that exceeds the cost limit in order to assure the participant's health and welfare, the state has established the following
safeguards to avoid an adverse impact on the participant (check each that applies):

[] The participant isreferred to another waiver that can accommaodate the individual's needs.

[] Additional servicesin excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:

[] Other safeguard(s)

Specify:

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (1 of 4)

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants
who are served in each year that the waiver isin effect. The state will submit awaiver amendment to CMS to modify the
number of participants specified for any year(s), including when a modification is hecessary dueto legislative
appropriation or another reason. The number of unduplicated participants specified in thistable is basis for the cost-
neutrality calculationsin Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants
Year 1 1492
Year 2 1522
Year 3 1553
Year 4 1584
Year 5 1615

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of
participants specified in Item B-3-a, the state may limit to alesser number the number of participants who will be served at
any point in time during awaiver year. |ndicate whether the state limits the number of participantsin this way: (select one)

O The state does not limit the number of participantsthat it servesat any point in time during a waiver
year.
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® The state limits the number of participantsthat it servesat any point in time during a waiver year.

The limit that appliesto each year of the waiver period is specified in the following table:

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Paint During the Year
Year 1 1161
Y ear 2 1200
Year 3 1238
Year 4 1276
Year S 1317

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

c. Reserved Waiver Capacity. The state may reserve a portion of the participant capacity of the waiver for specified
purposes (e.g., provide for the community transition of institutionalized persons or furnish waiver services to individuals
experiencing acrisis) subject to CMS review and approval. The State (select one):

® Not applicable. The state does not reserve capacity.

O The gtate reserves capacity for the following purpose(s).

Appendix B: Participant Accessand Eligibility
B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within awaiver year, the state may make the number of participants who are served
subject to a phase-in or phase-out schedule (select one):

® Thewaiver isnot subject to a phase-in or a phase-out schedule.

O Thewaiver issubject to a phase-in or phase-out schedulethat isincluded in Attachment #1 to Appendix
B-3. This schedule constitutes an intra-year limitation on the number of participantswho are served in
the waiver.

e. Allocation of Waiver Capacity.

Slect one:

® Waiver capacity is allocated/managed on a statewide basis.
O waiver capacity is allocated to local/regional non-state entities.
Specify: (a) the entities to which waiver capacity is alocated; (b) the methodology that is used to allocate capacity

and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:

f. Selection of Entrantsto the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
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waiver:

Approved, in-process, and waiting list figures can be found on the DHS website at:
http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hcbs/waivers.

Per 441 lowa Administrative Code 83.102(5)(b), PD waiver dots are available on afirst-come, first-served basis. If no
slot is available, applicants are entered onto awaiting list according to the following:

“(1) Applicants not currently eligible for Medicaid shall be entered on the basis of the date a completed Form 470-2927
or 470-2927(S), Health Services Application, is received by the department or upon receipt of disability determination,
whichever islater. Applicants currently eligible for Medicaid shall be added on the basis of the date the applicant
requests HCBS physical disability program services. In the event that more than one application is received on the same
day, applicants shall be entered on the waiting list on the basis of the day of the month of their birthday, the lowest
number being first on the list. Any subsequent tie shall be decided by the month of birth, January being month one and
the lowest number.

(2) Persons who do not fall within the available dots shall have their applications rejected but their names shall be
maintained on the waiting list. As slots become available, persons shall be selected from the waiting list to maintain the

number of approved persons on the program based on their order on the waiting list.”

The PD waiver does not have an emergency or reserve capacity list.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment #1 (4 of 4)

Answers provided in Appendix B-3-d indicate that you do not need to complete this section.

Appendix B: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Waiver

a. 1. State Classification. The stateis a (select one):
® 51634 State
O sgl Criteria State
O 209(b) State

2. Miller Trust State.
Indicate whether the state isa Miller Trust State (select one):
O No

©Yes

b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under

the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation
limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR
§435.217)

[ L ow income families with children asprovided in 81931 of the Act
SSI recipients

[ Aged, blind or disabled in 209(b) states who are éligible under 42 CFR 8§435.121
Optional state supplement recipients
[ Optional categorically needy aged and/or disabled individuals who haveincome at:

Select one:
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O 100% of the Federal poverty level (FPL)
O 9 of FPL, which islower than 100% of FPL.

Specify percentage:lzl

Working individuals with disabilitieswho buy into Medicaid (BBA working disabled group as provided in
81902(a)(10)(A)(ii)(XI11)) of the Act)

[ Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group asprovided in
§1902(a)(10)(A)(ii)(XV) of the Act)

[] Working individuals with disabilitieswho buy into Medicaid (TWW!IIA Medical Improvement Coverage
Group as provided in §1902(a)(10)(A)(ii)(XVI) of the Act)

[] Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 dligibility
group as provided in §1902(e)(3) of the Act)

[ Medically needy in 209(b) States (42 CFR §435.330)
[ Medically needy in 1634 Statesand SSI Criteria States (42 CFR 8435.320, §435.322 and §435.324)

Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin the state
plan that may receive services under thiswaiver)

Specify:

Groups included under mandatory coverage of the aged blind and disability aslisted in 42 CFR §435.122, 130 - 131,
133 - 135, 137 - 138, and optional groups listed in 42 CFR 8435.210.

Special home and community-based waiver group under 42 CFR 8435.217) Note: When the special home and
community-based waiver group under 42 CFR 8435.217 isincluded, Appendix B-5 must be completed

O No. The state does not furnish waiver servicesto individualsin the special home and community-based waiver
group under 42 CFR 8435.217. Appendix B-5 is not submitted.

® vyes The state furnisheswaiver servicesto individualsin the special home and community-based waiver group
under 42 CFR 8§435.217.

Select one and complete Appendix B-5.

O All individualsin the special home and community-based waiver group under 42 CFR 8435.217

® Only the following groups of individualsin the special home and community-based waiver group under 42
CFR §435.217

Check each that applies:

A special income level equal to:

Slect one:

® 300% of the SSI Federal Benefit Rate (FBR)
O\ per centage of FBR, which islower than 300% (42 CFR 8§435.236)

Specify percentage: I:l

O A dollar amount which islower than 300%.

Specify dollar amount: I:l

[ Aged, blind and disabled individuals who meet requirementsthat are morerestrictive than the SS|
program (42 CFR §435.121)

[] M edically needy without spend down in states which also provide Medicaid to recipients of SSI (42

08/26/2020



Application for 1915(c) HCBS Waiver: IA.0345.R04.02 - Apr 01, 2020 (as of Apr 01, 2020) Page 30 of 254

CFR 8435.320, §435.322 and 8435.324)
[] M edically needy without spend down in 209(b) States (42 CFR §435.330)
[ Aged and disabled individuals who haveincome at:

Slect one:

O 100% of FPL
O o of FPL, which islower than 100%.

Specify percentage amount:lzl

[] Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin
the state plan that may receive services under thiswaiver)

Soecify:

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (1 of 7)

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the state furnishes waiver servicesto individuals
in the special home and community-based waiver group under 42 CFR 8§435.217, asindicated in Appendix B-4. Post-eligibility
applies only to the 42 CFR §435.217 group.

a. Use of Spousal | mpoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eigibility
for the special home and community-based waiver group under 42 CFR §435.217:

Note: For the period beginning January 1, 2014 and extending through September 30, 2019 (or other date asrequired by
law), the following instructions are mandatory. The following box should be checked for all waivers that furnish waiver
services to the 42 CFR 8435.217 group effective at any point during this time period.

Spousal impoverishment rulesunder §1924 of the Act are used to deter mine the digibility of individualswith a
community spouse for the special home and community-based waiver group. In the case of a participant with a
community spouse, the state uses spousal post-eligibility rulesunder 81924 of the Act.

Complete Items B-5-¢ (if the selection for B-4-a-i is S3 State or §1634) or B-5-f (if the selection for B-4-a-i is 209b
Sate) and Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time periods
before January 1, 2014 or after September 30, 2019 (or other date as required by law).
Note: The following selections apply for the time periods before January 1, 2014 or after September 30, 2019 (or other
date as required by law) (select one).

® Spousal impoverishment rulesunder §1924 of the Act are used to deter minethe digibility of individualswith a
community spouse for the special home and community-based waiver group.

In the case of a participant with acommunity spouse, the state elects to (select one):

® Use spousal post-eligibility rulesunder 81924 of the Act.
(Complete Item B-5-b (SS Sate) and Item B-5-d)

O use regular post-eligibility rules under 42 CFR 8435.726 (SSI State) or under 8435.735 (209b State)
(Complete Item B-5-b (SS Sate). Do not complete Item B-5-d)

O Spousal impoverishment rulesunder §1924 of the Act are not used to deter mine eligibility of individuals with a
community spouse for the special home and community-based waiver group. The state usesregular post-
digibility rulesfor individuals with a community spouse.

(Complete Item B-5-b (SS Sate). Do not complete Item B-5-d)

Appendix B: Participant Accessand Eligibility
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B-5: Post-Eligibility Treatment of |ncome (2 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

b. Regular Post-Eligibility Treatment of Income: SSI State.

The state uses the post-eligibility rules at 42 CFR 435.726 for individuals who do not have a spouse or have a spouse who
is not a community spouse as specified in 81924 of the Act. Payment for home and community-based waiver servicesis

reduced by the amount remaining after deducting the following allowances and expenses from the waiver participant's
income:

i. Allowance for the needs of the waiver participant (select one):

o Thefollowing standard included under the state plan
Select one:
O ss) standard
O Optional state supplement standard

O Medically needy income standard
o The special incomelevel for institutionalized persons

(select one):

O 300% of the SSI Federal Benefit Rate (FBR)
Oa per centage of the FBR, which isless than 300%

Specify the percentage:lZI

O A dollar amount which is lessthan 300%.

Specify dollar amount:IIl

Oa per centage of the Federal poverty level

Specify percentage:lZl

O Other standard included under the state Plan

Soecify:

o Thefollowing dollar amount

Specify dollar amount:|:| If this amount changes, thisitem will be revised.
®© Thefollowing formulais used to deter mine the needs allowance:

Soecify:
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The following formulais used to determine the needs allowance; 300% of the SSI benefit and for
participants who have a medical assistance income trust (Miller Trust) an additional $10 (or higher if court
ordered) to pay for administrative costs.

DHS determines patient liability. Client participation is the amount that a member is required to contribute
toward the cost of waiver services. To calculate client participation:

1. Determine only the member’ s total gross monthly income.

2. Subtract a maintenance needs allowance of 300% of the current SSI benefit for one person.

3. Add in veteran’s aid and attendance and veteran’ s housebound allowance.

The result isthe client participation amount.

4. The IMW makes client participation entries on the Automated Benefit Calculation (ABC) system. The
IMW notifies the HCBS case manager of the type and amount of client participation to be paid, if any. Itisa
HCBS case manager’s responsibility to apply the client participation toward a specific service.

For managed care enrollees with a patient liability, DHS will communicate to the MCO the amount of each
member's liability. Members will be responsible for remitting their patient liability to their waiver providers.
The MCO reduces its payment for amember's waiver services up to the amount of the patient liability.

The capitation rates calculated for MCOs includes along-term services and supports (LTSS) component
which isablend of ingtitutional services and home and community based services (HCBS). When capitation
rates were developed, the LTSS component was cal culated with consideration given to patient liability asa
possible source of funds used to pay a portion of the services provided through the waiver. For both the
institutional and HCBS component of the rate, the average patient liability was subtracted. Therefore, the
MCOs are paid net of the average patient liability.

The state has devel op a method to carve out/identify the cost of home and community-based waiver services
from the cost of other Medicaid services so that the individual’s patient liability is applied only to the cost of
home and community-based waiver services.

For Fee for service members, the patient liability is carried in the HCBS | SIS system. A case manager is
required to identify those HCBS services and provider combinations where patient liability will be applied
and how much of the liability amount will be designated to that service. The authorized payment amount is
reduced by the amount of the liability. Thisinformation is communicated to the MMIS Prior Authorization
file. At thetime of HCBS claim payment MMIS looks to the PA file for any HCBS service authorization
limitation, including the maximum payable amount for a specific service.

One of the contracted Managed Care Organizations uses a similar process as explained above, except that the
MCO'’s claim payment system carries the HCBS prior authorization and HCBS patient liability amounts.
When the claim is submitted, the claims system identifies the authorization related to the claims and then
applies HCBS patient liability amounts as authorized. This process omits any ‘medical’ or behavioral health
claim not subject to HCBS patient liability withholding.

The other MCO utilizes edits/triggers within their claims adjudication system that are programmed to
systemically only identify very specific claims perimeters that are subject to HCBS patient liability. Specific
to HCBS, thisis drilled down by specific procedure codes and modifier combinations that correspond to the
member’s digibility enrollment type. The MCO processes HCBS patient liability on a‘first in, first out
basis'. This means, if multiple providers/claims are submitted within the month, the first claim with HCBS
service perimetersis subject to the patient liability withholding. If thisfirst claim does not satisfy the full
amount, the next claim received/processed would additionally be subject to patient liability withholding until
the full dollar amount is satisfied for this month. This process omits any ‘medical’ or behavioral health
claim not subject to HCBS patient liability withholding.

O Other

Specify:

ii. Allowance for the spouse only (select one):

® Not Applicable
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O Thesate provides an allowance for a spouse who does not meet the definition of a community spousein

81924 of the Act. Describe the circumstances under which this allowanceis provided:

Foecify:

Specify the amount of the allowance (select one):

O ssi standard

©) Optional state supplement standard
O Medically needy income standard
o Thefollowing dollar amount:

Specify dollar amount:IZI If this amount changes, thisitem will be revised.
O Theamount is determined using the following formula:

Soecify:

iii. Allowance for the family (select one):

O Not Applicable (seeinstructions)
® AFDC need standard

o M edically needy income standard
O Thefollowing dollar amount:

Specify dollar amount:|:| The amount specified cannot exceed the higher of the need standard for a

family of the same size used to determine eligibility under the state's approved AFDC plan or the medically
needy income standard established under 42 CFR 8435.811 for afamily of the same size. If this amount
changes, thisitem will be revised.

O The amount is determined us ng the following formula:

Specify:

O Other

Specify:

iv. Amountsfor incurred medical or remedial care expenses not subject to payment by a third party, specified
in 42 8CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
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Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

O Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

® The state does not establish reasonable limits.
O Thegate establishes the following reasonable limits

Soecify:

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

c. Regular Post-Eligibility Treatment of Income: 209(B) State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.
d. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with a community spouse toward the cost of home and community-based care if it determines
the individual's eligibility under 81924 of the Act. There is deducted from the participant's monthly income a personal
needs allowance (as specified below), a community spouse's allowance and a family allowance as specified in the state
Medicaid Plan. The state must also protect amounts for incurred expenses for medical or remedial care (as specified
below).

i. Allowance for the personal needs of the waiver participant

(select one):

O ss) standard

O Optional state supplement standard

O Medically needy income standard

O The special income level for institutionalized persons
O a per centage of the Federal poverty level

Specify percentage:lzl

O Thefollowing dollar amount:

Specify dollar amountzlzl If this amount changes, thisitem will be revised

O Thefollowing formulais used to determine the needs allowance:
Foecify formula:
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® Other

Foecify:

300% of the SSI benefit and for members who have a medical assistance income trust (Miller Trust) an
additiona $10 (or higher if court ordered) to pay for the administration fees.

DHS determines patient liability. Client participation is the amount that a member is required to contribute
toward the cost of waiver services. To calculate client participation:

1. Determine only the member’ stotal gross monthly income.

2. Subtract a maintenance needs allowance of 300% of the current SSI benefit for one person.

3. Add in veteran’s aid and attendance and veteran’ s housebound allowance.

The result isthe client participation amount.

4. The IMW makes client participation entries on the Automated Benefit Calculation (ABC) system. The
IMW notifies the HCBS case manager of the type and amount of client participation to be paid, if any. Itisa
HCBS case manager’ s responsibility to apply the client participation toward a specific service.

For managed care enrollees with a patient liability, DHS will communicate to the MCO the amount of each
member's liability. Members will be responsible for remitting their patient liability to their waiver providers.
The MCO reduces its payment for amember's waiver services up to the amount of the patient liability.

The capitation rates calculated for MCOs includes along-term services and supports (L TSS) component
which isablend of ingtitutional services and home and community based services (HCBS). When capitation
rates were developed, the LTSS component was cal culated with consideration given to patient liability asa
possible source of funds used to pay a portion of the services provided through the waiver. For both the
institutional and HCBS component of the rate, the average patient liability was subtracted. Therefore, the
MCOs are paid net of the average patient liability.

ii. If the allowance for the per sonal needs of a waiver participant with a community spouseis different from
the amount used for the individual's maintenance allowance under 42 CFR 8435.726 or 42 CFR §435.735,
explain why thisamount isreasonable to meet theindividual's maintenance needsin the community.

Select one:

® Allowanceisthe same
O Allowanceisdifferent.

Explanation of difference:

iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR 8§435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

O Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.
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® The state does not establish reasonable limits,
O The state uses the same reasonable limits as ar e used for regular (non-spousal) post-eligibility.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

e. Regular Post-Eligibility Treatment of Income: §1634 State - 2014 through 2018.

Answers provided in Appendix B-5-a indicate the selections in B-5-b also apply to B-5-e.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.
g. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules - 2014 through 2018.

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with a community spouse toward the cost of home and community-based care. Thereis
deducted from the participant's monthly income a personal needs allowance (as specified below), a community spouse's
allowance and afamily alowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred
expenses for medical or remedia care (as specified below).

Answers provided in Appendix B-5-a indicate the selectionsin B-5-d also apply to B-5-g.

Appendix B: Participant Accessand Eligibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR 8441.302(c), the state provides for an evaluation (and periodic reevaluations) of the need for the level(s)
of care specified for this waiver, when there is a reasonable indication that an individual may need such services in the near
future (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable I ndication of Need for Services. In order for an individual to be determined to need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the
provision of waiver services at least monthly or, if the need for services is less than monthly, the participant requires
regular monthly monitoring which must be documented in the service plan. Specify the state's policies concerning the
reasonable indication of the need for services:

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be determined to

need waiver services is:

ii. Frequency of services. The state requires (select one):
O The provision of waiver services at least monthly
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® Monthly monitoring of the individual when services are furnished on alessthan monthly basis

If the state also requires a minimum frequency for the provision of waiver services other than monthly (e.g.,
quarterly), specify the frequency:

HCBS waiver services must be accessed at least once every calendar quarter by the member both FFS and
MCO members.
b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):
o Directly by the Medicaid agency
O By the operating agency specified in Appendix A
® By a gover nment agency under contract with the Medicaid agency.

Foecify the entity:

The IME MSU isresponsible for making all initial level of care decisions. If amember is not currently in Medicaid
orisin FFS, the IME's CSA contractor performs the assessment. If a member is enrolled with aMCO, the
assessment is performed by the MCO. LOC decisions also include input from the case manager, health home
coordinator, community-based case manager, medical professional, and other appropriate professionals.

For fee-for-service members, the reevaluation is also conducted by the IME MSU. MCOs are responsible for
reevaluations of their members. The IME MSU reviews and approves all reevaluations that indicate a changein the
member’s level of care. MCOs are responsible for developing and implementing policies and procedures for
ongoing identification of members who may be eligible for waiver services. Upon identification the MCO completes
theinitial level of care assessment with the IME MSU maintaining final review and approval authority.

O other
Soecify:

¢. Qualifications of Individuals Performing I nitial Evaluation: Per 42 CFR 8441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver

applicants:

Medical professionals (i.e., licensed physician, physician assistant or advanced registered nurse practitioner) perform the
initial evaluation/complete the assessment tool. The IME requires that professionals completing the level of care
determination are licensed RNs. If the RN is unable to approve level of care, then the Physician Assistant or MD make
thefinal level of care determination.

d. Level of Care Criteria. Fully specify the level of care criteriathat are used to evaluate and reevaluate whether an
individual needs services through the waiver and that serve as the basis of the state's level of care instrument/tool. Specify
thelevel of careinstrument/tool that is employed. State laws, regulations, and policies concerning level of care criteriaand
thelevel of careinstrument/tool are available to CMS upon request through the Medicaid agency or the operating agency
(if applicable), including the instrument/tool utilized.
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IME Medical Services uses the following assessments to evaluate and reevaluate applicants and members:
Physical Disability (PD)

Ages 18 - 20: interRAI - Pediatric Home Care (PEDS-HC)

Ages 21+: interRAI - Home Care (HC)

PD with Habilitation
Age 18: inter-RAI Child and Y outh Mental Health (ChY MH)
Ages 19 — 64 interRAI - Community Mental Health (CMH)

TheinterRAI Home Care Assessment System (HC) has been designed to be a user-friendly, reliable, person-centered
assessment system that informs and guides comprehensive care and service planning in community-based settings around
the world. It focuses on the person’ s functioning and quality of life by assessing needs, strengths, and preferences, and
facilitates referrals when appropriate. When used over time, it provides the basis for an outcome-based assessment of the
person’ s response to care or services. TheinterRAI HC can be used to assess persons with chronic needs for care as well
as those with post-acute care needs (for example, after hospitalization or in a hospital-at-home situation). Areas of review
include: (1) cognitive; (2) mood and behavior patterns; (3) physical functioning — mobility; (4) skin condition; (5)
pulmonary status; (6) continence; (7) dressing and personal hygiene— ADLS; (8) physical functioning — eating; (9)
medications; (10) communication/hearing/vision patterns; and (11) prior living - psychosocial.

e. Level of Carelnstrument(s). Per 42 CFR 8441.303(c)(2), indicate whether the instrument/tool used to evaluate level of
care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

O The sameinstrument isused in determining the level of carefor thewaiver and for institutional care under the
state Plan.

@ A different instrument isused to determine the level of care for the waiver than for institutional care under the
state plan.

Describe how and why this instrument differs from the form used to evaluate institutional level of care and explain
how the outcome of the determination isreliable, valid, and fully comparable.

TheinterRAI HC Assessment Form is a Minimum Data Set screening tool that enables a trained assessor to assess
multiple key domains of function, health, social support and service use. Particular interRAI HC items also identify
persons who could benefit from further evaluation of specific problems of risks for functional decline. These are
triggersthat link the interRAI HC to a Clinical Assessment Protocol. The CAPS contain general guidelines for
further assessment.

The HC system supports a variety of research-informed decision support tools that assist the assessor in planning
and monitoring care. These include:

*Scales for ADLSs, cognition, communication, pain, depression, and medical instability

*Clinical Assessment Protocols that contain strategies to address problem conditions as triggered by one or more HC
item responses

* Screening systems to identify appropriate outreach and care pathways for prospective clients (the M1 Choice and
MAPL e systems)

*A quality monitoring system (Home Care Quality Indicators, or HCQIs)

*A case-mix system that creates distinct service-use intensity categories (RUG-111/HC)

IME Medical Services may request additional information from the service worker, case manager, health home
coordinator, or community-based case manager to clarify or supplement the information submitted with the
assessment. The results of the assessment are used to develop the plan of care. Because the same criteria are used
for both ingtitutional care and waiver services, the outcome isreliable, valid, and fully comparable.

f. Processfor Level of Care Evaluation/Reevaluation: Per 42 CFR 8441.303(c)(1), describe the process for evaluating
waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:
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It isthe responsibility of the case manager, health home coordinator, or community-based case manager to assure the
assessment isinitiated as required to complete the initial level of care determination. For FFS members, the initial
assessment is completed by the Core Standardized Assessment(CSA) contractor Telligen and sent to the case manager, or
care coordinator, who uploads the assessment to the IME MSU. For MCO members, the MCO is responsible to ensure
the CSA is completed, and then uploaded the assessment to the IME MSU. The IME MSU isresponsible for determining
the level of care based on the completed assessment tool and supporting documentation from medical professionals.

Continued Stay Review (CSR) is completed annually and when the a case manager or health home coordinator becomes
aware that the member’ s functional or medical status has changed in away that may affect level of care eligibility. The
CSR process uses the same assessment tool asis used with theinitial level of care determination. It isthe responsibility
of the case manager or health home coordinator to assure the assessment is initiated as required to complete the CSR. For
fee-for-service members, the SIS system sends out a milestone 60 days prior to the CSR date to remind case managers
and health home coordinators of the upcoming annual LOC process. The FFS CSA contractor completes these
assessment, and the IME M SU conduct LOC redeterminations.

MCOs are responsible for conducting level of care reevaluations for members, using DHS designated toals, at |east
annually, and when the MCO becomes aware that the member’ s functional or medical status has changed in away that
may affect level of care éligibility. Additionally, any member or provider can request areevaluation at any time. Once the
reevaluation is complete, the MCO submits the level of care or functional eligibility information to the IME MSU. The
State retains authority for determining Medicaid categorical, financial, level of care or needs-based digibility and
enrolling membersinto a Medicaid eligibility category. MCOs track and report level of care and needs-based digibility
reevaluation data, including, but not limited to, reevaluation completion date. MCOs are required to notify DHS of any
changein level of care and DHS retains final level of care determination authority. Asthe Stateis aneutra third party
with final approval authority, there is no conflict of interest.

MCOs are contractually required to develop and maintain their own electronic community-based case management
systems that include functionality to ensure compliance with the State’ s 1915(c) HCBS waiver and law. Thisincludes,
but is not limited to, the ability to capture and track: (i) key dates and timeframes such as enrollment date, date of
development of the care plan, date of care plan authorization, date of initial service delivery, date of level of care and
needs reassessments and dates of care plan updates and the functionality to notify the community-based case manager or
care coordinator of care plan, assessment and reassessment deadlines; (ii) the care plan; (iii) all referrals; (iv) level of care
assessment and reassessments; (V) needs assessments and reassessments; (Vi) service delivery against authorized services
and providers; (vii) actions taken by the community-based case manager or care coordinator to address service gaps; and
(viii) case notes.

MCOs are required to employ the same professionals. Further, MCOs are contractually required to ensure on an ongoing
basisthat all staff has the appropriate credential's, education, experience and orientation to fulfill the requirements of their
position. As applicable based on the scope of services provided under a subcontract, MCOs must ensure all subcontractor
staff istrained aswell. Staff training shall include, but is not limited to: (i) contract requirements and State and Federal
reguirements specific to job functions; (ii) training on the MCOs policies and procedures on advance directives; (iii)
initial and ongoing training on identifying and handling quality of care concerns; (iv) cultural sensitivity training; (v)
training on fraud and abuse and the False Claims Act; (vi) HIPAA training; (vii) clinical protocol training for all clinical
staff; (viii) ongoing training, at least quarterly, regarding interpretation and application of utilization management
guidelines for al utilization management staff; (ix) assessment processes, person-centered planning and population
specific training relevant to the enrolled populations for all care managers; and (X) training and education to understand
abuse, neglect, exploitation and prevention including the detection, mandatory reporting, investigation and remediation
procedures and requirements. Policies and Procedures Manuals must also be provided to the MCO’s entire staff and be
incorporated into all training programs for staff responsible for providing services. Finaly, MCOs must maintain
documentation to confirm staff training, curriculum, schedules and attendance. DHS reserves the right to review training
documentation and require the MCO to implement additional staff training.

0. Reevaluation Schedule. Per 42 CFR 8441.303(c)(4), reevaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select one):

O Every three months
O Every six months

® Every twelve months
O Other schedule
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Foecify the other schedule:

h. Qualifications of I ndividuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):

® The qualifications of individuals who perform reevaluations ar e the same as individuals who perform initial
evaluations.

O The qualifications ar e different.
Foecify the qualifications:

i. Proceduresto Ensure Timely Reevaluations. Per 42 CFR §441.303(c)(4), specify the procedures that the state employs
to ensure timely reevaluations of level of care (specify):
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FFS

The FFS CSA contractor is responsible for submitting timely level of care reevaluations of members. Reevaluations are
considered timely if they are completed within twelve (12) months of the previous evaluation. Reevaluations of FFS
members are tracked in the DHS Individualized Services Information System (ISIS). An SIS milestone is sent out to the
FFS CSA contractor 60 days before the reevaluation is due.

Notification of upcoming annual assessment are sent to the IME's Core Standardize Assessment contractor. The state's
contract manager monthly monitors the timeliness of CSA completion and adherence to the contract's performance
measures. Penalties can be applied for failure to adhere to the contract's performance measures. MCO compliance to
level of care evaluation requirements are monitored by the MCO account manager and subject matter experts. Penalties
can also be applied for failure to adhere to requirements and have been applied to MCOs in these instances.

On aweekly basis, an ISIS CSR report is extracted to identify FFS overdue reevaluations. Thelist is sent to the
management team for DHS Targeted Case Management for resolution. The DHS TCM submits aweekly status report to
the designated HCBS program manager for monitoring with conferencing as needed.

A CSR or re-evaluation report is also available through SIS to track overdue reevaluations and is monitored by Medical
Services, the Bureau of Long Term Care (BLTC), and IME.

MCO

Reevaluations of MCO members are also tracked in the DHS Individualized Services Information System (1SIS) for IME
oversight. However, MCOs are also responsible for recording timely completion of level of care reevaluations of
members. One hundred percent (100%) of member level of care reevaluations must be completed within twelve (12)
months of the previous evaluation. 1SISis queried weekly to monitor the status of MCO LOC determinations. This
information is shared with MCO account managers. DHS reserves the right to audit MCO application of level of care
criteriato ensure accuracy and appropriateness.

MCOs are contractually required to develop and maintain their own electronic community-based case management
systems that include functionality to ensure compliance with the State’ s 1915(c) HCBS waiver and law. Thisincludes,
but is not limited to, the ability to capture and track: (i) key dates and timeframes such as enrollment date, date of
development of the care plan, date of care plan authorization, date of initial service delivery, date of level of care and
needs reassessments and dates of care plan updates and the functionality to notify the community-based case manager or
care coordinator of care plan, assessment and reassessment deadlines; (ii) the care plan; (iii) all referrals; (iv) level of care
assessment and reassessments; (V) needs assessments and reassessments; (Vi) service delivery against authorized services
and providers; (vii) actions taken by the community-based case manager or care coordinator to address service gaps; and
(viii) case notes.

Should MCO reevaluations not be completed in atimely manner, DHS may require corrective action(s) and implement
intermediate sanctions in accordance with 42 CFR 438, Subpart |. The nature of the corrective action(s) will depend
upon the nature, severity and duration of the deficiency and repeated nature of the non-compliance. The non-compliance
corrective actions may be instituted in any sequence and include, but are not limited to, awritten warning, formal
corrective action plan, withholding of full or partial capitation payments, suspending auto-assignment, reassigning an
MCO’ s membership and responsibilities, appointing temporary management of the MCO'’s plan, and contract
termination. In the event of non-compliance with reevaluation timelines, the MCO must: (i) immediately remediate all
individual findings identified through its monitoring process; (ii) track and trend such findings and remediation to
identify systemic issues of marginal performance and/or non-compliance; (iii) implement strategies to improve
community-based case management processes and resolve areas of non-compliance or member dissatisfaction; and (iv)
measure the success of such strategies in addressing identified issues.

j- Maintenance of Evaluation/Reevaluation Recor ds. Per 42 CFR 8441.303(c)(3), the state assures that written and/or
electronically retrievable documentation of all evaluations and reeval uations are maintained for a minimum period of 3
years as required in 45 CFR 8§92.42. Specify the location(s) where records of evaluations and reevaluations of level of care
are maintained:
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All evaluation and reevaluation level of care documents are faxed to the IME M SU regardless of delivery system (i.e.,
FFS members and MCO members) and placed in “OnBase.” OnBase is the system that stores documents electronically
and establishes workflow. In addition, the waiver member's case manager, health home coordinator, or community-based
case manager is responsible for service coordination for each member. These providers maintain aworking case file for
each member and must maintain the records for a period of five years from the date of service. The casefile includes all
assessments, both initial and ongoing, completed during the time the member was receiving waiver services. MCOs also
maintain el ectronic case management systems that are used to capture and track all evaluations and reevaluations.

Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for
evaluating/reevaluating an applicant's'waiver participant'slevel of care consistent with level of care provided in a
hospital, NF or ICF/IID.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there isreasonable
indication that services may be needed in the future.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sateto
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;
LC-al: IME will measurethe number and percent of approved LOC decisions.
Numerator: # of completed LOC; Denominator: # of referralsfor LOC.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

FFS and MCO memberswill be pulled from 1SISfor this measure. IME M SU
completesall initial level of care determinationsfor both FFS and M CO populations.

Responsible Party for Freguency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

(check each that applies):

State Medicaid L1 weekly 100% Review
Agency
[] Operating Agency Monthly [] Lessthan 100%
Review
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contracted entity

[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other [ Annually [ Stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State M edicaid Agency [ Weekly
[] Operating Agency [] Monthly

[ Sub-State Entity

Quarterly

] Other
Specify:

[] Annually

[ Continuously and Ongoing

[ Other
Specify:
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b. Sub-assurance: The levels of care of enrolled participants are reevaluated at least annually or as
specified in the approved waiver.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to

analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are

identified or conclusions drawn, and how recommendations are formulated, where appropriate.

¢. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description to determine participant level of care.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sateto
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

LC-cl: ThelME shall determine the number and percent of initial level of care
decisionsthat were accurately determined by applying the approved LOC criterion
using standard operating procedures. Numerator: # of LOC decisionsthat were
accur ately determined by applying the correct criteria as defined in the waiver;
Denominator: # of reviewed L OC determinations.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
IME MQUIDS and OnBase

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

[ state Medicaid L1 weekly [1 100% Review
Agency
[] Operating Agency Monthly Lessthan 100%
Review
[] Sub-State Entity [ Quarterly Representative

Sample
Confidence
Interval =
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95% +/- 5%

Other
Specify:

Contracted Entity

[ Annually

Stratified

Describe Group:

1A.0299 - BI
(6%)
1A.0213-
AIDSHIV
(.05%)
1A.0242 - 1D
(47%)
IA.0345 - PD
(4%)

1A.0819 - CMH
(4%)

IA.4111 - HD
(9%)

IA.4155 -
Elderly (30%)

[] Continuously and
Ongoing

] Other

Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [ Weekly
[ Operating Agency [] Monthly

[] Sub-State Entity

Quarterly

[ Other
Specify:

[] Annually

[ Continuously and Ongoing
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[] Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

Datafor completed LOC is collected quarterly through reports generated through 1SIS, MQUIDS, and OnBase.
This datais monitored for trends in procedural standards from an individual and systems perspective.

Monthly arandom sample of LOC decisionsis selected from each reviewer. 1QC activity is completed on the
random sample. Thislevel of scrutiny aidsin early detection of variance from the stated LOC criteria.

b. Methodsfor Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

The state's Medical Services Unit performsinternal quality reviews of initial and annual level of care
determinations to ensure that the proper criteriaare applied. Ininstances when it is discovered that this has not
occurred, the unit undertakes additional training for staff.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[] Other
Specify:
[] Annually

[ Continuously and Ongoing

[] Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.
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©No

O vYes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR 8441.302(d), when an individual is determined to be likely to require a level of care
for thiswaiver, theindividual or hisor her legal representativeis:

i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either ingtitutional or home and community-based services.

a. Procedur es. Specify the state's procedures for informing eligible individuals (or their legal representatives) of the feasible
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services.
Identify the form(s) that are employed to document freedom of choice. The form or forms are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).
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FFS

DHS s dedicated to serving individuals in the communities of their choice within the resources available and to
implementing the United States Supreme Court’s mandate in Olmsted v. L.C. Assuch, services are provided in a manner
that facilitates maximum community placement and participation for members that require LTSS.

In accordance with 42 CFR 441.301 and the lowa Administrative Code 441-90.5(1)b and 441-83, service plans must
reflect the services and supports that are important for the member to meet the needs identified through the needs
assessment, as well as what isimportant to the member with regard to preferences for the delivery of such services and
supports. The service plan, developed through a* person-centered” planning process, must reflect the member’ s needs
and preferences and how those needs will be met by a combination of covered services and available community
supports.

The person-centered process is holistic in addressing the full array of medical and non-medical services and supports to
ensure the maximum degree of integration and the best possible health outcomes and member satisfaction. Moreover,
members and applicants are given the necessary information and support to ensure their direction of the process to the
maximum extent possible, and to empower them to make informed choi ces and decisions regarding the services and
supports received.

During enrollment of fee-for-service members, | SIS requires that income maitenance workers, case managers (CM) and
health home coordinators attest to having offered a choice between HCBS or institutional services. Choiceis verified by:
(1) marking the waiver box on the application; (2) sending awritten request asking for waiver services; or (3) verbally
confirming the member's choice with the income maintenance worker and the case manager or health home coordinator
documents the conversation.

Further, there are waiver informational brochures available to share with applicants and members and their
parents/guardians. Brochures are available at each of the DHS county offices. Information is also available onthe IME
and MCO websites. The brochuresinclude information on eligibility, service descriptions, and the application process.
Once amember begins the enrollment process and has a case manager, health home coordinator, or community-based
case manager assigned, amore detailed review of services and providersthat are available in the area occurs as part of the
planning process for devel oping a member’s plan of care.

MCO
MCO community case managers are required ensure that members are offered choice according to their respective MCO
processes and forms, which are reviewed and approved by DHS.

In addition, the IME Medical Services Unit (MSU)reviews the person centered service plan to determine if provider
choice (including CCO) is offered.

The IME's contractor for HCBS Oversight conducts monthly ride-alongs for MCO service plan coordination and
evaluates compliance with service planning requirements, including choice between institutional and HCBS services.
Feedback is provided to the MCO account managers, who then follow up on any necessary corrective actions.

The HCBS Unit, during the IPES member telephone surveys, asks membersif they are offered choice of providers. The
HCBS regional specialists (part of the HCBS QA Unit) as part of the IDT/CBCM Ride Along activity, identifiesif
provider choice is offered during the IDT meetings.

b. Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of Choice
forms are maintained for a minimum of three years. Specify the locations where copies of these forms are maintained.

Freedom of Choice forms for fee-for-service participants is documented in member service plansand in ISIS.
MCO
MCOs are responsible for maintaining records that fully disclose the extent of services provided to membersfor a

minimum of seven years, and must furnish such information to duly authorized and identified agents or representatives of
the state and federal governments.

Appendix B: Participant Accessand Eligibility
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B-8: Accessto Servicesby Limited English Proficiency Persons

Accessto Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meaningful access
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting
Limited English Proficient Persons' (68 FR 47311 - August 8, 2003):

lowa DHS adopts the policy as set forth in Title VI of the Civil Rights Act prohibiting national origin discrimination as it affects
people with limited English proficiency. DHS shall provide for communication with people with limited English proficiency,
including current and prospective patients or clients, family members and members to ensure them an equal opportunity to
benefit from services. DHS has devel oped policies and procedures to ensure meaningful access for people with limited English
proficiency. Thisincludes procedures to:

- Identify the points of contact where language assistance is heeded.

- Identify trandlation and interpretation resources, including their location and their vailability.

- Arrange to have these resources available in timely manner.

- Determine the written materials and vital documents to be translated, based on the populations  with limited English
proficiency and ensure their transition.

- Determine effective means for notifying people with limited English proficiency of available translation services available at no
cost.

- Train department staff on limited English proficiency requirements and ensure their ability to carry them out.

- Monitor the application of these policies on at least an annual basis to ensure ongoing meaningful access to services.

All applications and informational handouts are printed in Spanish. In addition, the contract with IME Member Services requires
that a bilingual staff person be available to answer all telephone calls, emails and written inquires. They also work with
interpreters if another spoken language is needed. All local DHS offices have access to atrandator if abilingual staff personis
not available. DHS includes this policy as part of their Policy on Nondiscrimination that can be found in the DHS Title | General
Departmental Procedures in the Department Employee Manual .

Locally, each county DHS office utilizes the resources that are available to them. For example, in larger metropolitan areas, local
offices have staff that is fluent in Spanish, Bosnian, and Southeastern Asian languages. Some offices utilize translators from
DHS Refugee Services. Other areas of the state have high Russian populations and access the trand ators in the area. All county
offices have access to the Language Line service where they may place a telephone call and request a translator when one is not
available at the local office. Medicaid members may call the IME Member Services unit with any questions relating to Medicaid,
including waiver services. Member Services has trandation capabilities similar to the local DHS offices and uses the Language
Lineto address any language when Member Services does not have an interpreter on staff.

MCOs must conform to DHS policies regarding meaningful access to the waiver by limited English proficient persons, and to
deliver culturally competent services in accordance with 42 CFR 438.206.

- MCOs must provide language services at no cost to limited English proficiency members, and all written materials shall be
provided in English and Spanish, as well as any additional prevalent languages identified by the State or through an analysis of
member enrollment (i.e., any language spoken by at least five percent (5%) of the general population in the MCO’ s service
area).

- MCOs must provide oral interpretation services free of charge to each member (this appliesto all non-English languages, and is
not limited to prevalent languages), and MCOs must notify all members that oral interpretation and translated written
information is available and how to access those services. Written materials must include taglines in prevalent languages
regarding how to access materials in aternative languages.

- MCOs must ensure that service plansreflect cultural considerations of the member and that service plan development is
conducted by providing information in plain language and in amanner that is accessible to individual s with disabilities and
persons who are limited English proficient, consistent with 42 CFR 435.905(b).

- MCOs must operate member services helplines that are available to all callers, and an automated tel ephone menu options must
be made available in English and Spanish.

- MCOs must maintain member websites and mobile applications available in English and Spanish that are accessible and
functional via cell phone.

All MCO developed member communications, including substantive changes to previously approved communications, must be
approved by DHS prior to use/distribution.
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Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case
management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service
Supportsfor Participant Direction Financial Management Services
Supportsfor Participant Direction Independent Support Broker
Supportsfor Participant Direction Individual Directed Goods and Services
Supportsfor Participant Direction Self Directed Personal Care
Supportsfor Participant Direction Self-directed Community Support and Employment
Other Service Consumer-Directed Attendant Care (Skilled)
Other Service Consumer-Directed Attendant Care (Unskilled)
Other Service Home and Vehicle M odification
Other Service Per sonal Emer gency Response
Other Service Specialized Medical Equipment
Other Service Transportation

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Supports for Participant Direction

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver
includes the following supports or other supports for participant direction.

Support for Participant Direction:

Financial Management Services

Alternate Service Title (if any):

Financial Management Services

HCBS Taxonomy:
Category 1 Sub-Category 1:
12 Services Supporting Self-Direction 12010 financial management services in support of self-directic
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:
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The Financial Management Service (FMS) is necessary for all members choosing the self-direction option, and will
be available only to those who self direct. The FMS will enroll as aMedicaid Provider. The FMS will receive
Medicaid funds in an electronic transfer and will pay all service providers and employees el ecting the self-direction
option. The FMS services are provided to ensure that the individualized budgets are managed and distributed
according to the budget developed by each member and to facilitate the employment of service workers by members.
The lowa Department of Human Services will designate the Financial Management Service entities as organized
health care delivery system.

Responsibilities of the financial management service. The financial management service shall perform all of the
following services:
(1) Receive Medicaid fundsin an electronic transfer.
(2) Process and pay invoices for approved goods and servicesincluded in the individual budget.
(3) Enter the individual budget into the web-based tracking system chosen by the department and enter expenditures
asthey are paid.
(4) Provide real-time individual budget account balances for the member, the independent support broker, and the
department, available at a minimum during normal business hours (9 am. to 5 p.m., Monday through Friday).
(5) Conduct criminal background checks on potential employees pursuant to IAC 441—Chapter 119.
(6) Verify for the member an employee’s citizenship or alien status.
(7) Assist the member with fiscal and payroll-related responsibilities including, but not limited to:

1. Verifying that hourly wages comply with federal and state labor rules.

2. Collecting and processing timecards.

3. Withholding, filing, and paying federal, state and local income taxes, Medicare and Social Security (FICA)
taxes, and federa

(FUTA) and state (SUTA) unemployment and disability insurance taxes, as applicable.

4. Computing and processing other withholdings, as applicable.

5. Processing all judgments, garnishments, tax levies, or other withholding on an employee’s pay as may be
required by federal,

state, or local laws.

6. Preparing and issuing employee payroll checks.

7. Preparing and disbursing IRS Forms W-2 and W-3 annually.

8. Processing federal advance earned income tax credit for eligible employees.

9. Refunding over-collected FICA, when appropriate.

10. Refunding over-collected FUTA, when appropriate
(8) Assist the member in completing required federal, state, and local tax and insurance forms.
(9) Establish and manage documents and files for the member and the member’ s employees.
(10) Monitor timecards, receipts, and invoices to ensure that they are consistent with the individual budget. Keep
records of all timecards and invoices for each member for atotal of five years.
(11) Provide to the department, the independent support broker, and the member monthly and quarterly status reports
that include a summary of expenditures paid and amount of budget unused.
(12) Establish an accessible customer service system and a method of communication for the member and the
independent support broker that includes alternative communication formats.
(13) Establish a customer services complaint reporting system.
(14) Develop apolicy and procedures manual that is current with state and federal regulations and update as
necessary.
(15) Develop a business continuity plan in the case of emergencies and natural disasters.
(16) Provide to the department an annual independent audit of the financial management service.
(17) Assist in implementing the state’ s quality management strategy related to the financial management service.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
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Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Financial Management Service

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Supportsfor Participant Direction
Service Name: Financial Management Services

Provider Category:
Agency
Provider Type:

Financial Management Service

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Asdefined in IAC 441 Chapter 77.30(13), the financia institution shall either:
(1) Be cooperative, nonprofit, member-owned and member-controlled, and federally insured through and

chartered by either the National Credit Union Administration (NCUA) or the credit union division of the
lowa department of commerce; or

(2) Be chartered by the Office of the Comptroller of the Currency, a bureau of the U.S. Department of
the Treasury, and insured by the Federal Deposit Insurance Corporation (FDIC).

b. The financial institution shall complete afinancial management readiness review and certification
conducted by the department or its designee.

c. Thefinancial institution shall obtain an Internal Revenue Service federal employee identification
number dedicated to the financial management service.
d. Thefinancia institution shall enroll asaMedicaid provider.
Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Supports for Participant Direction
The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver
includes the following supports or other supports for participant direction.

Support for Participant Direction:

Information and Assistance in Support of Participant Direction
Alternate Service Title (if any):

Independent Support Broker
HCBS Taxonomy:
Category 1: Sub-Category 1:
12 Services Supporting Self-Direction 12020 information and assistance in support of self-direction
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:
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Independent Support Brokerage service is necessary for all members who chose the self-direction option. Thisisa
service that isincluded in the member's budget. The Independent Support Brokerage will be chosen and hired by the
member. The ISB will work with the member to guide them through the person centered planning process and offer
technical assistance and expertise for selecting and hiring employees and/or providers and purchasing supports.

The independent support broker shall perform the following services as directed by the member or the member’s
representative:;

(1) Assist the member with devel oping the member’ s initial and subsequent individual budgets and with making any
changes to the individual budget.

(2) Have monthly contact with the member for the first four months of implementation of the initial individual
budget and have quarterly contact thereafter.

(3) Complete the required employment packet with the financial management service.

(4) Assist with interviewing potential employees and entities providing services and supports if requested by the
member.

(5) Assist the member with determining whether a potential employee meets the qualifications necessary to perform
thejob.

(6) Assist the member with obtaining a signed consent from a potential employee to conduct background checks if
requested by the member.

(7) Assist the member with negotiating with entities providing services and supportsif requested by the member.
(8) Assist the member with contracts and payment methods for services and supports if requested by the member.
(9) Assist the member with devel oping an emergency backup plan. The emergency backup plan shall address any
health and safety concerns.

(10) Review expenditure reports from the financial management service to ensure that services and supportsin the
individual budget are being provided.

(12) Document in writing on the independent support broker timecard every contact the broker has with the member.
Contact documentation shall include information on the extent to which the member’ sindividua budget has
addressed the member’ s needs and the satisfaction of the member.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

The serviceis necessary for members who choose the self-direction option at a minimum of 26 hoursayear. When
amember first initiates the self-direction option, the Independent Support Broker will be required to meet with the
member at least monthly for the first four months and quarterly after that. 1f a member needs additional support
brokerage service, the member will need prior authorization from the state. There is a maximum $16.07 rate per
hour limit.

Overlapping of servicesis avoided by the use of a service worker who manages all services and the entry into the
ISIS system. The service worker is required to check to make sure that EPSDT is used whenever possible for
children under the age of 21 before going to waiver services. Where thereis a potential for overlap, services must
first be exhausted under IDEA or the Rehabilitation Act of 1973.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
[ Provider managed

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Individual Support Broker
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Supportsfor Participant Direction
Service Name: Independent Support Broker

Provider Category:
Individual
Provider Type:

Individual Support Broker

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Members who elect the consumer choices option shall work with an independent support broker who

meets the following qualifications:

a. The broker must be at least 18 years of age.

b. The broker shall not be the member’ s guardian, conservator, attorney in fact under a durable power of

attorney for health care, power of attorney for financial matters, trustee, or representative payee.

¢. The broker shall not provide any other paid service to the member.

d. The broker shall not work for an individua or entity that is providing services to the member.

e. The broker must consent to a criminal background check and child and dependent adult abuse checks.

The results shall be provided to the member.

f. The broker must complete independent support brokerage training approved by the department.
Verification of Provider Qualifications

Entity Responsible for Verification:

Financial Management System Provider, lowa Department of Human Services, lowa Medicaid
Enterprise, Provider Services Unit

Freguency of Verification:

Once initialy trained, the Individual Support Broker is placed on an Independent Support Brokerage
registry that is maintained at the lowa Department of Human Services lowa Medicaid Enterprise. The
Independent Support Broker will be responsible for attending one support broker training ayear held at
the HCBS regiona meetings.

Verification of qualifications occurs every four years.

Appendix C: Participant Services
C-1/C-3: Service Specification
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State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Supports for Participant Direction

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver
includes the following supports or other supports for participant direction.

Support for Participant Direction:

Other Supports for Participant Direction

Alternate Service Title (if any):

Individual Directed Goods and Services

HCBS Taxonomy:
Category 1: Sub-Category 1.
12 Services Supporting Self-Direction 12020 information and assistance in support of self-direction
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Individual-directed goods and services are services,equipment, or supplies not otherwise provided through the
Medicaid program that address an assessed need or goal identified in the member’s service plan. The item or service
shall meet the following requirements:

1. Promote opportunities for community living and inclusion.

2. Increase independence or substitute for human assistance, to the extent the expenditures would otherwise be made
for that human assistance.

3. Be accommodated within the member’ s budget without compromising the member’s health and sefety.

4. Be provided to the member or directed exclusively toward the benefit of the member.

5. Be the least costly to meet the member’s needs.

6. Not be available through another source.

Participants (or guardians) who have chosen the self-direction program must be willing to take on the responsibility
of employee supervision and training. Participants or their guardians must review all time cards to ensure accuracy
and work with their service worker and 1SB to budget services. If aparticipant is not satisfied with the work of their
employee, they have full authority to terminate them as a provider of services.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Individual directed goods and services must be documented on the individual budget. The individual budget limit
will be based on the service plan and the need for the services available to be converted. A utilization adjustment
rate will be applied to the individual budget amount.

The following goods an services may not be purchased using self-directed budget:

1. Child care services.

2. Clothing not related to an assessed medical need.

3. Conference, meeting or similar venue expenses other than the costs of approved services the member needs while
attending the conference, meeting or similar venue.

4. Costs associated with shipping items to the member.

5. Experimental and non-FDA-approved medications, therapies, or treatments.

6. Goods or services covered by other Medicaid programs.

7. Home furnishings.

8. Home repairs or home maintenance.

9. Homeopathic treatments.

10. Insurance premiums or copayments.

11. Items purchased on installment payments.

12. Motorized vehicles.

13. Nutritional supplements.

14. Persona entertainment items.

15. Repairs and maintenance of motor vehicles.

16. Room and board, including rent or mortgage payments.

17. School tuition.

18. Service animals.

19. Services covered by third parties or services that are the responsibility of a non-Medicaid program.
20. Sheltered workshop services.

21. Social or recreational purchases not related to an assessed need or goal identified in the member’s service plan.
22. Vacation expenses, other than the costs of approved services the member needs while on vacation.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
[ Provider managed
Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Individual Individual or businesses

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Supportsfor Participant Direction
Service Name: Individual Directed Goods and Services

Provider Category:
Individual
Provider Type:

Individual or businesses
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Provider Qualifications
License (specify):

Individuals and businesses providing services and supports shall have all the necessary licenses required
by federal, state and local laws and regulations.

Certificate (specify):

Businesses providing individual -directed goods and services must have current liability and workers
compensation coverage.

Other Standard (specify):

All persons providing these services must be at least 18 years of age. All persons must be able to
demonstrate to the member the ability to successfully communicate with the member.

Verification of Provider Qualifications
Entity Responsible for Verification:

The member, independant support broker, and the financial management service.
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Supports for Participant Direction

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver
includes the following supports or other supports for participant direction.

Support for Participant Direction:

Other Supports for Participant Direction
Alternate Service Title (if any):

Self Directed Personal Care

HCBS Taxonomy:
Category 1: Sub-Category 1:
12 Services Supporting Self-Direction 12020 information and assistance in support of self-direction
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Service Definition (Scope):
Category 4: Sub-Category 4

Self-directed personal care services are services and/or goods that provide arange of assistance in the member’s
home or community that they would normally do themselvesif they did not have a disability; activities of daily
living and incidental activities of daily living that help the person remaining the home and in their community. This
assistance may take the form of hands-on assistance (actually performing atask for a person) or cuing to prompt the
participant to perform atask. Personal care may be provided on an episodic or on a continuing basis.

Health-related services that are provided may include skilled or nursing care and medication administration to the
extent permitted by State law. These services are only available for those that self-direct. The member will have
budget authority over self-directed personal care services. The dollar amount available for this service will be based
on the needs identified on the service plan. Overlapping of servicesis avoided by the use of a case manager who
manages all services and the entry into the ISIS system. The case manager and interdisciplinary team determine
which serviceis necessary and authorize transportation for both HCBS and self-directed services.

Participants (or guardians) who have chosen the self-direction program must be willing to take on the responsibility
of employee supervision and training. Participants or their guardians must review all time cards to ensure accuracy

and work with their case manager and I SB to budget services. If aparticipant is not satisfied with the work of their
employee, they have full authority to terminate them as a provider of services.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Self-directed personal care services need to be identified on the individual budget plan. Theindividual budget limit
will be based on the service plan and the need for the services available to be converted. A utilization adjustment
rate will be applied to theindividual budget amount. Transportation costs within this service is billed separately and
not included in the scope of personal care. Please see Section E-2- b ii. Authorization of this service must be made
after assuring that there is no duplication or overlapping of state plan services.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
[ Provider managed
Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Individual Individual or businesses

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Supportsfor Participant Direction
Service Name: Self Directed Personal Care

Provider Category:
Individual
Provider Type:
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Individual or businesses

Provider Qualifications
L icense (specify):

Individuals and businesses providing services shall have all the necessary licenses required by federal,
state and local laws and regulations.

Certificate (specify):

Businesses shall have current liability and workers compensation coverage.
Other Standard (specify):

All persons providing these services must be at least 16 years of age. All persons must be able to
demonstrate to the member the ability to successfully communicate with the member. The member and
the independent support broker are responsible for determining provider qualifications for the individual
employees identified on the individual budget.

Verification of Provider Qualifications
Entity Responsible for Verification:

The member, the independent support broker, and the financial management service
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Supports for Participant Direction

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver
includes the following supports or other supports for participant direction.

Support for Participant Direction:

Other Supports for Participant Direction

Alternate Service Title (if any):

Self-directed Community Support and Employment

HCBS Taxonomy:
Category 1 Sub-Category 1.
12 Services Supporting Self-Direction 12020 information and assistance in support of self-direction
Category 2: Sub-Category 2:
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Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4

Self-directed community supports and employment are services that support the member in devel oping and

mai ntai ning independence and community integration. They include ongoing supports to member who because of
their disabilities, need intensive on-going support to obtain and maintain an individual job in competitive or
customized employment, or self-employment, in an integrated work setting in the general workforce at or above the
state’ s minimum wage, at or above the customary wage and level of benefits paid by the employer for the same or
similar work performed by individuals without disabilities. These services must be identified in the member’s
service plan developed by the member’s service worker. Services may include payment for social skills
development, career placement, vocational planning, and independent daily living activity skill development. The
outcome of this serviceisto maintain integrated living in the community or to sustain competitive employment at or
above the state’' s minimum wage in an integrated setting in the general workforce, in ajob that meets personal and
career goals.

Federal financial participation is not claimed for incentive payments, subsidies, or unrelated vocational training
expenses such as the following: 1) incentive payments made to an employer to encourage or subsidize the
employer’s participation in supported employment; or 2) payments that are passed through to users of supported
employment services.

Transportation may be covered for members from their place of residence and the employment site as a component
of this service and the cost may be included in the rate.

The following are examples of supports amember can purchase to help the member live and work in the
community:

0 Career counseling

0 Career preparation skills devel opment

o Cleaning skills devel opment

0 Cooking skills development

0 Grooming skills devel opment

0 Job hunting and career placement

0 Personal and home skills development

o0 Safety and emergency preparedness skills development
o Self-direction and self-advocacy skills development

0 Socia skills development training

0 Supports to attend social activities

0 Supportsto maintain ajob

o Time and money management

o Training on use of medical equipment

o Utilization of public transportation skills development
0 Work place personal assistance

Members(or guardians) who have chosen the self-direction program must be willing to take on the responsibility of
employee supervision and training. Participants or their guardians must review all time cards to ensure accuracy and
work with their service worker and independent support broker (1SB) to budget services. If aparticipant is not
satisfied with the work of their employee, they have full authority to terminate them as a provider of services.

Documentation is maintained in the file of each individual receiving service that the service is not available under a
program funded under section 110 of the Rehabilitation Act of 1973 or the IDEA (20 U.S.C 1401 et seg.). The
service worker will monitor the plan.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Community support and employment services must be identified on the individual budget plan. The individual
budget limit will be based on the member’ s authorized service plan and the need for the services available to be
converted to the CCO budget. The waiver allows for the following five waiver services to be converted to create a
CCO budget:

1. Consumer-directed attendant care (unskilled).

2. Home and vehicle modification.

3. Basic individual respite care.

4. Home delivered medls.

5. Homemaker services.

A utilization adjustment rate is applied to the individual budget amount. Please see Section E- 2- bii for detailson
how the CCO budget is created. Authorization of this service must be made after assuring that there is no duplication
or overlapping of state plan services.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
ici directed ified i di
[ Provider managed
Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Individual Individual or businesses

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Supportsfor Participant Direction
Service Name: Self-directed Community Support and Employment

Provider Category:
Individual

Provider Type:
Individual or businesses

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
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Members who elect the consumer choices option may choose to purchase self-directed community
supports and employment from an individual or business that meets the following requirements:

« A business providing community supports and employment shall:

(1) Have all the necessary licenses and permits to operate in conformity with federal, state, and local
laws and regulations and

(2)Have current liability and workers' compensation coverage as required by law.

« All personnel providing individual-directed community supports and employment shall:

(1) Beat least 18 years of age.

(2) Be able to communicate successfully with the member.

(3) Not be the recipient of respite services paid through home- and community-based services on behalf
of amember who receives home- and community-based services.

(4) Not be the recipient of respite services paid through the consumer choices option on behalf of a
member who receives the consumer choices option.

(5) Not be the parent or stepparent of a minor child member or the spouse of a member.

*The provider of individual-directed community supports and employment shall:

(1) Prepare timecards or invoices approved by the department that identify what services were provided
and the time when services were provided.

(2) Submit invoices and time sheets to the financial management service no later than 30 calendar days
from the date when the last service in the hilling period was provided. Payment shall not be made if
invoices and time sheets are received after this 30-day period.

Verification of Provider Qualifications
Entity Responsible for Verification:

the member, the independent support broker, and the financial management service
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Consumer-Directed Attendant Care (Skilled)

HCBS Taxonomy:
Category 1 Sub-Category 1.
08 Home-Based Services 08010 home-based habilitation
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Category 2: Sub-Category 2:

Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Consumer-directed attendant care service. Consumer-directed attendant care services are service activities performed
by a person to help amember with self-care tasks which the member would typically do independently if the
member were otherwise able. Covered service activities must be essentia to the health,safety, and welfare of the
member. Services may be provided in the absence of a parent or guardian if the parent or guardian has given
advance direction for the service provision

The skilled activities are listed as follows:

Skilled services. Covered skilled service activities are limited to help with the following activities: (1) Tube feedings
of members unable to eat solid foods. (2) Intravenous therapy administered by aregistered nurse. (3) Parenteral
injections required more than once aweek. (4) Catheterizations, continuing care of indwelling catheters with
supervision of irrigations, and changing of Foley catheters when required. (5) Respiratory care including inhalation
therapy and tracheotomy care or tracheotomy care and ventilator. (6) Care of decubiti and other ulcerated areas,
noting and reporting to the nurse or therapist. (7) Rehabilitation services including, but not limited to, bowel and
bladder training, range of motion exercises, ambulation training, restorative nursing services, respiratory care and
breathing programs, reality orientation, reminiscing therapy, remotivation, behavior modification, and reteaching of
the activities of daily living. (8) Colostomy care. (9) Care of uncontrolled medical conditions, such as brittle
diabetes, and comfort care of terminal conditions. (10) Postsurgical nursing care. (11) Monitoring medications
requiring close supervision because of fluctuating physical or psychological conditions, e.g., antihypertensives,
digitalis preparations, mood-altering or psychotropic drugs, or narcatics. (12) Preparing and monitoring response to
therapeutic diets. (13) Recording and reporting of changesin vital signs to the nurse or therapist

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Excluded services and costs. Services, activities, costs and time that are not covered as consumer-directed attendant
careinclude the following (not an exclusive list): (1) Any activity related to supervising amember. Only direct
services are billable. (2) Any activity that the member is able to perform. (3) Costs of food. (4) Costs for the
supervision of skilled services by the nurse or therapist. The supervising nurse or therapist may be paid from private
insurance, Medicare, or other third-party payment sources, or may be paid as another Medicaid service, including
early and periodic screening, diagnosis and treatment services. (5) Exercise that does not require skilled services. Ch
78, p.100 Human Services[441] IAC 7/5/17 (6) Parenting or child care for or on behalf of the member. (7)
Reminders and cueing. (8) Services provided simultaneously with any other similar service regardless of funding
source, including other waiver services and state supplementary assistance in-home health-related care services. (9)
Transportation costs. (10) Wait times for any activity.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
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Provider Specifications:

Provider Category Provider TypeTitle

Agency Chore Provider

Agency Community Action Agencies

Agency Home Care Provider

Agency Supported Community Living Providers
Individual Any individual who contractswith the member
Agency Home Health Agency

Agency Adult Day Service Provider

Agency Assisted living Program

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Skilled)

Provider Category:
Agency
Provider Type:

Chore Provider

Provider Qualifications
License (specify):

Certificate (specify):

Chore providers subcontracting with area agencies on aging or with letters of approval from the area
agencies on aging stating that the organization is qualified to provide chore services. 441 IAC 77.30(7)d

Other Standard (specify):

Providers must be:

1. At least 18 years of age, and

2. Qualified or trained to carry out the member's plan of care pursuant to the department's approved plan.
3. Not the spouse of the member or a parent or stepparent of a member aged 17 or under.

4. Not the recipient of respite services paid through home- and community-based services on behaf of a
member who receives home- and community-based services.

5. All CDAC provider applicants must go through a criminal and adult/child abuse background check
prior to enroliment. A provider may be disenrolled if an individua is convicted of any criminal activity
or has afounded abuse record.

For this service the department the specific standards for subcontracts or providers regarding training,
age limitations, experience or education are indicated above. Contracting agencies are responsible to
ensure that the contractor is qualified and reliable. Service workers are responsible to monitor service
provision to ensure services are provided in a safe and effective manner.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
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Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer -Directed Attendant Care (Skilled)

Provider Category:
Agency
Provider Type:

Community Action Agencies

Provider Qualifications
L icense (specify):

Certificate (specify):

Community Action Agencies as designated in lowa Code 216A.93.
Other Standard (specify):

The community agency is responsible for ensuring that criminal background and abuse registry checks
are conducted prior to direct service provision.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Freguency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer -Directed Attendant Care (Skilled)

Provider Category:
Agency
Provider Type:

Home Care Provider

Provider Qualifications
L icense (specify):

Certificate (specify):
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Home care providers that have a contract with the department of public health or have written
certification from the department of public health stating they meet the home care standards and
requirements set forth in lowa Administrative Code 641-80.3(5),80.3(6), and 80.3(7).

Other Standard (specify):

Providers must be:

1. At least 18 years of age, and

2. Qualified or trained to carry out the member's plan of care pursuant to the department's approved plan.
3. Not the spouse of the member or a parent or stepparent of a member aged 17 or under.

4. Not the recipient of respite services paid through home- and community-based services on behaf of a
member who receives home- and community-based services.

5. All CDAC provider applicants must go through a criminal and adult/child abuse background check
prior to enrollment. A provider may be disenrolled if an individual is convicted of any criminal activity
or has afounded abuse record.

For this service the department specifies standards for subcontracts or providers regarding training, age
limitations, experience or education are indicated above. Contracting agencies are responsible to ensure
that the contractor is qualified and reliable. Service workers are responsible to monitor service provision
to ensure services are provided in a safe and effective manner.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Skilled)

Provider Category:
Agency
Provider Type:

Supported Community Living Providers

Provider Qualifications
License (specify):

Certificate (specify):

Providers certified by the Department's Home and Community Based Services Quality Oversight Unit to
provide Supported Community Living under the Intellectual Disability or Brain Injury Waiver as
described in IAC 441 Chapters 77.37 and 77.39.

Other Standard (specify):
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Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer -Directed Attendant Care (Skilled)

Provider Category:
Individual
Provider Type:

Any individual who contracts with the member

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

An individua who contracts with the member to provide attendant care service and who is:

1. At least 18 years of age, and

2. Qualified or trained to carry out the member's plan of care pursuant to the department's approved plan.
3. Not the spouse of the member or a parent or stepparent of amember aged 17 or under.

4. Not the recipient of respite services paid through home- and community-based services on behaf of a
member who receives home- and community-based services.

5. All CDAC provider applicants must go through a criminal and adult/child abuse background check
prior to enrollment. A provider may be disenrolled if an individual is convicted of any criminal activity
or has afounded abuse record.

For this service the department specifies standards for subcontracts or providers regarding training, age
limitations, experience or education are indicated above. Contracting agencies are responsible to ensure
that the contractor is qualified and reliable. Service workers are responsible to monitor service provision
to ensure services are provided in a safe and effective manner.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
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Appendix C: Participant Services
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C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer -Directed Attendant Care (Skilled)

Provider Category:
Agency
Provider Type:

Home Health Agency

Provider Qualifications
L icense (specify):

Certificate (specify):

In accordance with |AC 441-Chapter 77: home health agencies are eligible to participate with lowa
Medicaid provided they are certified to participate in the Medicare program (Title XVII of the Social

Security Act sections 1861(0) and 1891). These sections establish the conditions that a home health
agency must meet in order to participate in Medicare.

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Skilled)

Provider Category:
Agency
Provider Type:

Adult Day Service Provider

Provider Qualifications
License (specify):
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Certificate (specify):

Adult day service providers that are certified by the Department of Inspections and Appeals under
481—Chapter 70.

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
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C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Skilled)

Provider Category:
Agency
Provider Type:

Assisted living Program

Provider Qualifications
L icense (specify):

Certificate (specify):

Assisted living programs that are certified by the lowa department of inspections and appeals under
481—Chapter 69.

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Freguency of Verification:

Every four years
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C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service

Asprovided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not

specified in statute.
Service Title:

Consumer-Directed Attendant Care (Unskilled)

HCBS Taxonomy:

Category 1.

Category 2:

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1.

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:

08/26/2020



Application for 1915(c) HCBS Waiver: IA.0345.R04.02 - Apr 01, 2020 (as of Apr 01, 2020) Page 72 of 254

Consumer-directed attendant care services are service activities performed by a person to help a member with self-
care tasks which the member would typically do independently if the member were otherwise able. Consumer-
directed attendant care may occur in the member's home or community.

The service activities may include helping the member with any of the following nonskilled

service activities:

(1) Dressing.

(2) Bath, shampoo, hygiene, and grooming.

(3) Accessto and from bed or awheelchair, transferring, ambulation, and mobility in generdl. It is
recommended that the provider receive certification of training and return demonstration for transferring.
Certification for thisis available through the area community colleges.

(4) Toilet assistance, including bowel, bladder, and catheter assistance. It is recommended that the
provider receive certification of training and return demonstration for catheter assistance. Certification
for thisis available through the area community colleges.

(5) Meal preparation, cooking, eating and feeding but not the cost of meals themselves.

(6) Housekeeping services which are essential to the members health care at home.

(7) Medications ordinarily self-administered including those ordered by a physician or other

qualified health care provider. It is recommended the provider successfully complete a medication aide
course administered by an area community college.

(8) Wound care.

(9) Assistance needed to go to or return from a place of employment and assistance with job-related
tasks while the member is on the job site. The cost of transportation for the member and assistance

with understanding or performing the essential job functions are not included in consumer-directed
attendant care services.

(10) Cognitive assistance with tasks such as handling money and scheduling.

(11) Fostering communication through interpreting and reading services as well as assistive devices

for communication.

(12) Assisting or accompanying a member in using transportation essential to the health and

welfare of the member. The cost of the transportation is not included.

A unit of servicesis 15 minutes. Services are billed in whole units. There are upper rate limits whcih are subject to
change on ayearly basis.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Thefirst line of prevention of duplicative billing for similar types of services, such as home health aide, isthe
member's case manager. The case manager is responsible for the authorization and monitoring of servicesin a
members plan of care. If the case manager authorizes similar services, they are responsible to assure that the
services are being delivered as ordered. The 1SS system generates areview report to assist the case manager. The
report identifies all services that have been billed for a specific time period (ex. one month). The case manager is
ableto view the service billed to the individual member, the amount of the service billed and the provider. The case
manager is able to compare what has been billed by the provider to what is ordered in the plan of care. The
department also conducts post audit reviews of providersto review the billing of providers to assure that the services
provided have documentation to support the billing.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:
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Provider Category Provider TypeTitle

Agency Adult Day service providers

Agency Home Health Agency

Agency Chore provider

Individual Any individual who contractswith the member
Agency Community Action Agency

Agency Assisted Living Programs

Agency Supported Community Living provider
Agency Home Care Provider

Appendix C: Participant Services
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C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Unskilled)

Provider Category:
Agency
Provider Type:

Adult Day service providers

Provider Qualifications
License (specify):

Certificate (specify):
Adult Day service providers certified by the Department of Inspections and Appeals under IAC 481 -

Chapter 70.
Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Unskilled)

Provider Category:
Agency
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Provider Type:

Home Health Agency

Provider Qualifications
L icense (specify):

Certificate (specify):

In accordance with IAC 441-Chapter 77: home health agencies are eligible to participate with lowa
Medicaid provided they are certified to participate in the Medicare program (Title XVII of the Social

Security Act sections 1861(0) and 1891). These sections establish the conditions that a home health
agency must meet in order to participate in Medicare.

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service

Service Name: Consumer-Directed Attendant Care (Unskilled)
Provider Category:
Agency
Provider Type:

Chore provider

Provider Qualifications
License (specify):

Certificate (specify):

08/26/2020



Application for 1915(c) HCBS Waiver: IA.0345.R04.02 - Apr 01, 2020 (as of Apr 01, 2020) Page 75 of 254

Chore provider subcontracting with area agencies on aging with letters from the area agencies on aging
stating that the organization is qualified to provide chore services.

IAC 17—4.4(231)Area agencies on aging.
4.4(1)Designation. The department shall designate for each planning and service area an entity to serve
as the area agency on aging in accordance with Older Americans Act requirements.

For this service the department does not have specific standards for subcontracts or providers regarding
training, age limitations, experience or education. Contracting agencies are responsible to ensure that
the contractor is qualified and reliable. Service workers are responsible to monitor service provision to
ensure services are provided in a safe and effective manner.

Other Standard (specify):

Providers must be:

1. At least 18 years of age, and

2. Qualified or trained to carry out the member's plan of care pursuant to the department's approved plan.
3. Not the spouse of the member or a parent or stepparent of a member aged 17 or under.

4. Not the recipient of respite services paid through home- and community-based services on behaf of a
member who receives home- and community-based services.

5. All CDAC provider applicants must go through a criminal and adult/child abuse background check
prior to enrollment. A provider may be disenrolled if an individual is convicted of any criminal activity
or has afounded abuse record.

For this service the department specifies standards for subcontracts or providers regarding training, age
limitations, experience or education are indicated above. Contracting agencies are responsible to ensure
that the contractor is qualified and reliable. Service workers are responsible to monitor service provision
to ensure services are provided in a safe and effective manner.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Unskilled)

Provider Category:
Individual
Provider Type:

Any individual who contracts with the member

Provider Qualifications
License (specify):

Certificate (specify):
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Other Standard (specify):

An individual who contracts with the member to provide attendant care service and who is:

1. At least 18 years of age, and

2. Qualified or trained to carry out the member's plan of care pursuant to the department's approved plan.
3. Not the spouse of the member or a parent or stepparent of a member aged 17 or under.

4. Not the recipient of respite services paid through home- and community-based services on behalf of a
member who receives home- and community-based services.

5. All CDAC provider applicants must go through a criminal and adult/child abuse background check
prior to enroliment. A provider may be disenrolled if an individua is convicted of any criminal activity
or has afounded abuse record.

For this service the department specifies standards for subcontracts or providers regarding training, age
limitations, experience or education are indicated above. Contracting agencies are responsible to ensure
that the contractor is qualified and reliable. Service workers are responsible to monitor service provision
to ensure services are provided in a safe and effective manner.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Unskilled)

Provider Category:
Agency
Provider Type:

Community Action Agency

Provider Qualifications
L icense (specify):

Certificate (specify):

Community action agencies as designated in lowa Code section 216A.93.
Other Standard (specify):
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Providers must be:

(1) At least 18 years of age.

(2) Qualified by training or experience to carry out the members plan of care pursuant to the department-
approved case plan or individual comprehensive plan.

(3) Not the spouse or guardian of the member or a parent or stepparent of a member aged 17 or under.
(4) Not the recipient of respite services paid through home- and community-based services on behalf of
amember who receives respite services.

The community agency is responsible for ensuring that criminal background and abuse registry checks
are conducted prior to direct service provision.

The CDAC provider must enter into an agreement with the member receiving services, such that thereis
aplan to provide medically necessary and approved CDAC services to the member on arecurring basis
within the parameters of the service plan, CDAC agreement, and provider standards.

The consumer-directed attendant care provider shall complete Form 470-4389, Consumer-Directed
Attendant Care (CDAC) Service Record, for each day of service. The service activities shall not include
parenting or child care for or on behalf of the member or on behalf of the provider. The member, parent,
guardian, or attorney in fact under a durable power of attorney for health care and the provider shall
complete, sign, and date Form 470-3372, HCBS Consumer-Directed Attendant Care Agreement. A copy
of the completed agreement shall be attached to the service plan and kept in the members records. If the
member has a guardian or attorney in fact under a durable power of attorney for health care, the care
plan shall address how consumer-directed attendant care services will be monitored to ensure the
member's needs are being adequately met. If the guardian or attorney in fact is the service provider, the
service plan shall address how the service worker or case manager shall oversee service provision.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprises, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Unskilled)

Provider Category:
Agency
Provider Type:

Assisted Living Programs
Provider Qualifications
License (specify):

Certificate (specify):
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Assisted living programs that are certified by the Department of Inspections and Appeals under IAC
481—Chapter 69.

481—69.2(231C) Program certification. A program may obtain certification by meeting all applicable
requirements. In addition, a program may be voluntarily accredited by a recognized accreditation entity.
For the purpose of these rules, certification is equivalent to licensure.

“Accredited” means that the program has received accreditation from an accreditation entity recognized
in subrule 69.14(1).

“Nonaccredited” means that the program has been certified under the provisions of this chapter but has
not received accreditation from an accreditation entity recognized in subrule 69.14(1).
481—69.14(231C) Recognized accrediting entity.

69.14(1) The department designates CARF as a recognized accrediting entity for programs.

69.14(2) To apply for designation by the department as a recognized accrediting entity for programs, an
accrediting entity shall submit aletter of request, and its standards shall, at minimum, meet the
applicable requirements for programs.

69.14(3) The designation shall remain in effect for as long as the accreditation standards continue to
meet, at minimum, the applicable requirements for programs.

69.14(4) An accrediting entity shall provide annually to the department, at no cost, a current edition of
the applicable standards manual and survey preparation guide, and training thereon, within 120 working
days after the publications are released.

For this service the department does not have specific standards for subcontracts or providers regarding
training, age limitations, experience or education. Contracting agencies are responsible to ensure that
the contractor is qualified and reliable. Service workers are responsible to monitor service provision to
ensure services are provided in a safe and effective manner.

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Unskilled)

Provider Category:
Agency
Provider Type:

Supported Community Living provider

Provider Qualifications
L icense (specify):

08/26/2020



Application for 1915(c) HCBS Waiver: IA.0345.R04.02 - Apr 01, 2020 (as of Apr 01, 2020) Page 79 of 254

Certificate (specify):

Providers certified by the Department's Home and Community Based Services Quality Oversight Unit to
provide Supported Community Living under the Intellectual Disability or Brain Injury Waiver as
described in IAC 441 Chapters 77.37 and 77.39.

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Unskilled)

Provider Category:
Agency
Provider Type:

Home Care Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

Home care providers that have a contract with the department of public health or have written
certification from the department of public health stating they meet the home care standards and
requirements set forth in lowa Administrative Code 641-80.3(5),80.3(6), and 80.3(7).

Other Standard (specify):
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Providers must be:

1. At least 18 years of age, and

2. Qualified or trained to carry out the member's plan of care pursuant to the department's approved plan.
3. Not the spouse of the member or a parent or stepparent of a member aged 17 or under.

4. Not the recipient of respite services paid through home- and community-based services on behalf of a
member who receives home- and community-based services.

5. All CDAC provider applicants must go through a criminal and adult/child abuse background check
prior to enroliment. A provider may be disenrolled if an individua is convicted of any criminal activity
or has afounded abuse record.

For this service the department specifies standards for subcontracts or providers regarding training, age
limitations, experience or education are indicated above. Contracting agencies are responsible to ensure
that the contractor is qualified and reliable. Service workers are responsible to monitor service provision
to ensure services are provided in a safe and effective manner.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Home and V ehicle Modification

HCBS Taxonomy:
Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Service Definition (Scope):
Category 4: Sub-Category 4

Covered home and vehicle modifications are physical modifications to the member’s home or vehicle that directly
address the member’ s medical or remedia need. Covered modifications must be necessary to provide for the health,
welfare, or safety of the member and enable the member to function with greater independence in the home or
vehicle,

a. Modifications that are necessary or desirable without regard to the member’s medical or remedial need and that
would be expected to increase the fair market value of the home or vehicle, such as furnaces, fencing, or adding
square footage to the residence, are excluded except as specifically included below. Purchasing or leasing of a
motorized vehicle is excluded. Home and vehicle modifications are not furnished to adapt living arrangements that
are owned or leased by providers of waiver services. Modifications may be made to privately owned rental
properties. Home and vehicle repairs are also excluded. Purchase or lease of a vehicle and regularly scheduled
upkeep and maintenance of avehicleis not alowable.

b. Only the following modifications are covered:

(2) Kitchen counters, sink space, cabinets, special adaptations to refrigerators, stoves, and ovens.

(2) Bathtubs and toilets to accommodate transfer, special handles and hoses for shower heads, water faucet controls,
and accessible showers and sink areas.

(3) Grab bars and handrails.

(4) Turnaround space adaptations.

(5) Ramps, lifts, and door, hall and window widening.

(6) Fire safety alarm equipment specific for disability.

(7) Voice-activated, sound-activated, light-activated, motion-activated, and el ectronic devices directly related to the
member’ s disability.

(8) Vehiclelifts, driver-specific adaptations, remote-start systems, including such modifications already installed in a
vehicle,

(9) Keyless entry systems.

(10) Automatic opening device for home or vehicle door.

(12) Specia door and window locks.

(12) Specialized doorknobs and handles.

(13) Plexiglas replacement for glass windows.

(14) Modification of existing stairs to widen, lower, raise or enclose open stairs.

(15) Motion detectors.

(16) Low-pile carpeting or slip-resistant flooring.

(17) Telecommunications device for the deaf.

(18) Exterior hard-surface pathways.

(19) New door opening.

(20) Pocket doors.

(21) Installation or relocation of controls, outlets, switches.

(22) Air conditioning and air filtering if medically necessary.

(23) Heightening of existing garage door opening to accommodate modified van.

(24) Bath chairs.

All modifications and adaptations shall be provided in accordance with applicable federal, state, and local building
and vehicle codes. Services shall be performed following prior department approval of the modification as specified
in 441 - sub-rule 79.1(17) and a binding contract between the provider and the member. All contracts for home or
vehicle modification shall be awarded through competitive bidding.

Home modifications will not be furnished to adapt living arrangements that are owned or leased by providers of

waiver servicesincluding an assisted living facility.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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The services under Home and Vehicle Modifications are limited to additional services not otherwise covered under
the state plan, including EPSDT, but consistent with waiver objectives of avoiding institutionalization.

A unit of serviceisthe completion of needed modifications or adaptations. HVM within the PD waiver islimited to
a$6,366.64 per year. The member's plan of care will address how the member's health care needs are being met.
Services must be authorized in the service plan by the service worker.

When the member has reached the upper limit of $6,366.64 per year, the service worker may assist the member to
seek out other funding streams that may be available to assist them such as grants or other volunteer agencies that
my assist.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Community Business

Agency HVM ProvidersEnrolled under Other Waivers
Agency Area Agencieson Aging

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Home and Vehicle Modification

Provider Category:
Agency
Provider Type:

Community Business

Provider Qualifications
L icense (specify):

441 |AC 77.30(9)"d" - Community businesses that have all necessary licenses and permits to operatein
conformity with federal, state, and local laws and regulations and that submit verification of current
liability and workers' compensation insurance.

Certificate (specify):

Other Standard (specify):

08/26/2020



Application for 1915(c) HCBS Waiver: IA.0345.R04.02 - Apr 01, 2020 (as of Apr 01, 2020) Page 83 of 254

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department Of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Home and Vehicle M odification

Provider Category:
Agency
Provider Type:

HVM Providers Enrolled under Other Waivers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Providers enrolled to participate as HVM providers under the Brain Injury, Elderly, Health and
Disability, and Intellectual Disability Waivers as described in 441 IAC Chapter 77.

For this service the department does not have specific standards for subcontracts or providers regarding
training, age limitations, experience or education, other than what would be contained in statute or
administrative rules for this provider. Contracting agencies are responsible to ensure that the contractor
isqualified and reliable. Service workers are responsible to monitor service provision to ensure services
are provided in a safe and effective manner.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department Of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Freguency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
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Service Name: Home and Vehicle M odification

Provider Category:
Agency
Provider Type:

Area Agencies on Aging
Provider Qualifications
L icense (specify):

Certificate (specify):

Area agencies on aging as designated according to department on aging rules IAC 17—4.4(231)

IAC 17—4.4(231)Area agencies on aging.

4.4(1)Designation. The department shall designate for each planning and service area an entity to serve
as the area agency on aging in accordance with Older Americans Act requirements. The department
may, in its discretion, designate one area agency on aging to serve more than one planning and service
area.4.4(2)Designation requirements for units of general purpose local government. Whenever the
department designates a new area agency on aging after the date of enactment of the Older Americans
Act Amendments of 1984 or designates an existing area agency on aging, the department shall give the
right of first refusal to a unit of general purpose local government if:

a.The unit of general purpose local government can meet the requirements established to serve as an area
agency on aging pursuant to state and federal law; and

b.The unit of general purpose local government’ s geographical boundaries and the geographical
boundaries of the planning and service area are reasonably contiguous.

4.4(3)Qualifications to serve. Any entity applying for designation as an area agency on aging must have
the capacity to perform all functions of an area agency on aging as outlined in the Older Americans Act
and lowa Code chapter 231. An area agency on aging shall be any one of the following:

a.An established office of aging operating within a planning and service areg;

b.Any office or agency of a unit of general purpose local government, which is designated to function
only for the purpose of serving as an area agency on aging by the chief elected official of such unit;
c.Any office or agency designated by the appropriate chief elected officials of any combination of units
of general purpose local government to act only on behalf of such combination for such purpose;

d.Any public or nonprofit private agency in a planning and service area, or any separate organizational
unit within such agency, which for designation purposesis under the supervision or direction of the
department and which can and will engage only in the planning or provision of abroad range of
supportive services or nutrition services within such planning and service area; or

e.Any other entity authorized by the Older Americans Act.

4.4(8)Official designation. An entity shall be designated the area agency on aging upon the
commission’ s acceptance of the department’ s proposed recommendation for designation, the
commission’s approval of the area agency on aging area plan, and execution of the associated contract
between the department and the area agency on aging. Official designation of an area agency on aging
shall not occur until final disposition of all appeals.

Other Standard (specify):

For this service the department does not have specific standards for subcontracts or providers regarding
training, age limitations, experience or education, other than what would be contained in statute or
administrative rules for this provider. Contracting agencies are responsible to ensure that the contractor
isqualified and reliable. Service workers are responsible to monitor service provision to ensure services
are provided in a safe and effective manner.

Verification of Provider Qualifications
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lowa Department Of Human Services, lowa Medicaid Enterprise, Provider Services Unit

Frequency of Verification:

Every four years

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).

Service Type:
Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not

specified in statute.
Service Title:

Personal Emergency Response

HCBS Taxonomy:

Category 1:

14 Equipment, Technology, and Modifications

Category 2:

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1:

14010 personal emergency response system (PERS)

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:

08/26/2020



Application for 1915(c) HCBS Waiver: IA.0345.R04.02 - Apr 01, 2020 (as of Apr 01, 2020) Page 86 of 254

A personal emergency response system is an electronic device that transmits asignal to a central monitoring station
to summon assistance in the event of an emergency. The necessary components of a system are:

1. Anin-home medical communications transceiver.

2. A remote, portable activator.

3. A central monitoring station with backup systems staffed by trained attendants at all times.

4. Current data files at the central monitoring station containing response protocols and personal, medical, and
emergency information for each member.

A portable locator system is an electronic device that transmits asignal to a monitoring device. The system allows a
member to access assistance in the event of an emergency and allows law enforcement or the monitoring system
provider to locate amember who is unable to request help or to activate a system independently. The member must
be unable to access assistance in an emergency situation due to the member’ s age or disability. The required
components of the portable locator system are:

1. A portable communications transceiver or transmitter to be worn or carried by the member.

2. Monitoring by the provider at a central location with response protocols and personal, medical, and emergency
information for each member as applicable.

Provider staff are responsible for training members regarding the use of the system; the cost of this serviceis
included in the charges for installation or monthly fee, depending upon how the provider structures their fee
schedule. If necessary, service workers would also assist members in understanding how to utilize the system.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

A unit of serviceis aonetime installation fee or month of service. Maximum units per state fiscal year shall be one
initial installation and 12 months of service. The member's plan of care will address how the member's health care
needs are met. Services must be authorized in the service plan. The service worker will monitor the plan.

Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Emergency Response System Providers

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Personal Emergency Response

Provider Category:
Agency
Provider Type:

Emergency Response System Providers
Provider Qualifications

L icense (specify):
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Certificate (specify):

Other Standard (specify):

Agencies which meet the conditions of participation for Emergency Response System Providers as set
forth in lowa Administrative Code 77.33(2).

a. The agency shall provide an electronic component to transmit a coded signal via digital equipment
over telephone lines to a central monitoring station. The central monitoring station must operate
receiving equipment and be fully staffed by trained attendants, 24 hours a day, seven days per week. The
attendants must process emergency calls and ensure the timely notification of appropriate emergency
resources to be dispatched to the person in need.
b. The agency, parent agency, institution or corporation shall have the necessary legal authority to
operate in conformity with federal, state and local laws and regulations.
c. There shall be a governing authority which is responsible for establishing policy and ensuring
effective control of services and finances. The governing authority shall employ or contract for an
agency administrator to whom authority and responsibility for overall agency administration are
delegated.
d. The agency or institution shall be in compliance with all legislation relating to prohibition of
discriminatory practices.
e. There shall be written policies and procedures established to explain how the service operates, agency
responsibilities, client responsibilities and cost information.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Specialized Medical Equipment

HCBS Taxonomy:
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Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14031 equipment and technology
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4.

1. Specialized medical equipment includes the following:

a. Medical equipment devices that will improve assessed functional deficit(s); and will contribute to the member's
ability to live independently in the community.

b. The cost to repair medical equipment devices identified in "a." above

2. Specialized medical equipment devices are not duplicative of medical equipment and supplies benefit under the
State plan, devices covered through vocational rehabilitation, education, third party insurance or other available
funding sources.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Payment of up to $6,366.64 per year may be made to enrolled specialized medical equipment providers upon
satisfactory receipt of the service. Each month within the 12-month period, the service worker can encumber an
amount within the monthly dollar cap alowed for the member until the amount of the equipment cost is reached.
Authorization of this service must be made after assuring that there is no duplication or overlapping of state plan
services. Services provided under IDEA or the Rehabilitation Act of 1973 are not available.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Medical Equipmentand supply dealers
Agency Retail and wholesale businesses

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Specialized M edical Equipment
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Provider Category:
Agency
Provider Type:

Medical Equipmentand supply dealers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Medical equipment and supply dealers participating in the Medicaid program. These providers must be
enrolled as Medicare providersto enroll with lowa Medicaid.

For this service the department does not have specific standards for subcontracts or providers regarding
training, age limitations, experience or education, other than what would be contained in statute or
administrative rules for this provider. Contracting agencies are responsible to ensure that the contractor
isqualified and reliable. Service workers are responsible to monitor service provision to ensure services
are provided in a safe and effective manner.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Specialized M edical Equipment

Provider Category:
Agency
Provider Type:

Retail and wholesale businesses

Provider Qualifications
License (specify):

Certificate (specify):
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Other Standard (specify):

Retail and wholesale businesses participating as providersin the Medicaid program which provide
specialized medical equipment as defined in IAC 441--78.46(4).

For this service the department does not have specific standards for subcontracts or providers regarding
training, age limitations, experience or education, other than what would be contained in statute or
administrative rules for this provider. Contracting agencies are responsible to ensure that the contractor
isqualified and reliable. Service workers are responsible to monitor service provision to ensure services

are provided in a safe and effective manner.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit

Frequency of Verification:

Every four years

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).

Service Type:
Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not

specified in statute.
Service Title:

Transportation

HCBS Taxonomy:

Category 1.

15 Non-Medical Transportation

Category 2.

Category 3:

Category 4:

Sub-Category 1.

15010 non-medical transportation

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Transportation services may be provided for members to conduct business
errands and essential shopping, to travel to and from work or day programs, and to reduce social isolation.
A unit of serviceis one mile of transportation or one one-way trip.

Specify applicable (if any) limits on the amount, frequency, or duration of thisservice:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Area Agencieson Aging

Agency County Contracted Transportation Provider
Agency Nursing Facilities

Agency Provider Contracting with NEMT

Agency Regional Transit Agencies

Agency HCBS Provider Agencies

Agency Community Action Agencies

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Transportation

Provider Category:
Agency
Provider Type:

Area Agencieson Aging

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
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Areaagencies on aging as designated in 17 IAC 4.4(231):Any entity applying for designation as an area
agency on aging must have the capacity to perform all functions of an area agency on aging as outlined
in the Older Americans Act and lowa Code chapter 231. An area agency on aging shall be any one of the
following:
a.An established office of aging operating within a planning and service areg;
b.Any office or agency of aunit of general purpose local government, which is designated to function
only for the purpose of serving as an area agency on aging by the chief elected official of such unit;
c.Any office or agency designated by the appropriate chief elected officials of any combination of units
of general purpose local government to act only on behalf of such combination for such purpose;
d.Any public or nonprofit private agency in a planning and service area, or any separate organizational
unit within such agency, which for designation purposes is under the supervision or direction of the
department and which can and will engage only in the planning or provision of a broad range of
supportive services or nutrition services within such planning and service area; or
e.Any other entity authorized by the Older Americans Act.
or
2)with letters of approval from the area agencies on aging stating the organization is qualified to provide
transportation services.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Transportation

Provider Category:

Agency

Provider Type:

County Contracted Transportation Provider

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
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Transportation providers that contract with county governments. For this service the department does
not have specific standards for subcontracts or providers regarding training, age limitations, experience
or education, other than what would be contained in statute or administrative rules for this provider. The
county contracted transportation providers are responsible to ensure that their employees are qualified,
trained and reliable. Service workers are responsible to monitor service provision to ensure services are

provided in a safe and effective manner.
Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Transportation

Provider Category:
Agency
Provider Type:

Nursing Facilities
Provider Qualifications
License (specify):
Nursing facilities licensed under lowa Code chapter 135C and an enrolled Medicaid provider as

described in IAC 441 Chapter 81.
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Freguency of Verification:

Every four years

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Page 93 of 254
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Service Type: Other Service
Service Name: Transportation

Provider Category:
Agency
Provider Type:

Provider Contracting with NEMT

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Transportation providers contracting with the nonemergency medical transportation (NEMT) contractor.
For this service the department does not have specific standards for subcontracts or providers regarding
training, age limitations, experience or education, other than what would be contained in statute or
administrative rules for this provider. The NEMT contractor agencies are responsible to ensure that the
contractor is qualified, trained and reliable. Service workers are responsible to monitor service provision
to ensure services are provided in a safe and effective manner.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, the lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Transportation

Provider Category:
Agency
Provider Type:

Regional Transit Agencies
Provider Qualifications
License (specify):

Certificate (specify):
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Other Standard (specify):

Regional Transit Agencies as recognized by the lowa Department of Transportation. These agencies
must:

1) comply with the Code of Federal Regulations pertaining to public transit;

2) demonstrate that vehicles used comply with public transit regulations surrounding acceptable mileage
thresholds and maintenance schedules;

3) ensure that drivers must possess commercial driver'slicense;

4) ensure that employees pass routine drug and alcohol testing.

All individuals providing transportation must possess the following qualifications:
1) Hold an active commercial driver's license(lowa Code 321.88).

2) Routinely pass drug and alcohol testing.

3) Undergo training consistent with the policies of the Office of Public Transit.

Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Transportation

Provider Category:
Agency
Provider Type:

HCBS Provider Agencies

Provider Qualifications
L icense (specify):

Certificate (specify):

Certified or accredited enrolled home and community based service (HCBS) providers under 441 1AC
24 and 77.

Other Standard (specify):

For this service the department does not have specific standards for subcontracts or providers regarding
training, age limitations, experience or education, other than what would be contained in statute or
administrative rules for this provider. Providers are responsible to ensure that the contractor is qualified,
trained and reliable. Service workers are responsible to monitor service provision to ensure services are
provided in a safe and effective manner.

Verification of Provider Qualifications
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Entity Responsible for Verification:

The lowa Department of Human Services, the lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Transportation

Provider Category:
Agency
Provider Type:

Community Action Agencies

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Community action agencies as designated in lowa Code section 216A.93
Verification of Provider Qualifications
Entity Responsible for Verification:

lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Freguency of Verification:

Every four years

Appendix C: Participant Services
C-1: Summary of Services Covered (2 of 2)

b. Provision of Case Management Servicesto Waiver Participants. Indicate how case management is furnished to waiver
participants (select one):

O Not applicable - Case management is not furnished as a distinct activity to waiver participants.

® Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

[ Asawaiver service defined in Appendix C-3. Do not complete item C-1-c.
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[] AsaMedicaid state plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complete item
C-1-c.

[ AsaMedicaid state plan service under §1915(g)(1) of the Act (Targeted Case M anagement). Complete item
C-1-c

Asan administrative activity. Complete item C-1-c.

[ Asaprimary care case management system service under a concurrent managed care authority. Complete
item C-1-c.

c. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on behalf
of waiver participants:

FFS
Case managers or integrated health home coordinators provide case management services for members enrolled in the
State’s §1915(c) PD waiver. Services are reimbursed through an administrative function of DHS.

All individuals providing case management services have knowledge of community alternatives for the target popul ations
and the full range of long-term care resources, as well as specialized knowledge of the conditions and functional
limitations of the target populations served, and of the individual members to whom they are assigned.

MCO

MCO community-based case managers provide case management servicesto all members receiving HCBS. MCOs
ensure ease of access and responsiveness for each member to their community-based case manager during regular
business hours and, at a minimum, the community-based case manager contacts members at least monthly, either in
person or by phone, with an interval of at least fourteen calendar days between contacts.

MCO community-based case managers or integrated health home care coordinators provide case management servicesto
all members receiving HCBS. MCOs ensure ease of access and responsiveness for each member to their community-
based case manager during regular business hours and, at a minimum, the community-based case manager or integrated
health home care coordinator contacts members at |east monthly, either in person or by phone, with an interval of at least
fourteen calendar days between contacts.

All individuals providing case management services have knowledge of community alternatives for the target popul ations
and the full range of long-term care resources, as well as specialized knowledge of the conditions and functional
limitations of the target populations served, and of the individual members to whom they are assigned. MCOs are
contractually required to ensure the delivery of servicesin aconflict free manner consistent with Balancing Incentive
Program requirements. DHS approves and monitors all MCO policies and procedures to ensure compliance.

Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)

a. Criminal History and/or Background I nvestigations. Specify the state's policies concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services (select one):

O No. Criminal history and/or background investigationsare not required.

® ves Criminal history and/or background investigationsarerequired.
Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b) the scope of such investigations (e.g., state, national); and, (c) the process for ensuring that mandatory

investigations have been conducted. State laws, regulations and policies referenced in this description are available to
CMS upon request through the Medicaid or the operating agency (if applicable):
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Pursuant to lowa Code 135C. 33(5)(a)(1) and (5)(a)(3), prospective employees of al of the following, if the provider
isregulated by the state or receives any state or federal funding must complete child abuse, dependent adult abuse
and criminal background screenings before employment of a prospective staff member who will provide care for a
participant:

1. Anemployee of a homemaker-home health aide, home care aide, adult day services, or other provider of in-
home servicesif the employee provides direct servicesto consumers; and

2. An employee who provides direct services to consumers under afederal home and community-based services
waiver.

lowa Code 249A.29 provides the scope of the above provider background screening:

1. For purposes of this section and section 249A.30 unless the context otherwise requires:

a.  “Consumer” means an individual approved by the department to receive services under awaiver.

b. “Provider” means an agency certified by the department to provide services under awaiver.

c. “Waiver” means a home and community-based services waiver approved by the federal government and
implemented under the medical assistance program.

2. If apersonisbeing considered by a provider for employment involving direct responsibility for a consumer
(individual approved by the department to receive services under awaiver) or with access to a consumer when the
consumer is alone, and if the person has been convicted of acrime or has arecord of founded child or dependent
adult abuse, the department shall perform an evaluation to determine whether the crime or founded abuse warrants
prohibition of employment by the provider. The department (Department of Human Services) shall conduct
criminal and child and dependent adult abuse records checks of the person in this state and may conduct these
checksin other states. The records checks and evaluations required by this section shall be performed in accordance
with procedures adopted for this purpose by the department.

3. If the department determines that a person employed by a provider has committed a crime or has arecord of
founded abuse, the department shall perform an evaluation to determine whether prohibition of the person's
employment iswarranted. In an evaluation, the department shall consider the nature and seriousness of the crime or
founded abuse in relation to the position sought or held, the time elapsed since the commission of the crime or
founded abuse, the circumstances under which the crime or founded abuse was committed, the degree of
rehabilitation, the likelihood that the person will commit the crime or founded abuse again, and the number of
crimes or founded abuses committed by the person involved. The department may permit a person who is evaluated
to be employed or to continue to be employed by the provider if the person complies with the department's
conditions relating to the employment, which may include completion of additional training.

4. If the department determines that the person has committed a crime or has arecord of founded abuse that
warrants prohibition of employment, the person shall not be employed by a provider.

As part of the provider’'s self-assessment process, they are required to have a quality improvement process in place
to monitor their compliance with the criminal background checks. The provider agency is responsible for
completing the required waiver to perform the criminal background check and submitting to the Department of
Public Safety who conducts the check. The data and other information devel oped by the provider in the areas of
discovery, remediation, and improvement of criminal background checks are available to the Department upon
request. The IME will assure that criminal background checks have been completed through quality improvement
activities on arandom sampling of providers, focused onsite reviews and during the full on-site reviews conducted
every 5 years.

The State HCBS Quality Assurance and Technical Assistance Unit reviews agency personnel records during
provider site visits to ensure screenings have been completed. Screenings are rerun anytime there is a complaint
related to additional criminal charges against a provider, and the Program Integrity Unit runs all individual providers
against a Department of Correctionsfile on a quarterly basis. DHS also completes any evaluation needed for
screenings returned with records or charges. Background checks only include lowa unless the applicant is a resident
of another state providing servicesin lowa.

MCOs are contractually required to assure that all persons, whether they are employees, agents, subcontractors, or
anyone acting for or on behalf of the MCO, are properly licensed, certified, or accredited as required under
applicable state law and the lowa Administrative Code. The Contractor shall provide standards for service providers
who are not otherwise licensed, certified, or accredited under state law or the lowa Administrative Code.
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b. Abuse Registry Screening. Specify whether the state requires the screening of individuals who provide waiver services
through a state-maintained abuse registry (select one):

O No. The state does not conduct abuse registry screening.

® vyes The state maintains an abuse registry and requiresthe screening of individuals through this
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of paositions for which
abuse registry screenings must be conducted; and, (¢) the process for ensuring that mandatory screenings have been
conducted. State laws, regulations and policies referenced in this description are available to CM S upon request
through the Medicaid agency or the operating agency (if applicable):
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Pursuant to lowa Code 135C. 33(5)(a)(1) and (5)(a)(3), prospective employees of al of the following, if the provider
isregulated by the state or receives any state or federal funding must complete child abuse, dependent adult abuse
and criminal background screenings before employment of a prospective staff member who will provide care for a
member:

1. An employee of a homemaker-home health aide, home care aide, adult day services, or other provider of in-home
services if the employee provides direct services to consumers; and

2. An employee who provides direct services to consumers under afederal home and community-based services
waiver.

lowa Code 249A.29 provides the scope of the above provider background screening:

1. For purposes of this section and section 249A.30 unless the context otherwise requires:

a. “Consumer” means an individual approved by the department to receive services under awaiver.

b. “Provider” means an agency certified by the department to provide services under awaiver.

¢. “Waiver” means a home and community-based services waiver approved by the federal government and
implemented under the medical assistance program.

2. If aperson is being considered by a provider for employment involving direct responsibility for a consumer
(individual approved by the department to receive services under awaiver) or with access to a consumer when the
consumer is alone, and if the person has been convicted of acrime or has arecord of founded child or dependent
adult abuse, the department shall perform an evaluation to determine whether the crime or founded abuse warrants
prohibition of employment by the provider. The department shall conduct criminal and child and dependent adult
abuse records checks of the person in this state and may conduct these checksin other states. The records checks
and evaluations required by this section shall be performed in accordance with procedures adopted for this purpose
by the department.

3. If the department determines that a person employed by a provider has committed a crime or has arecord of
founded abuse, the department shall perform an evaluation to determine whether prohibition of the person's
employment iswarranted. In an evaluation, the department shall consider the nature and seriousness of the crime or
founded abuse in relation to the position sought or held, the time elapsed since the commission of the crime or
founded abuse, the circumstances under which the crime or founded abuse was committed, the degree of
rehabilitation, the likelihood that the person will commit the crime or founded abuse again, and the number of
crimes or founded abuses committed by the person involved. The department may permit a person who is evaluated
to be employed or to continue to be employed by the provider if the person complies with the department's
conditions relating to the employment, which may include completion of additional training.

4. If the department determines that the person has committed a crime or has arecord of founded abuse that warrants
prohibition of employment, the person shall not be employed by a provider.

Individual Consumer Directed Attendant Care (CDAC) isthe only service that allows individuals to be providers.
All others services must be provided by agency providers. Individual CDAC providers have child and dependent
adult abuse background checks completed by the IME Provider Services prior to enrollment as a Medicaid provider.

All employees that provide direct services under the Consumer Choices Option under this waiver are required to
complete child and dependent adult abuse background checks prior to employment with amember. The Fiscal
Management provider completes the child and dependent adult abuse background checks and the employee will not
pay for any services to the member prior to the completion of the checks.

The lowa Department of Human Services maintains the Central Abuse Registry. All child and dependent adult abuse
checks are conducted by the DHS unit responsible for the intake, investigation, and finding of child and dependent
adult abuse. The provider agency is responsible for completing the required abuse screening form and submitting it
to DHS to conduct the screening. Providers are required to complete the child and dependent adult abuse
background checks of all staff that provides direct services to waiver members prior to employment. Providers are
required to have written policies and procedures for the screening of personnel for child and dependent adult abuse
checks prior to employment. As part of the provider's self-assessment process, they are required to have a quality
improvement process in place to monitor their compliance with the child and dependent adult abuse checks. The
data and other information developed by the provider in the areas of discovery, remediation, and improvement of
child and dependent adult abuse checks are available to the Department upon request. The Department will assure
that the child and dependent adult abuse checks have been completed through the Department’ s quality
improvement activities of random sampling of providers, focused onsite reviews, initial certification and periodic
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reviews and during the full on-site reviews conducted every 5 years.

The State HCBS Quality Assurance and Technical Assistance Unit reviews agency personnel records during
provider site visits to ensure screenings have been completed. Screenings are rerun anytime there is a complaint
related to additional criminal charges against a provider, and the Program Integrity Unit runs all individual providers
against a Department of Correctionsfile on a quarterly basis. DHS also completes any evaluation needed for
screenings returned with records or charges. MCOs are also required to ensure that all required screening is
conducted for providers who are not employees of a provider agency or licensed/accredited by a board that conducts
background checks (i.e., non-agency affiliated self-direction service providers). DHS retains final authority to
determine if an employee may work in a particular program.

Appendix C: Participant Services
C-2: General Service Specifications (2 of 3)

c. Servicesin Facilities Subject to 81616(e) of the Social Security Act. Select one:

® No. Homeand community-based services under thiswaiver arenot provided in facilities subject to
§1616(e) of the Act.

O Yes Homeand community-based services are provided in facilities subject to §1616(e) of the Act. The
standardsthat apply to each type of facility where waiver servicesareprovided are availableto CM S
upon reguest through the M edicaid agency or the operating agency (if applicable).

Appendix C: Participant Services
C-2: General Service Specifications (3 of 3)

d. Provision of Personal Careor Similar Services by Legally Responsible Individuals. A legaly responsible individual is
any person who has a duty under state law to care for another person and typically includes: (a) the parent (biological or
adoptive) of aminor child or the guardian of aminor child who must provide care to the child or (b) a spouse of awaiver
participant. Except at the option of the State and under extraordinary circumstances specified by the state, payment may
not be made to alegally responsible individual for the provision of personal care or similar services that the legally
responsible individual would ordinarily perform or be responsible to perform on behalf of awaiver participant. Select one:

O No. The state does not make payment to legally responsible individuals for furnishing personal careor similar
services.

® Yes The state makes payment to legally responsible individuals for furnishing personal careor similar services
when they are qualified to provide the services.

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they may
provide; (b) state policies that specify the circumstances when payment may be authorized for the provision of
extraordinary care by alegally responsible individual and how the state ensures that the provision of servicesby a
legally responsible individual isin the best interest of the participant; and, (c) the controls that are employed to ensure
that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 the personal care or similar
services for which payment may be made to legally responsible individuals under the state policies specified here.
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A person who is legally responsible for amember may provide services to amember on the waiver. This appliesto
guardians of their adult children and not to aminor child. The person who islegally responsible for a member may
be a Consumer Directed Attendant Care provider or an employee under the Consumer Choices Option program.
Only Consumer Directed Attendant Care Providers and CCO Employees can be legal representatives of the member
receiving CDAC or CCO self—directed personal care. When the legal representative is responsible for amember and
isthe CDAC or CCO provider, the DHS CM or MCO CBCM and interdisciplinary team determine the need for and
the types of activities provided by legal representative. In many situations, the Medicaid member requests the
guardian to provide services, as the guardian knows the member and their needs best. In other circumstances, there
are no other qualified providers available when the service is needed or alack of staff in the areato provide the
service. Therate of pay and the care provided by the legally responsible person is identified and authorized in the
member's plan of care that is authorized and monitored by the member's case manager.

A person who is legally responsible for a participant may provide servicesto awaiver participant. This appliesto
guardians of their adult children and not to aminor child. The person who islegally responsible for a participant
may be a Consumer Directed Attendant Care (CDAC) provider or an employee under the Consumer Choices Option
(CCO) program. There are no limitations on the types of services provided; however, when the legally responsible
person isthe CDAC or CCO provider, the service planning team determines the need for and the types of activities
to be provided by the legally responsible person. Thisincludes reviewing if the needed services are “ extraordinary.”
Any services which are activities that alegally responsible individual would ordinarily perform in the household on
behalf of a person without a disability or chronic illness of the same age and are not necessary to assure the health
and welfare of the participant and to avoid institutionalization would not be considered extraordinary. If thelegal
representative is an employee through CDAC or CCO, the relative or legal guardian must have the skills needed to
provide the servicesto the participant. In many situations, the participant requests the guardian to provide services,
as the guardian knows the participant and their needs best. In other circumstances, there are no other qualified
providers available when the service is needed or alack of staff in the areato provide the service.

The Case Manager, Integrated Health Home Care Coordinator, or Community Based Case Manager is responsible to
work with the member to determineif there exist qualified providers. lowa maintainsalist of enrolled providers
through our website, and all providers must meet background check criteria.

Through the person-centered planning process, the comprehensive service plan is developed. If the participant has a
guardian or attorney in fact under a durable power of attorney for health care who is aso their service provider, the
care plan will address how the DHS TCM or MCO CBCM, health home coordinator, or community-based case
manager will oversee the service provision to ensure care is delivered in the best interest of the participant.

Therate of pay and the care provided by the legally responsible person isidentified and authorized in the
participant’s plan of care that is authorized and monitored by a DHS TCM/MCO CBCM/health home
coordinator/community-based case manager. Service plans are monitored to assure that authorized services are
received. For fee-for-service participants, the State completes post utilization audits on waiver providers verifying
that services rendered match the service plan and claim process. This appliesto individual CDAC providers. In
addition, information on paid claims for fee-for-service participants are available in SIS for review. ThelSIS
system compares the submitted claims to the services authorized in the plan of care prior to payment. The claim will
not be paid if there is a discrepancy between the amount billed and the rate of pay authorized in the plan. MCOs are
responsible for ensuring the provision of services by alegally responsible individual isin the best interest of the
member and that payments are made only for services rendered. All representatives must participate in atraining
program prior to assuming self-direction, and MCQOs provide ongoing training upon request and/or if it is determined
arepresentative needs additional training. MCOs monitor the quality of service delivery and the health, safety and
welfare of members participating in self-direction, including implementation of the back-up plan. If problems are
identified, a self-assessment is completed to determine what additional supports, if any, could be made available.
MCOs must ensure payments are made only for services rendered through the development and implementation of a
contractually required program integrity plan. The DHS maintains oversight of the MCO program integrity plans
and responsibility for overall quality monitoring and oversight.

Per to 441 lowa Administrative Code 79.9(7):

“a. Except as provided in paragraph 79.9(7)'b,” medical assistance funds are incorrectly paid whenever an individual
who provided the service to the member for which the department paid was at the time service was provided the
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parent of aminor child, spouse, or legal representative of the member.

b. Notwithstanding paragraph 79.9(7)‘a,” medical assistance funds are not incorrectly paid when an individual who
serves as amember’ s legal representative provides services to the member under ahome- and community-based
services waiver consumer-directed attendant care agreement or under a consumer choices option employment
agreement in effect on or after December 31, 2013.

For purposes of this paragraph, “legal representative” means a person, including an attorney, who is authorized by
law to act on behalf of the medical assistance program member but does not include the spouse of a member or the
parent or stepparent of a member aged 17 or younger.”

Sdf-dir ected

[ Agency-operated

e. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/L egal Guar dians. Specify

state policies concerning making payment to relatives/legal guardians for the provision of waiver services over and above
the policies addressed in Item C-2-d. Select one:

O The state does not make payment to relatives/legal guardiansfor furnishing waiver services.

® The state makes payment to relatives/legal guardians under specific circumstances and only when the
relative/guar dian is qualified to furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed to
ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service for
which payment may be made to relatives/legal guardians.
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A member’srelative or legal guardian may provide services to amember. Payments may be made to any relative
who is not the parent of aminor child, a spouse, or alegal representative of the member. Legal representative means
aperson, including an attorney, who is authorized by law to act on behalf of the medical assistance program member
but does not include the spouse of a member or the parent or stepparent of amember aged 17 or younger. The
relative or legal guardian may be an Individual CDAC provider, a participant under the CCO program, or an
employee hired by a provider agency. There are no limitations on the types of services provided, however, when the
relative or legal guardian isthe CDAC or CCO provider, the case manager, health home coordinator, or
community-based case manager, and interdisciplinary team determine the need for and the types of activities
provided by the relative or legal guardian. If the relative or legal guardian is an employee of a provider agency, itis
the responsibility of the provider to assure the relative or legal guardian has the skills needed to provide the services
to the member.

Whenever alegal representative acts as a provider of consumer-directed attendant care, the following shall apply:

1. The payment rate for the legal representative must be based on the skill level of the legal representative and may
not exceed the median statewide reimbursement rate for the service unless the higher rate receives prior approval
from the department;

2. Thelegal representative may not be paid for more than 40 hours of service per week; and

3. A contingency plan must be established in the participant’ s service plan to ensure service delivery in the event the
legal representative is unable to provide services due to illness or other unexpected event. In many situations, the
participant requests the guardian provide services, as the guardian knows the participant and their needs best. In
other circumstances, there are no other qualified providers available when the service is needed or alack of staff in
the areato provide the service.

Therate of pay and the care provided by the legally responsible person isidentified and authorized in the member’'s
service plan that is authorized and monitored by the member’s case manager, health home coordinator, or
community-based case manager.

DHSTCM, heath home coordinators, and community-based case managers are responsible to monitor service
plans and assure the services authorized in the member’s plan are received. In addition, information on paid claims
of fee-for-service membersisavailablein ISISfor review. The ISIS System compares the submitted claim to the
services authorized in the service plan prior to payment. The claim will not be paid if there is a discrepancy between
the amount billed or the rate of pay authorized in the plan. The state al'so completes post utilization audits on waiver
providers verifying that services rendered match the service plan and claim process. This appliesto individual
CDAC providers and provider agencies. MCOs are required to adhere to all state policies, procedures and
regulations regarding payment to legal guardians, as outlined in this section.

Per to 441 lowa Administrative Code 79.9(7):

“a. Except as provided in paragraph 79.9(7)'b,” medical assistance funds are incorrectly paid whenever an individual
who provided the service to the member for which the department paid was at the time service was provided the
parent of aminor child, spouse, or legal representative of the member.

b. Notwithstanding paragraph 79.9(7)‘a,” medical assistance funds are not incorrectly paid when an individual who
serves as amember’ s legal representative provides services to the member under a home- and community-based
services waiver consumer-directed attendant care agreement or under a consumer choices option employment
agreement in effect on or after December 31, 2013.

For purposes of this paragraph, “legal representative” means a person, including an attorney, who is authorized by
law to act on behalf of the medical assistance program member but does not include the spouse of a member or the
parent or stepparent of a member aged 17 or younger.”

O Relatives/legal guardians may be paid for providing waiver services whenever thereéativel/legal guardian is
qualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.
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O other policy.

Specify:

f. Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and qualified providers
have the opportunity to enroll aswaiver service providers as provided in 42 CFR 8431.51:

lowa Medicaid providers will be responsible for providing services to fee-for-service members. The lowa Medicaid
Provider Services Department markets provider enrollment for lowaMedicaid. Potential providers may access an
application on line through the website or by calling the provider services' phone number. The IME Provider Services
Unit must respond in writing within five working days once a provider enrollment application is received, and must either
accept the enrollment application and approve the provider as a Medicaid provider or request more information. In
addition, waiver quality assurance staff and waiver program managers, as well as county and State service workers, case
managers, health home coordinators, market to qualified providers to enroll in Medicaid.

MCOs are responsible for oversight of their provider networks. The State retains authority for development of the
performance standards, and for review and approval of any disenrollment recommendations.The State additionally tracks
on provider inquiries and complaints which includes complaints related to network access and credentialing.

Appendix C: Participant Services
Quality Improvement: Qualified Providers

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adequate system for assuring that all waiver services
are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The State verifiesthat providersinitially and continually meet required licensure and/or
certification standards and adhere to other standards prior to their furnishing waiver services.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
QP-al: IME will measurethe number of newly enrolled licensed or certified waiver
provider enrollment applications verified against the appropriate licensing or
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certification entity. Numerator = # of newly enrolled waiver providersverified
against appropriatelicensing or certification entity prior to providing services.
Denominator = # of newly enrolled licensed or certified waiver providers.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Enrollment information out of ISIS. All MCO HCBS providersmust beenrolled as

verified by the IME PS.

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

Contracted Entity
including MCO

[ state Medicaid LI weekly 100% Review
Agency
[] Operating Agency Monthly [] Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
Other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity Quarterly
[] Other
Specify:
[] Annually

[] Continuously and Ongoing

[ Other
Specify:

Performance Measure;

QP-a2: ThelME will measurethe number of licensed or certified waiver provider re-
enrolimentsverified against the appropriate licensing and/or certification entity.
Numerator = # of waiver provider re-enrollmentsverified against appropriate
licensing and or certification entity prior to providing services Denominator = # of
licensed or certified waiver provider re-enrollments.

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated

If 'Other’ is selected, specify:

Re-enrollment information out of 1SIS. All MCO HCBS providersmust bere-
enrolled asverified by the IME Providers Services unit every 5 years.

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
[ state Medicaid L1 weekly 100% Review
Agency
[] Operating Agency Monthly [] Lessthan 100%
Review
Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =

08/26/2020



Application for 1915(c) HCBS Waiver: IA.0345.R04.02 - Apr 01, 2020 (as of Apr 01, 2020)

Other [] Annually [] Stratified

contracted entity

Specify: Describe Group:

[ Continuously and [ Other

Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[ Annually

[] Continuously and Ongoing

[] Other
Specify:
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b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to waiver

requirements.
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For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;
QP-bl: Thel ME shall determinethe number and percent of CDAC providersthat
met waiver requirementsprior to direct service delivery. Numerator = # of CDAC

providerswho met waiver requirementsprior to service delivery; Denominator = # of
CDAC enrolled providers.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Enrollment information out of ISIS. All MCO HCBS providers must be enrolled as
verified by the IME PS.

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

[J state Medicaid LI weekly 100% Review
Agency
[J operating Agency Monthly [ | essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other [] Annually [] Stratified
Specify: Describe Group:
Contracted Entity

[ Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
-State Entit uarter
[ sub-state Entity Quarterly
] Other
Specify:
[] Annually
ontinuously and Ongoing
[ continuously and Ongoi
[ Other
Specify:
Performance Measure;

QP-b2: The IME shall determinethe number of Consumer Choice Option (CCO)
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providersthat met waiver requirementsprior to direct service delivery. Numerator =

number of CCO providerswho met waiver requirementsprior to service delivery

Denominator = number of CCO enrolled providers.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

Financial Management Services (FMS) provider data collection

(check each that applies):

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

[ state Medicaid L1 weekly 100% Review
Agency
[] Operating Agency Monthly [] Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
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Sample
Confidence
Interval =
Other [] Annually [] Stratified
Specify: Describe Group:

FMS provider

[ Continuously and [ Other

Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[ Annually

[] Continuously and Ongoing

[] Other
Specify:
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Performance Measure;

QP-b3: The ME shall determinethe number and percent of non-
licensed/noncertified providersthat met waiver requirementsprior to direct service
delivery. Numerator = # of non-licensed/noncertified providerswho met waiver
requirementsprior to service delivery; Denominator = # of non-licensed/noncertified
enrolled providers.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Provider Enrollment records, Individualized Services Information System (1SIS),

claims

Responsible Party for
data

collection/gener ation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

contracted entity

[ state Medicaid LI weekly 100% Review
Agency
[] Operating Agency Monthly [] Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
Other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity Quarterly
[] Other
Specify:
[] Annually

[] Continuously and Ongoing

[ Other
Specify:

c. Sub-Assurance: The State implementsits policies and procedures for verifying that provider training is
conducted in accordance with state requirements and the approved waiver.

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

QP-cl: The IME will measurethetotal number and percent of providers, specific by
waiver, that meet training requirements as outlined in State regulations. Numerator =
# of reviewed HCBS providerswhich did not have a corrective action plan issued
related to training; Denominator = # of HCBS waiver providersthat had a
certification or periodic quality assurancereview.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

Provider's evidence of staff training and provider training policies. All certified and
periodic reviews are conducted on a5 year cycle; at the end of thecycleall providers

arereviewed.

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

(check each that applies):
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[ state Medicaid [T weekly 100% Review
Agency
[] Operating Agency Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other LI Annually [ stratified
Specify: Describe Group:
Contracted Entity

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):
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that applies):
State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly

[] Sub-State Entity Quarterly

[ Other
Specify:
[] Annually

[ Continuously and Ongoing
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Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):
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that applies):

[] Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the

State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

The IME Provider Services unit isresponsible for review of provider licensing, certification, background checks
of relevant providers, and determining compliance with provider service and business requirements prior to initial
enrollment and reenrollment.

All MCO providers must be enrolled as verified by IME Provider Services.

The Home and Community Based Services (HCBS) quality oversight unit is responsible for reviewing provider
records at a 100% level over athree to five year cycle, depending on certification or accreditation. If itis
discovered that providers are not adhering to provider training requirements, a corrective action planis
implemented. If corrective action attempts do not correct noncompliance, the provider is sanctioned for
noncompliance and eventually disenrolled or terminated if noncompliance persists.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

If it isdiscovered by Provider Services Unit during the review that the provider is not compliant in one of the
enrollment and reenrollment state or federal provider requirements, the provider isrequired to correct deficiency
prior to enroliment or reenrollment approval. Until the provider make these corrections, they areineligible to
provide services to waiver members. All MCO providers must be enrolled as verified by IME Provider Services,
so if the provider is no longer enrolled by the IME then that provider is no longer eligible to enroll with an MCO.

If it isdiscovered during HCBS Quality Oversight Unit review that providers are not adhering to provider training
reguirements, a corrective action plan isimplemented. If corrective action attempts do not correct noncompliance,
the provider is sanctioned for noncompliance and eventually disenrolled or terminated is noncompliance persists.

General methods for problem correction at a systemic level include informational |etters, provider trainings,
collaboration with stakeholders and required changesin individual provider policy.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [ Weekly

[] Operating Agency [] Monthly

[] Sub-State Entity Quarterly

Other

[]
Specify: Annually
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Responsible Party(check each that applies): Fr equenc;(/ctr)]i;(cjka i:ﬁ?;g?:g;?;;d analysis

contracted entity and MCO

[ Continuously and Ongoing

[] Other
Specify:

c. Timelines

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Qualified Providersthat are currently non-operational.
® No
O ves

Please provide a detailed strategy for assuring Qualified Providers, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' isincorporated into Section C-1 'Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limitson Amount of Waiver Services

a. Additional Limitson Amount of Waiver Services. Indicate whether the waiver employs any of the following additional
[imits on the amount of waiver services (select one).

® Not applicable- The state does not impose alimit on the amount of waiver services except as provided in Appendix
C-3.

O Applicable - The state imposes additional limits on the amount of waiver services.

When alimit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit,
including its basisin historical expenditure/utilization patterns and, as applicable, the processes and methodologies
that are used to determine the amount of the limit to which a participant's services are subject; (c) how the limit will
be adjusted over the course of the waiver period; (d) provisions for adjusting or making exceptions to the limit based
on participant health and welfare needs or other factors specified by the state; (€) the safeguards that are in effect

when the amount of the limit isinsufficient to meet a participant's needs; (f) how participants are notified of the
amount of the limit. (check each that applies)

[] Limit(s) on Set(s) of Services. Thereisalimit on the maximum dollar amount of waiver servicesthat is
authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.
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[] Prospective Individual Budget Amount. Thereisalimit on the maximum dollar amount of waiver services
authorized for each specific participant.
Furnish the information specified above.

[] Budget Limits by Level of Support. Based on an assessment process and/or other factors, participants are
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

[ Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in this waiver comply with federal HCB Settings requirements at 42 CFR
441.301(c)(4)-(5) and associated CM S guidance. Include:

1. Description of the settings and how they meet federal HCB Settings requirements, at the time of submission and in the
future.

2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting
requirements, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #2, HCB Settings Waiver Transition Plan for description of settings that do not meet
requirements at the time of submission. Do not duplicate that information here.

Detailed information and timelines for the HCBS Settings project are included in Attachment #2 HCB Settings. The lowa
Medicaid Enterprise received initial CM S approval for lowa's statewide HCBS transition plan on August 10, 2016.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Individual Service Plan

a. Responsibility for Service Plan Development. Per 42 CFR 8441.301(b)(2), specify who is responsible for the
development of the service plan and the qualifications of these individuals (select each that applies):

[] Registered nurse, licensed to practicein the state
[] Licensed practical or vocational nurse, acting within the scope of practice under state law
[] Licensed physician (M.D. or D.O)
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[ Case Manager (qualifications specified in Appendix C-1/C-3)

Case Manager (qualifications not specified in Appendix C-1/C-3).
Foecify qualifications:

In 2017 the IME transitioned service planning responsibilities for FFS members from DHS Service Workersto the
entity DHS Targeted Cases Management. DSH TCM is an arm of the DHS Mental Health and Disability Services.
DHS TCM is CARF certified for case management. DHS targeted case managers (TCM) must be licensed social
workers. The case managers devel op service plans for fee-for-service members.

Qualifications include: graduation from an accredited four-year college or university; or the equivalent of four years
of full-time technical work experience involving direct contact with people in overcoming their social, economic,
psychological, or health problems; or an equivalent combination of education and experience substituting the
equivalent of one year of full-time qualifying work experience for one year (thirty semester or equivalent hours) of
the required education to a maximum substitution of four years.

In addition, DHS TCMs may be required to have the following specified experience in the following areasif they
are specifically working with these popul ations:

- Developmental disabilities: a minimum of one-year full-time (or equivalent part-time) experience in delivering or
coordinating services for persons with developmental disabilities (i.e., severe, chronic mental or physical
impairments). Positions that meet the intellectual disability background noted above will normally meet this
selective areatoo. Experiencein providing services and treatment to autistic children or persons with epilepsy or
cerebral palsy will also qualify.

- Intellectual disability: a minimum of one year of full-time (or equivalent part-time) experience in delivering or
coordinating services for persons with significantly sub-average general intellectual functioning existing
concurrently with deficits in adaptive behavior manifested during the developmental period.

MCO

MCO community-based case managers develop service plans for members receiving HCBS waiver services. MCOs
community-based case managers are required to meet all of the qualifications, requirements, and be accredited as
specified in 441 lowa Administrative Code Chapter 24 regarding the accreditation of providers of servicesto
persons with mental illness, intellectual disability; and developmental disabilities.

[] Social Worker
Foecify qualifications:

Other
Foecify the individuals and their qualifications:

Integrated Health Homes, through their Care Coordinators, are responsible for service planning functions for those
members enrolled with an IHH. IHH care coordinators must meet the requirements as outlined in the approved
Health Home SPA Attachment H, SPMI: The Care Coordinator must be a BSW with an active license, or BS/BA
in the related field.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Select one:

® Entitiesand/or individualsthat have responsibility for service plan development may not provide other
direct waiver servicesto the participant.
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O Entitiesand/or individualsthat have responsibility for service plan development may provide other
direct waiver servicesto the participant.

The state has established the following safeguards to ensure that service plan development is conducted in the best
interests of the participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (3 of 8)

c. Supporting the Participant in Service Plan Development. Specify: (@) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the
service plan development process and (b) the participant's authority to determine who is included in the process.
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Information related to waiver services and general waiver descriptions areinitially made available following receipt of a
waiver application. Service plans are then devel oped with the member and an interdisciplinary team, regardless of
delivery system. Teams often consist of the member and, if appropriate, their representative; case manager, health home
coordinator, or community-based case manager; service providers; and other supporting persons selected by the member.
During service plan development, the member and/or their representative is strongly encouraged to engage in an
informed choice of services, and is offered a choice of institutional or HCBS. Planning istimely, occurs when
convenient for the member, and is intended to reflect the member’s cultural considerations. If the member chooses to
self-direct services, an Independent Support Broker is provided to assist with budgeting and employer functions. The
IME Member Services Unit remains available at all times, during normal business hours, to answer questions and offer
support to all Medicaid members. Further, the Member Services Unit distributes a quarterly newsletter in effort to
continually educate waiver members about services and supports that are available but may not have been identified
during the service plan development process.

The IME MSU remains available to answer questions and offer support. Further, the MSU distributes a quarterly
newsletter in effort to continually educate participants about services and supports that are available but may not have
been identified during the service plan development process.

TheinterRAI Standardized Assessment Tool or other department designated standardized assessment tool is completed
prior to the initiation of services and yearly thereafter for fee-for-service (FFS) and MCO members.

The fee-for-service person-centered planning processes must:

- Include people chosen by the member;

- Include the use of team of professionals and non-professionals with adequate knowledge, training and expertise
surrounding community living and person-centered service delivery;

- Allow the member to choose which team member shall serve as the lead and the member’s main point of contact;
- Promote self-determination principles and actively engages the member;

- Provide necessary information and support to ensure that the member directs the process to the maximum extent
possible, and is enabled to make informed choices and decisions;

- Betimely and occur at times and locations of convenience to the member;

- Reflect cultural considerations of the member and provide information in plain language and in a manner that is
accessible to individuals with disabilities and persons who are limited English proficient, consistent with 42 CFR
435.905(b);

- Include strategies for solving conflict or disagreement within the process, including clear conflict-of-interest guidelines
for all planning participants;

- Offer informed choices to the member regarding the services and supports they receive and from whom;

- Include a method for the member to request updates to the plan as needed; and

- Record the alternative home and community-based settings that were considered by the member.

MCOs are contractually required to provide supports and information that encourage membersto direct, and be actively
engaged in, the service plan devel opment process, and to ensure that members have the authority to determinewhois
included in the process. Specifically, MCO person-centered planning processes must:

- Include people chosen by the member;

- Include the use of team of professionals and non-professionals with adequate knowledge, training and expertise
surrounding community living and person-centered service delivery;

- Allow the member to choose which team member shall serve as the lead and the member’s main point of contact;
- Promote self-determination principles and actively engages the member;

- Provide necessary information and support to ensure that the individual directs the process to the maximum extent
possible, and is enabled to make informed choices and decisions;

- Betimely and occur at times and locations of convenience to the member;

- Reflect cultural considerations of the individual and provide information in plain language and in a manner that is
accessible to individuals with disabilities and persons who are limited English proficient, consistent with 42 CFR
435.905(b);

- Include strategies for solving conflict or disagreement within the process, including clear conflict-of-interest guidelines
for all planning participants;

- Offer informed choices to the member regarding the services and supports they receive and from whom;
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- Include a method for the member to request updates to the plan as needed; and
- Record the alternative home and community-based settings that were considered by the member.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

d. Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who devel ops the plan, who participates in the process, and the timing of the plan; (b)
the types of assessments that are conducted to support the service plan development process, including securing
information about participant needs, preferences and goals, and health status; (c) how the participant isinformed of the
services that are available under the waiver; (d) how the plan devel opment process ensures that the service plan addresses
participant goals, needs (including health care needs), and preferences; (e) how waiver and other services are coordinated;
(f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan;
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and
policies cited that affect the service plan development process are available to CM S upon request through the Medicaid
agency or the operating agency (if applicable):
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For fee-for-service members service plans are devel oped by the member; case manager or health home coordinator; and
an interdisciplinary team. Planning meetings are scheduled at times and locations convenient for the individual. The
service plan must be completed prior to services being delivered and annually thereafter, or whenever thereisa
significant change in the member’ s situation or condition. The case manager or health home coordinator receives the
assessment and level of care determination from medical services. A summary of the assessment becomes part of the
service plan. The case manager or health home coordinator uses information gathered from the assessment and then
works with the member to identify individual and family strengths, needs, capacities, preferences and desired outcomes
and health status and risk factors. Thisisused to identify the scope of services needed.

Note: The assessments are identified in Appendix B-6-¢e.

The case manager or health home coordinator informs the member of all available non-Medicaid and Medicaid services
including waiver services. There are waiver informational brochures available to share with members and their
parents/guardians. Brochures are available at each of the DHS county offices. Information is also available on the IME
website. The brochures include information on eligibility, service descriptions, and the application process. Once a
member begins the enrollment process and has a case manager, health home coordinator, or community-based case
manager assigned, a more detailed review of services and providers that are available in the area occurs as part of the
planning process for devel oping a member’s plan of care.

The case manager or health home coordinator will also discuss with the member the self-direction option and give the
member the option of self-directing services available. The member and the interdisciplinary team choose services and
supports that meet the member’ s needs and preferences, which become part of the service plan. Service plans must:

- Reflect that the setting in which the individual resides is chosen by the member;

- Reflect the member’ s strengths and preferences,

- Reflect the clinical and support needs as identified through the needs assessment;

- Include individually identified goals and desired outcomes which are observable and measurable;

- Include the interventions and supports needed to meet member’s goals and incremental action steps as appropriate;

- Reflect the services and supports, both paid and unpaid, that will assist the member to achieve identified goals, the
frequency of services and the providers of those services and supports, including natural supports;

- Include the names of providers responsible for carrying out the interventions or supports including who is responsible
for implementing each goal on the plan and the timeframes for each service;

- Include the identified activities to encourage the member to make choices, to experience a sense of achievement, and to
maodify or continue participation in the service plan;

- Include a description of any restrictions on the member’ s rights, including the need for the restriction and aplan to
restore the rights (for this purpose, rights include maintenance of personal funds and self-administration of medications);
- Reflect risk factors and measures in place to minimize them, including individualized back-up plans and strategies when
needed;

- Include a plan for emergencies;

- Be understandabl e to the member receiving services and supports, and the individuals important in supporting him or
her;

- Identify the individual and/or entity responsible for monitoring the plan;

- Befinalized and agreed to, with the informed consent of the member in writing, and signed by all individuals and
providers responsible for its implementation;

- Be distributed to the member and other people involved in the plan;

- Indicate if the member has elected to self-direct services and, as applicable, which services the member elects to self-
direct; and

- Prevent the provision of unnecessary or inappropriate services and supports.

he case manager or health home coordinator will be responsible for coordination, monitoring and overseeing the
implementation of the service plan including Medicaid and non-Medicaid services. If a participant chooses to self-direct,
the participant, with the help of a DHS case manager identifies who will be providing Independent Support Broker
Services.

MCO MEMBERS

For MCO members, service plans are developed through a person-centered planning process led by the member, with
MCO participation, and representatives included in a participatory role as needed and/or defined by the member.
Planning meetings are scheduled at times and locations convenient for the individual. A team is established to identify
services based on the member’s needs and desires, as well as availability and appropriateness of services. Theteamis
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also responsible for identifying an emergency backup support and crisis response system to address problems or issues
arising when support services are interrupted or delayed, or when the member’ s needs change. Service plans are
completed prior to services being delivered, and are reevaluated at least annually, whenever thereis a significant change
in the member’ s situation or condition, or at a member’s request.

In accordance with 42 CFR 441.301 and 441 lowa Administrative Code Chapters 90.5(1)b and 83, MCOs must ensure
the service plan reflects the services and supports that are important for the member to meet the needs identified through
the needs assessment, as well as what is important to the member with regard to preferences for the delivery of such
services and supports. The service plan must reflect the member’s needs and preferences and how those needs will be
met by a combination of covered services and available community supports. The service planning process must address
the full array of medical and non-medical services and supports provided by the MCO and available in the community to
ensure the maximum degree of integration and the best possible health outcomes and participant satisfaction.

Services plans must:

- Reflect that the setting in which the individual resides is chosen by the member;

- Reflect the member’ s strengths and preferences,

- Reflect the clinical and support needs as identified through the needs assessment;

- Include individually identified goals and desired outcomes which are observable and measurable;

- Include the interventions and supports needed to meet member’s goals and incremental action steps as appropriate;

- Reflect the services and supports, both paid and unpaid, that will assist the individual to achieve identified goals, the
frequency of services and the providers of those services and supports, including natural supports;

- Include the names of providers responsible for carrying out the interventions or supports including who is responsible
for implementing each goal on the plan and the timeframes for each service;

- Include the identified activities to encourage the member to make choices, to experience a sense of achievement, and to
maodify or continue participation in the service plan;

- Include a description of any restrictions on the member’ s rights, including the need for the restriction and aplan to
restore the rights (for this purpose, rights include maintenance of personal funds and self-administration of medications);
- Reflect risk factors and measures in place to minimize them, including individualized back-up plans and strategies when
needed;

- Include a plan for emergencies;

- Be understandabl e to the member receiving services and supports, and the individuals important in supporting him or
her;

- Identify the individual and/or entity responsible for monitoring the plan;

- Befinalized and agreed to, with the informed consent of the member in writing, and signed by all individuals and
providers responsible for its implementation;

- Be distributed to the member and other people involved in the plan;

- Indicate if the member has elected to self-direct services and, as applicable, which services the member electsto self-
direct; and

- Prevent the provision of unnecessary or inappropriate services and supports.

MCO members have appeal rights, including access to a State Fair Hearing after exhausting the MCO appeal process.
Members can continue services while an appeal decision is pending, when the conditions of 42 CFR 438.420 are met.
MCOs are contractually required to implement a comprehensive strategy to ensure a seamless transition of services
during program implementation. Further, MCQOs are required to devel op and maintain, subject to DHS approval, a
strategy and timeline within which all waiver members will receive an in-person visit from appropriate MCO staff and an
updated needs assessment and service plan. Services may not be reduced, modified or terminated in the absence of an
up-to-date assessment of needs that supports the reduction, modification or termination. Changes to these must receive
DHS prior approval.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs
and preferences. In addition, describe how the service plan development process addresses backup plans and the
arrangements that are used for backup.
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During the evaluation/reevaluation of level of care, risks are assessed for FFS members by a case manager or integrated
health home care coordinator, and for MCO members by their respective MCO, using the assessment tools designated in
B-6e. The assessment becomes part of the service plan and any risks are addressed as part of the service plan
development process. The comprehensive service plan must identify an emergency backup support and crisis response
system to address problems or issues arising when support services are interrupted or delayed or the member’s needs
change. In addition, providers of applicable services shall provide for emergency backup staff. All service plans must
include a plan for emergencies and identification of the supports available to the participant in an emergency.

Emergencies are those situations for which no approved individual program plan exists and which, if not addressed, may
result in injury or harm to the participant or other persons or significant amounts of property damage. The service plan
must identify an emergency backup support and crisis response system to address problems or issues arising when
support services are interrupted or delayed or the member’ s needs change. In addition providers of applicable services
shall provide for emergency backup staff.

Emergency plans are developed on the following basis:

- Providers must provide for emergency, back-up staff in applicable services.

- Interdisciplinary teams must identify in the service plan, as appropriate for the individual member health and safety
issues based on information gathered prior to the team meeting, including arisk assessment. Thisinformationis
incorporated into the service plan.

- The team identifies an emergency backup support and crisis response system to address problems or issues arising when
support services are interrupted or delayed, or the member’ s needs change.

Personal Emergency Response and Portable Locator Services are available under the waiver and it is encouraged that this
service be used as part of emergency backup plan when a scheduled support worker does not appear. Other providers
may be listed on the service plan as source of back up aswell. All participants choosing the self-direction option will
sign an individual risk agreement that permits the participant to acknowledge and accept certain responsibilities for
addressing risks.

The IME has developed a computer program named the Individualized Services Information System (1SIS) to support
HCBS programs. For fee-for-service members, this system assists the Medicaid Agency and the case manage and health
home coordinator with tracking information, and monitoring and approving the service plan. Through I SIS, case manager
or health home coordinator authorizes service and service payments on behalf of the member. There are certain pointsin

I SIS process that require contacting the designated DHS central office personnel. The case manager and health home
coordinator are responsible for the devel opment the service plan and the service plan is authorized through 1SIS, which is
the Medicaid Agency. (Refer to appendix A and H for I SIS system processes.)

M COs have processes to ensure the necessary risk assessments and mitigation plans are completed and made available to
all parties. Risk assessments and mitigation plans are completed during the individual’s service plan (ISP) team meeting.
The MCO Community Based Case Manager (CBCM) determines a members risk through a series of questions and
answers. Findings are documented in the Person Centered Treatment Plan. This form guides the CBCM to identify
member’s personal preferences for risk mitigation including back-up arrangements. The CBCM leads the | SP meeting,
ensuring that there is a back-up arrangement for each service identified. The member, ISP team members, and ancillary
providers receive a copy of the plan.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from
among qualified providers of the waiver servicesin the service plan.
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While information about qualified and accessible providersis available to members through the IME website, MCO
website, and/or MCO member services call center, the case manager, health home coordinator, community-based case
manager first identifies providers to the member and their interdisciplinary team during the person-centered service
planning process. Members are encouraged to meet with the available providers before making a selection. Members are
not restricted to choosing providers within their community. Information about qualified and accessible providersis also
available to members through their case manager, health home coordinator, community-based case manager, IME
website, and/or MCO website. If an MCO is unable to provide servicesto a particular member using contract providers,
the MCO isrequired to adequately and timely cover these services for that member using non-contract providers, for as
long as the MCO' s provider network is unable to provide them.

The MCOs are responsible for authorizing services for out-of-network care when they do not have an in-network provider
available within the contractually required time, distance and appointment availability standards. The MCO is
responsible for assisting the member in locating an out-of-network provider, authorizing the service and assisting the
member in accessing the service The MCO will also assist with assuring continuity of care when an in-network provider
becomes available. To ensure robust provider networks for members to choose from, MCOs are not permitted to close
provider networks until adequacy is fully demonstrated to, and approved by, the State. Further, members will be
permitted to change MCOs to the extent their provider does not ultimately contract with their MCO. Finally, MCOs are
required to submit to the State on aregular basis provider network reports including, but not limited to network geo-
access reports, 24- hour availability audit reports, provider-credentialing reports, subcontractor compliance summary
reports, and provider helpline performance reports.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i):

DHS has devel oped a computer program named the Individualized Services Information System (1SIS) to support HCBS
programs. This system assists DHS with tracking information, monitoring, and approving service plans for fee-for-
service members. (Refer to appendix A and H for 1SIS system processes.) On a monthly basis, the IME MSU conducts
service plan reviews. The selection size for the waiver has a 95% confidence level. Thisinfoisreported to CMS as part
of lowa’s performance measures.

The State retains oversight of the MCO service plan process through a variety of monitoring and oversight strategies as
described in Appendix D — Quality Improvement: Service Plan section. The IME has provided to each MCO a
statistically valid number of service plansto be reviewed for each waiver. Performance measures include health and
safety risks; plans revised when change in member needs; plans updated annually; amount, duration and funding sources
plus validation against documentation; choice of providers; and choice of services. MCOs are required to provide data on
aquarterly basisfor al performance measures. At any time the quarterly percentage islower than 86%, the MCO must
present aremediation plan or remediation results. IME staff review this data on a quarterly basis, and work with the
MCO staff to resolve compliance issues.

ISISwill only be utilized for fee-for-service members and quality data for managed care participants will be provided by
the MCOs.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess the
appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the review
and update of the service plan:

O Every three months or mor e frequently when necessary

O Every six months or mor e frequently when necessary
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®© Every twelve months or mor e frequently when necessary

O Other schedule
Foecify the other schedule:

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a
minimum period of 3 years as required by 45 CFR §92.42. Service plans are maintained by the following (check each that

applies):
M edicaid agency
[] Operating agency

Case manager
Other

Secify:
Case managers, Integrated Health Homes, and MCO community based case managers are responsible to maintain
copies of the service plans for aminimum of 3 years.

Service plans are stored by the Case managers, Integrated Health Homes, and MCO community based case
managersin their own systems and must be made available to all entities acting on behalf of Medicaid.

For FFS members, 1SIS also stores the authorized service plan information related to service, provider, units, rates,
and timeframe of authorization.

Appendix D: Participant-Centered Planning and Service Delivery
D-2: Service Plan Implementation and M onitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that are
used; and, (c) the frequency with which monitoring is performed.
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FFS

The case managers are responsible for monitoring the implementation of the service plan and the health and welfare of
fee-for-service members, including:

- Monitoring service utilization.

- Making at least one contact per month with the member, the member’slegal representative, the member’s family,
service providers, or another person, as necessary to develop or monitor the treatment plan.

- Make aface-to-face contact with the member at least once every three months.

- Participating in the development and approval of the service plan in coordination with the interdisciplinary team at least
annually or as needs change. If services have not been meeting member needs, the plan is changed to meet those needs.
The effectiveness of the emergency backup plan is also addressed as the service plan is devel oped.

The member is encouraged during the time of the service plan development to call the case manager or health home
coordinator, if there are any problems with either Medicaid or non-Medicaid services. The case manager will then follow
up to solve any problems. Monitoring service utilization includes verifying that:

- The member used the waiver service at least once a calendar quarter.

- The services were provided in accordance with the plan.

- The member isreceiving the level of service needed.

The SIS system is also used to assist with tracking information, monitoring services, and assuring services were
provided to fee-for-service members. If the member is not receiving services according to the plan or not receiving the
services needed, the member and other interdisciplinary team members and providers are contacted immediately.

The HCBS specialists (of the HCBS QA Unit) monitor the how member health and welfare is safeguarded, the degree of
service plan implementation; and the degree of interdisciplinary team involvement of the case manager, or health home
coordinator during the HCBS Quality Assurance review. Members are asked about their choice of provider, whether or
not the services are meeting their needs, whether staff and care coordinators are respecting their choice and dignity, if
they are satisfied with their services and providers, or whether they fedl safe where they receive services and live.

HCBS specialists also review the effectiveness of emergency back-up and crisis plans. These components are monitored
through quality oversight reviews of providers, member satisfaction surveys, complaint investigation, and critical incident
report follow-up. All providers are reviewed at |east once over afive-year cycle and members are surveyed at a 95%
confidence level. Information about monitoring results are compiled by the HCBS Quality Assurance and Technical
Assistance Unit on aquarterly basis. Thisinformation is used to make recommendations for improvements and training.

The IME MSU also conducts quality assurance reviews of member service plans at a 95% confidence level. These
reviews focus on the plan devel opment, implementation, monitoring, and documentation that is completed by the case
manager, CBCM, or health home coordinator. All service plans reviewed are assessed for member participation, whether
the member needs are accurately identified and addressed, the effectiveness of risk assessments and crisis plans, member
access to waiver and non-waiver services, aswell as coordination across providers to best serve the member’s needs.
Information about monitoring results are compiled by the IME MSU on a quarterly basis. Thisinformation isused to
make recommendations for improvements and training.

MCO

MCOs are responsible for monitoring the implementation of the service plan, including access to waiver and non-waiver
services, the quality of service delivery, and the health, safety and welfare of members and choice of service providers.
After theinitiation of servicesidentified in amember’s service plan, MCOs monitor the provision of services, to confirm
services have been initiated and are being provided on an ongoing basis as authorized in the service plan. At minimum,
the care coordinator must contact members within five business days of scheduled initiation of servicesto confirm that
services are being provided and that member’ s needs are being met. At a minimum, the community-based case manager
shall contact 1915(c) HCBS waiver members at least monthly either in person or by telephone with an interval of at least
fourteen (14) calendar days between contacts. Members shall be visited in their residence face-to-face by their care
coordinator at least quarterly with an interval of at least sixty (60) days between visits.

MCOs aso identify and address service gaps and ensure that back-up plans are being implemented and are functioning
effectively If problems are identified, MCOs complete a self-assessment to determine what additional supports, if any,
could be made available to assist the member. MCOs must devel op methods for prompt follow-up and remediation of
identified problems; policies and procedures regarding required timeframes for follow-up and remediation must be
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submitted to DHS for review and approval. Finally, any changesto a member’srisk are identified through an update to
the member’ s risk agreement. MCOs must report on monitoring results to the State.

In the event of non-compliance with service plan timelines, the MCO must: (i) immediately remediate all individual
findings identified through its monitoring process; (ii) track and trend such findings and remediation to identify systemic
issues of marginal performance and/or non-compliance; (iii) implement strategies to improve community-based case
management processes and resolve areas of non-compliance or member dissatisfaction; and (iv) measure the success of
such strategies in addressing identified issues.

If the MCO failsto develop a plan of care for HCBS waiver enrollees within the timeframe mutually agreed upon

between the MCO and the Agency in the course of Contract negotiations the MCO will be assessed a noncompliance fee
of $315 per occurrence.

b. Monitoring Safeguar ds. Select one:
® Entitiesand/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver servicesto the participant.

O Entitiesand/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may provide other direct waiver servicesto the participant.

The state has established the following safeguards to ensure that monitoring is conducted in the best interests of the
participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans
for waiver participants.

i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants assessed needs (including health and safety risk
factors) and personal goals, either by the provision of waiver services or through other means.

Perfor mance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

SP-a: The IME shall measurethe number and percent of service plansthat

accur ately reflect the member's assessed needs. The assessed needs must include, at a
minimum, personal goals, health risks, and safety risks. Numerator = # of service
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personal goals. Denominator = # of reviewed service plans.

Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:

per son-center ed plans and theresults of the department approved assessment

Responsible Party for
data
collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid LI weekly [ 100% Review
Agency
[] Operating Agency Monthly Lessthan 100%

Review

[ Sub-State Entity

Quarterly

Representative
Sample
Confidence
Interval =

95% +/- 5%

Other
Specify:

Contracted Entity
including MCO

[] Annually

Stratified
Describe Group:

IA.0299 - B
(6%)

IA.0213-
AIDS/HIV
(.05%)

IA.0242 - 1D
(47%)

IA.0345 - PD
(4%)

IA.0819 - CMH
(4%)

IA.4111 - HD
(9%)

IA.4155 -
Elderly (30%)

[ Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[ Sub-State Entity Quarterly
] Other
Specify:
[] Annually

[] Continuously and Ongoing

[ Other
Specify:

b. Sub-assurance: The State monitors service plan development in accordance with its policies and
procedures.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

. Sub-assurance: Service plans are updated/revised at least annually or when warranted by changesin the
waiver participants needs.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
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analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or_conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

SP-c2: The IME will measurethe number and percent of service planswhich are
updated on or beforethe member's annual due date. Numerator = # of service plans
updated prior to due date; Denominator = # of service plansreviewed.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

per son-center ed plans and the results of the department approved assessment

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
[ state Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency Monthly Lessthan 100%
Review
] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =

95% +/- 5%

Other [] Annually Stratified
Specify: Describe Group:

Medicaid contracted 1A.0299 - BI
entity including (6%)

MCO 1A.0213-
AIDS/HIV
(.05%)
1A.0242 - ID
(47%)
1A.0345 - PD
(4%)

1A.0819 - CMH
(4%)

1A.4111 - HD
(9%)

1A.4155 -
Elderly (30%)

[] Continuously and [] Other
Ongoing Specify:
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[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[] Annually

[ Continuously and Ongoing

[ Other
Specify:

Performance Measure;

SP-c1: TheME will measure the number and percent of service planswhich were
revised when warranted by a changein the member’s needs. Numerator = # of service
plansupdated or revised when warranted by changesto the member’s needs.
Denominator = # of reviewed service plansthat indicate a change in member needs.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

per son-center ed plans and the results of the department approved assessment

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

(check each that applies):
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[ state Medicaid
Agency

[T weexly

L1 10006 Review

[] Operating Agency

Monthly

L ess than 100%
Review

[] Sub-State Entity

[] Quarterly

Representative
Sample
Confidence
Interval =

95% +/- 5%

Other
Specify:

Contracted Entity
including MCO

[ Annually

Stratified
Describe Group:

1A.0299 - BI
(6%)

1A.0213-
AIDSHIV
(.05%)

1A.0242 - 1D
(47%)

IA.0345 - PD
(4%)

IA.0819 - CMH
(4%)

IA.4111 - HD
(9%)

IA.4155 -
Elderly (30%)

[] Continuously and
Ongoing

[] Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency

[T weekly
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[ Annually

[ Continuously and Ongoing

[] Other
Specify:

d. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration and frequency specified in the service plan.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

SP-d1: The IME will measurethe number and percent of members' service plansthat
identify type, scope & frequency of all servicesauthorized in the service plan
Numerator: # members service plansthat identify type, scope and frequency of all
services authorized in the service plan Denominator = # of service plansreviewed.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

Service plans arerequested from the case managers, with service provision
documentation requested from providers

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

(check each that applies):

[ state Medicaid [T weekly [ 100% Review
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Agency

[] Operating Agency Monthly Lessthan 100%
Review

] Sub-State Entity [] Quarterly Representative

Sample
Confidence
Interval =

95% +/- 5%

Other LI Annually Stratified
Specify: Describe Group:

Contracted Entity 1A.0299 - Bl
including MCO (6%)
IA.0213-
AIDSHIV
(.05%)
1A.0242 - 1D
(47%)
IA.0345 - PD
(4%)

|A.0819 - CMH
(4%)

IA.4111 - HD
(9%)

IA.4155 -
Elderly (30%)

[] Continuously and [] Other

Ongoing Specify:
[] Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[] Sub-State Entity Quarterly
[ Other
Specify:
[] Annually

[ Continuously and Ongoing

[ Other
Specify:

e. Sub-assurance: Participants are afforded choice: Between/among waiver services and providers.

Perfor mance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance M easure:

SP-el: The IME will measurethe number and per centage of membersfrom the
HCBS I PES who responded that they had a choice of services. Numerator = # of IPES
respondents who responded that they had a choice of services; Denominator = # of
IPESrespondentsthat answered the question asking if they had a choice of services.

Data Sour ce (Select one):

Analyzed collected data (including surveys, focus group, interviews, etc)
If 'Other" is selected, specify:

FSHCBSUNIT QA survey dataand MCO I PES databases

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):

[ state Medicaid [ weekly [ 100% Review

Agency
[] Operating Agency Monthly Lessthan 100%
Review
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[ Sub-State Entity

[ Quarterly

Representative
Sample
Confidence
Interval =

95% +/- 5%

Other
Specify:

Contracted Entity
including MCO

[] Annually

Stratified
Describe Group:

IA.0299 - Bl
(6%)
1A.0213-
AIDS/HIV
(.05%)
1A.0242 - ID
(47%)
IA.0345 - PD
(4%)

1A.0819 - CMH
(4%)

1A.4111 - HD
(9%)

1A.4155 -
Elderly (30%)

[l Other
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[ Continuously and

Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency

[T Weekly

] Operating Agency

[] Monthly

[] Sub-State Entity

Quarterly

[ Other
Specify:

[ Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

[] Continuously and Ongoing

[ Other
Specify:

Performance Measure:

SP-e2: The IME will measure the number and per centage of service plansfrom the
HCBS QA survey review that indicated the member had a choice of HCBS service
providers. Numerator: Thetotal number of service plansreviewed which
demonstr ate choice of HCBS service providers; Denominator: Thetotal number of
service plansreviewed.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

FFS QA review of service plan stored in OnBase. MCO review services plans
available through their system.

Responsible Party for Freguency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
[J state Medicaid [ weekly [ 100% Review
Agency
[] Operating Agency Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =

95% +/-5%

Other [] Annually Stratified
Specify: Describe Group:

Contracted Entity
including MCO
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IA.0299 - B
(6%)

IA.0213-
AIDS/HIV
(.05%)

IA.0242 - 1D
(47%)

IA.0345 - PD
(4%)

IA.0819 - CMH
(4%)

IA.4111 - HD
(9%)

IA.4155 -
Elderly (30%)

[ Continuously and
Ongoing

[l Other

Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data

Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):

that applies):
State Medicaid Agency L1 weekly
[] Operating Agency [] Monthly

[ Sub-State Entity

Quarterly

[ Other
Specify:

[ Annually

[] Continuously and Ongoing

[ Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the

State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

The Medical Services Unit utilizes criteriato grade each reviewed service plan component. If it is determined that
the service plan does not meet the standards for component(s), the case manager is notified of deficiency and
expectations for remediation. MCOs are responsible for oversite of service plans for their members.

In reference to SP-el, if member answers‘ No or | don't know’ to this IPES question, afollow-up letter is sent to
the case manager to ensure member is participating in Person Centered Planning. Person Centered Planning is
also monitored by the HCBS QA Unit through the MCO Community Based Case Managed (CMCB)
Interdisciplinary Team (IDT) Ride Along process. The QA staff participatesin arandom selection of IDT
meetings and then follows up to ensure that the final authorized plan agrees with the plan agreed upon by the IDT.
The HCBS Quality Oversight Unit has identified questions and answers that demand additional attention. These
guestions are considered urgent in nature and are flagged for follow-up. Based on the responses to these flagged
guestions, the HCBS interviewer performs education to the member at the time of the interview and requests
additional information and remediation from the case manager.

General methods for problem correction at a systemic level include informational |etters, provider training,
collaboration with stakeholders and changesin policy.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

The Medical Services Unit utilizes criteriato grade each reviewed service plan component. If it is determined that
the service plan does not meet the standards for component(s), the case manager is notified of deficiency and
expectations for remediation. MCOs are responsible for oversite of service plans for their members.

In reference to SP-el, if member answers‘ No or | don't know’ to this IPES question, afollow-up letter is sent to
the case manager to ensure member is participating in Person Centered Planning. Person Centered Planning is
also monitored by the HCBS QA Unit through the MCO Community Based Case Managed (CMCB)
Interdisciplinary Team (IDT) Ride Along process. The QA staff participatesin arandom selection of IDT
meetings and then follows up to ensure that the final authorized plan agrees with the plan agreed upon by the IDT.
The HCBS Quality Oversight Unit has identified questions and answers that demand additional attention. These
questions are considered urgent in nature and are flagged for follow-up. Based on the responses to these flagged
questions, the HCBS interviewer performs education to the member at the time of the interview and requests
additional information and remediation from the case manager.

General methods for problem correction at a systemic level include informational letters, provider training,
collaboration with stakeholders and changesin policy.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [T weekly
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Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
Other
e [ Annually
contracted entity

[] Continuously and Ongoing

[] Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational .

® No

O Yes
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

® Yes Thiswaiver provides participant direction opportunities. Complete the remainder of the Appendix.
O No. Thiswaiver does not provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMSurges states to afford all waiver participants the opportunity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services, a participant-managed budget
or both. CMSwill confer the Independence Plus designation when the waiver evidences a strong commitment to participant
direction.

Indicate whether I ndependence Plus designation isrequested (select one):

O Yes Thestate requeststhat thiswaiver be considered for Independence Plus designation.
® No. I ndependence Plus designation is not requested.

Appendix E: Participant Direction of Services
E-1. Overview (1 of 13)

a. Description of Participant Direction. In no more than two pages, provide an overview of the opportunities for participant
direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take
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advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports that
they provide; and, (d) other relevant information about the waiver's approach to participant direction.
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lowa offers two self-direction services for members regardless of delivery (FFS members or MCO members)—the
Consumer Choices Option (CCO) and Consumer Directed Attendant Care (CDAC) service. Thereis no difference in how
the CCO and CDAC services work with the MCO and FFS members. The MCO per member/per month capitation does
not affect the self-direction process; and the capitation does not affect the amount of budget available to the member.

Consumer Choices Option (CCO)

The CCO offers both employer and budget authority to the member self-directing services. At the time of service plan
development and/or at the member’ s request, the member has the option to convert the following servicesinto an
individualized self-direction budget based on services that are authorized in their service plan: (1) consumer-directed
attendant care (unskilled); (2) home and vehicle modification; (3) specialized medical equipment; and (4) transportation.

CCO gives members control over atargeted amount of waiver dollars. Under CCO amember may convert specific
waiver services that have been authorized in the member’s service plan to create an individual monthly budget.
Members that choose to use CCO will use the individual monthly budget to meet their assessed needs by directly hiring
employees or purchase other goods and services. A member may use the following three types of self-direction services
to meet their assessed needs: (1) self-directed personal care services; (2) self-directed community supports and
employment; and (3) individual-directed goods and services.

If any of these options are elected, an Independent Support Broker (ISB) and Financial Management Service (FMS), by
State administrative rule, must be involved. Two budgets will be developed as aresult of the service plan development
traditional services budget (includes traditional services for which the member does not have budget or employer
authority) and the individual budget (includes services and supports for which the member does have budget and
employer authority). Self-directed personal care services are services and/or goods that provide arange of assistance in
the member’ s home or community, as well as activities of daily living and incidental activities of daily living that help
the member remain in their home and in their community. Self-directed Community Supports and Employment are
services that support the member in devel oping and maintaining life and community integration. Individual-directed
goods and services are services, equipment or supplies not otherwise provided through the Medicaid State Plan that
address an identified need in the service plan. Theitem or services would decrease the need for other Medicaid services,
and/or promote inclusion in the community, and/or increase the member’s safety in the community or home.

Members have authority over the individual authorized budget to perform the following tasks: (1) contract with entitiesto
provide services and support; (2) determine the amount to be paid for services with the exception of the independent
support broker and the financial management service whereas reimbursement rates are subject to the limitsin 441 lowa
Administrative Code Chapter 79.1(2); (3) schedule the provision for services; (4) authorize payment for waiver goods
and services identified in the individual budget; and (5) reallocate funds among services included in the budget.
Individual monthly budget development includes the costs of the FM S, 1SB, and any services and supports chosen by the
member as optional service components.

All members choosing CCO will work with an 1SB who will help them plan for their individual budget and services. The
ISB works at the direction of the member and assists the member with their budget. For example, the ISB may help
develop amonthly budget, recruit and interview potential employees, or assist with required paperwork. TheISB is
required to attend an | SB training prior working with members. The ISB cannot be the guardian, power of attorney, or a
provider of service to the member, to avoid potential conflicts of interest.

Per 441 lowa Administrative Code 78.34(13)"k,” the ISB “shall perform the following services as directed by the
member or the member’ s representative;

(1) Assist the member with devel oping the member’sinitial and subsequent individual budgets and with making any
changes to the individual budget.

(2) Have monthly contact with the member for the first four months of implementation of theinitial individual budget
and have quarterly contact thereafter.

(3) Complete the required employment packet with the financial management service.

(4) Assist with interviewing potential employees and entities providing services and

supportsif requested by the member.

(5) Assist the member with determining whether a potential employee meets the qualifications necessary to perform the
job.

(6) Assist the member with obtaining a signed consent from a potential employee to conduct background checks if
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regquested by the member.

(7) Assist the member with negotiating with entities providing services and supports if requested by the member.

(8) Assist the member with contracts and payment methods for services and supports if requested by the member.

(9) Assist the member with devel oping an emergency backup plan. The emergency backup plan shall address any health
and safety concerns.

(10) Review expenditure reports from the financial management service to ensure that services and supportsin the
individual budget are being provided.

(11) Document in writing on the independent support broker timecard every contact the broker has with the member.
Contact documentation shall include information on the extent to which the member’ sindividual budget has addressed
the member’ s needs and the satisfaction of the member.”

Members will also work with an FMS provider that will receive Medicaid funds on behalf of the member. The FMSisa
Medicaid provider, and receives an electronic funds transfer (EFT) on a monthly basis for the member’s monthly budget
amount. The FMS isresponsible for paying all employer taxes asrequired. Employees of the member are required to
submit timecards within thirty days of providing the service for payment. The member’s monthly budget includes a
monthly per member, per month fee for the FM S provider, with the remainder designated for the purchase of goods and
services for the participant. Per 441 lowa Administrative Code 78.34(13)"1,” the FM S “shall perform all of the following
services:

(1) Receive Medicaid fundsin an electronic transfer.

(2) Process and pay invoices for approved goods and servicesincluded in the individual budget.

(3) Enter the individual budget into the Web-based tracking system chosen by the department and enter expenditures as
they are paid.

(4) Provide real-time individual budget account balances for the member, the independent support broker, and the
department, available at a minimum during normal business hours (9 am. to 5 p.m., Monday through Friday).

(5) Conduct criminal background checks on potential employees pursuant to 441—Chapter 119.

(6) Verify for the member an employee’ s citizenship or alien status.

(7) Assist the member with fiscal and payroll-related responsibilitiesincluding, but not limited to:

1. Verifying that hourly wages comply with federal and state labor rules.

2. Collecting and processing timecards.

3. Withholding, filing, and paying federal, state and local income taxes, Medicare and Social Security (FICA) taxes, and
federal (FUTA) and state (SUTA) unemployment and disability insurance taxes, as applicable.

4. Computing and processing other withholdings, as applicable.

5. Processing all judgments, garnishments, tax levies, or other withholding on an employee’s pay as may be required by
federal, state, or local laws.

6. Preparing and issuing employee payroll checks.

7. Preparing and disbursing IRS Forms W-2 and W-3 annually.

8. Processing federal advance earned income tax credit for eligible employees.

9. Refunding over-collected FICA, when appropriate.

10. Refunding over-collected FUTA, when appropriate.

(8) Assist the member in completing required federal, state, and local tax and insurance forms.

(9) Establish and manage documents and files for the member and the member’s employees.

(10) Monitor timecards, receipts, and invoices to ensure that they are consistent with the individual budget. Keep records
of al timecards and invoices for each member for atotal of five years.

(11) Provide to the department, the independent support broker, and the member monthly and quarterly status reports that
include a summary of expenditures paid and amount of budget unused.

(12) Establish an accessible customer service system and a method of communication for the member and the
independent support broker that includes alternative communication formats.

(13) Establish a customer services complaint reporting system.

(14) Develop apolicy and procedures manual that is current with state and federal regulations and update as necessary.
(15) Develop a business continuity plan in the case of emergencies and natural disasters.

(16) Provide to the department an annual independent audit of the financial management service.

(17) Assist in implementing the state’ s quality management strategy related to the financial management service.”

A utilization adjustment factor (UAF) is used to adjust the CCO budget to reflect statewide average cost and usage of
waiver services. Annually, the Department determines the average cost for each waiver service. The average service cost

is used to determine the “ cap amount” of the CCO budget. The cap amount is used to ensure the member stays within the
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program dollar cap limits within each waiver. The department also determines the percentage of services that are used,
compared to what is authorized within awaiver service plan. This percentage is applied to the cap amount to determine
the CCO “budget amount”. The budget amount is the total funds available to the member in the monthly CCO budget.
This UAF includes all HCBS waiver members in the calculation, not just members participating in CCO.

The member may choose to set aside a certain amount of the budget each month to save towards purchasing additional
goods or services they cannot buy from the normal monthly budget. A savings plan must be developed by the member,
and approved by DHS prior to implementation. The good or service being saved for must be an assessed need identified
in the member’ s service plan.

Consumer Directed Attendant Care (CDAC)

The CDAC service began in lowain 1996 and was the first attempt by the State to offer self-directed services. CDAC is
comprised of 2 components: CDAC-Skilled and CDAC-Unskilled. Both components offer self-directed services.
CDAC-Skilled offers the member employer authority only. CDAC-Unskilled provides both the employer authority and
the budget authority. See Appendix C for service description and provider qualifications. All CDAC providers are
enrolled Medicaid providers, and may be an individual employee or an agency. There areno FMSor |SB servicesto
support the CDAC service, and the enrolled CDAC provider performs all billing through the Medicaid MMIS systems.
The member is responsible for completing the CDAC agreement with the CDAC provider. The CDAC agreement
identifies the personal care servicesthat will be performed. The member isresponsible for hiring, directing, and
supervising the CDAC provider to assure their identified needs are being met.

Appendix E: Participant Direction of Services
E-1. Overview (2 of 13)

b. Participant Direction Opportunities. Specify the participant direction opportunities that are available in the waiver.
Select one:

O Partici pant: Employer Authority. As specified in Appendix E-2, Item a, the participant (or the participant's
representative) has decision-making authority over workers who provide waiver services. The participant may
function as the common law employer or the co-employer of workers. Supports and protections are available for
participants who exercise this authority.

O Partici pant: Budget Authority. As specified in Appendix E-2, Item b, the participant (or the participant's
representative) has decision-making authority over a budget for waiver services. Supports and protections are
available for participants who have authority over a budget.

® Both Authorities. The waiver provides for both participant direction opportunities as specified in Appendix E-2.
Supports and protections are available for participants who exercise these authorities.

c. Availability of Participant Direction by Type of Living Arrangement. Check each that applies:

Participant direction opportunities are available to participantswho livein their own privateresidence or the
home of a family member.

Participant direction opportunities are available to individualswho residein other living arrangementswhere
services (regardless of funding source) are furnished to fewer than four persons unrelated to the proprietor.

[] The participant direction opportunities ar e available to personsin the following other living arrangements

Specify these living arrangements:

Appendix E: Participant Direction of Services
E-1. Overview (3 of 13)
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d. Election of Participant Direction. Election of participant direction is subject to the following policy (select one):

O waiver is designed to support only individuals who want to direct their services.

® Thewaiver isdesigned to afford every participant (or the participant's representative) the opportunity to
elect to direct waiver services. Alternate service delivery methods are available for participants who
decide not to direct their services.

O Thewaiver isdesigned to offer participants (or their representatives) the opportunity to direct some or
all of their services, subject to the following criteria specified by the state. Alternate service delivery
methods ar e available for participantswho decide not to direct their servicesor do not meet thecriteria.

Foecify the criteria

Appendix E: Participant Direction of Services
E-1. Overview (4 of 13)

e. Information Furnished to Participant. Specify: (a) the information about participant direction opportunities (e.g., the
benefits of participant direction, participant responsibilities, and potential liabilities) that is provided to the participant (or
the participant's representative) to inform decision-making concerning the election of participant direction; (b) the entity or
entities responsible for furnishing this information; and, (¢) how and when this information is provided on atimely basis.

Self-direction training and outreach materials are available through the IME website and MCOs. Materialsinclude
information on the benefits, responsibilities, and liabilities of self-direction. A brochure about this option has been
developed and includes information about the benefits, responsibilities, and liabilities. This brochureis available at all the
local DHS offices, the DHS website, and has been distributed to other community agencies. The participant may aso call
IME Member Services and request to have the brochure mailed directly to them. All members must sign an informed
consent contract and a risk agreement that permits the member to acknowledge and accept certain responsibilities for
addressing risks.

The case manager, health home coordinator, or community-based case manager is required to discuss this option along
with the benefits, responsibilities and liabilities at the time of the service plan development and/or any time the member’'s
needs change. This resultsin information about member direction activities being reviewed, at least annually, with the
member. This option isintended to be very flexible; members can choose this option at any time. Once given
information about this option, the member can immediately elect this option, or can elect to continue or start with
traditional servicesinitially and then change to self-direction at alater date.

MCOs must also provide ongoing member or representative training upon request and/or if it is determined a member
needs additional training. Training programs are designed to address the following: (i) understanding the role of
members and/or representatives in self-direction; (ii) selecting and terminating providers; (iii) being an employer and
managing employees; (iv) conducting administrative tasks such as staff evaluations and approval of time sheets; (v)
scheduling providers; and (vi) back-up planning. All MCO training and education materials are subject to review and
approval by the State.

To give the member an opportunity to locate providers and supports, the service plan can reflect that traditional services
will begin at the start date of the service plan and the self-directed services and supports will begin at alater date. This
does not require achangein the service plan. Members can elect self-direction and then elect to go back to traditional
services at any time. The case manager, health home coordinator, or community-based case manager is responsible for
informing the member of their rights and responsibilities. All self-directed services and supports must begin on the first
of amonth.

Appendix E: Participant Direction of Services
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f. Participant Direction by a Representative. Specify the state's policy concerning the direction of waiver servicesby a
representative (select one):

O The state does not providefor the direction of waiver servicesby arepresentative.

® Thesgate providesfor thedirection of waiver services by representatives.

Specify the representatives who may direct waiver services. (check each that applies):

Waiver servicesmay be directed by a legal representative of the participant.

Waiver servicesmay be directed by a non-legal representative freely chosen by an adult participant.

Specify the policies that apply regarding the direction of waiver services by participant-appointed
representatives, including safeguards to ensure that the representative functions in the best interest of the
participant:

Services may be self-directed by anon-legal representative freely chosen by an adult member. The policies
described in this section apply to both the fee-for-service and managed care delivery systems. |f the member
selects anon-legal representative, the representative cannot be a paid provider of services and must be eighteen
years or age or older. The member and the representative must sign a consent form designating who they have
chosen astheir representative and what responsibilities the representative will have. The choice must be
documented in the member’ s file and provided to the member and their representative. At a minimum, the
representative’ s responsibilities include ensuring decisions made do not jeopardize the health and welfare of the
member and ensuring decisions made do not financially exploit the member.

The IME uses a quality assurance process to interview membersin order to determine whether or not the
representative has been working in their best interest. The interviews are completed primarily by telephone and
may be completed in-person if requested. Theinterviews are conducted as an ongoing QA activity and are used
to ensure that members' needs are met and that services are provided. QA interviews are completed monthly
with arandomly selected representative sample of members. The interview sample selection size assures a
95% confidence level in the results of the interviews.

In addition, the Independent Support Broker provides monitoring of health and safety. The member’s case
manager, CBCM, or health home coordinator is responsible to assess individual needs and monitor service
delivery to assure that the member’s health and safety are being addressed. Case managers, CBCMs, and health
home coordinators routinely review how services are being provided and monitor services to assure the
member’ s needs are being met, including how the representative is performing.

MCOs are contractually required to maintain quality assurance processes to ensure that the representative
functionsin the best interest of the member. These quality assurance processes are subject to DHS review and
approval and include, but are not limited to, monthly member interviews, to assess whether a non-legal
representative is working in the best interest of the member. DHS provides additional oversight in accordance
with the HCBS quality improvement strategy.

Appendix E: Participant Direction of Services

E-1. Overview (6 of 13)

g. Participant-Directed Services. Specify the participant direction opportunity (or opportunities) available for each waiver

service that is specified as participant-directed in Appendix C-1/C-3.

Waiver Service

Employer Authority

Budget Authority

Individual Directed Goods and Services

Transportation
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Waiver Service Employer Authority |Budget Authority

Specialized Medical Equipment

X]
X]

Home and Vehicle M odification

X]

Consumer -Directed Attendant Care (Skilled)

X
X [

Self Directed Personal Care

X
X

Consumer-Directed Attendant Care (Unskilled)

X]
X]

Self-directed Community Support and Employment

X]
X]

Independent Support Broker

Appendix E: Participant Direction of Services
E-1. Overview (7 of 13)

h. Financial M anagement Services. Except in certain circumstances, financial management services are mandatory and
integral to participant direction. A governmental entity and/or another third-party entity must perform necessary financial
transactions on behalf of the waiver participant. Select one:

® Yes Financial Management Servicesare furnished through athird party entity. (Complete item E-1-i).

Specify whether governmental and/or private entities furnish these services. Check each that applies:

] Governmental entities
Private entities

O No. Financial M anagement Services are not furnished. Standard Medicaid payment mechanisms are used. Do
not complete Item E-1-i.

Appendix E: Participant Direction of Services
E-1. Overview (8 of 13)

i. Provision of Financial Management Services. Financial management services (FMS) may be furnished as awaiver
service or as an administrative activity. Select one;

® FMSarecovered asthewaiver service specified in Appendix C-1/C-3

The waiver service entitled:
Financial Management Service

O FMSare provided as an administrative activity.
Provide the following information

i. Types of Entities: Specify the types of entities that furnish FM S and the method of procuring these services:
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Entities providing FM'S must be cooperative, not-for-profit member owned and controlled, federally insured
financial ingtitution that is and charged by either the National Credit Union Administration or the Credit Union
Division of the lowa Department of Commerce. The FMS must successfully pass a readiness review of
certification by DHS or afinancial institution charted by the Office if the Comptroller of the Currency, a Bureau
of the United States Department of the Treasury, is a member of the Federal Reserve; and/or is federally insured
by the Federal Deposit Corporation. Further, the entity must be enrolled as a Medicaid provider. Once enrolled
and approved as a Medicaid provider, the FMS will receive Medicaid funds in an electronic transfer and will pay
all service providers and employees electing the self-direction option.

MCOs are responsible for contracting with an FM S entity or entities to assist members who elect to self-direct.
All MCO contracted FM S entities must meet the requirements documented in this section. Under the managed

care delivery system, the FM S entity contracted with the MCO is responsible for the same functions as under the
fee-for-service model.

ii. Payment for FM S. Specify how FMS entities are compensated for the administrative activities that they perform:

The FMSis paid amonthly fee for their services.

iii. Scope of FM S. Specify the scope of the supports that FM S entities provide (check each that applies):

Supports furnished when the participant is the employer of direct support workers:

Assist participant in verifying support worker citizenship status
Collect and process timesheets of support workers

Process payroll, withholding, filing and payment of applicable federal, state and local employment-
related taxes and insurance

] Other

Specify:

Supports furnished when the participant exercises budget authority:

Maintain a separ ate account for each participant's participant-directed budget
Track and report participant funds, disbursements and the balance of participant funds
Process and pay invoicesfor goods and services approved in the service plan

Provide participant with periodic reports of expenditures and the status of the participant-dir ected
budget

[] Other servicesand supports

Specify:

Additional functiong/activities:

Execute and hold Medicaid provider agreements as authorized under a written agreement with the
Medicaid agency

Receive and disburse fundsfor the payment of participant-directed services under an agreement
with the M edicaid agency or operating agency
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Provide other entities specified by the state with periodic reports of expendituresand the status of
the participant-directed budget

[ Other

Specify:

iv. Oversight of FM S Entities. Specify the methods that are employed to: (a) monitor and assess the performance of
FMS entities, including ensuring the integrity of the financial transactions that they perform; (b) the entity (or
entities) responsible for this monitoring; and, (c) how frequently performance is assessed.

IME provides oversight of the FM S entities and monitors their performance yearly. Oversight is conducted
through an annual self-assessment, and an on-site review completed by DHS or by a designated IME unit. As
noted above, FM S entities must also be enrolled as Medicaid providers. The MCOs are required to mirror this
oversight process for their FM S entities and the IME reviews for compliance and monitors outcomes.

Appendix E: Participant Direction of Services
E-1: Overview (9 of 13)

j- Information and Assistancein Support of Participant Direction. In addition to financial management services,
participant direction is facilitated when information and assistance are available to support participants in managing their
services. These supports may be furnished by one or more entities, provided that there is no duplication. Specify the
payment authority (or authorities) under which these supports are furnished and, where required, provide the additional
information requested (check each that applies):

Case Management Activity. Information and assistance in support of participant direction are furnished as an
element of Medicaid case management services.

Foecify in detail the information and assistance that are furnished through case management for each participant
direction opportunity under the waiver:

The case manager, health home coordinator, or community-based case manager provides the waiver member with
information and assi stance with choosing the CCO program or CDAC service as part of the person centered service
planning process. The case manager, health home coordinator, or community-based case manager also assists the
member in locating an Individual Support Broker to assist with the planning and managing a monthly CCO budget
and is responsible for monitoring the delivery of goods and services asidentified in the service plan.

The CCO program conducts regular CCO webinars to provide case managers, health home coordinators,
community-based case managers, and | SB’ s with information on understanding and implementing the CCO
program. The webinars also identify self-direction issues that have been identified through quality assurance
activities. All case managers, health home coordinators, and community-based case managers are welcome to attend
the webinars, which are also recorded and made available for those unable to attend.

The CDAC service began in lowain 1996 and was the first attempt by the State to offer self-directed services.
CDAC is a self-directed service that offers the member employer authority only. There are two CDAC services—
skilled and unskilled. See Appendix C for service description and provider qualifications. All CDAC providers are
enrolled Medicaid providers, and may be an individual employee or an agency. Thereareno FMS or I SB services
to support the CDAC service, and the enrolled CDAC provider performs all billing through the Medicaid MMIS
systems. The member is responsible for completing the CDAC agreement with the CDAC provider. The CDAC
agreement identifies the personal care services that will be performed. The member is responsible for hiring,
directing, and supervising the CDAC provider to assure their identified needs are being met.
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Waiver Service Coverage.

Information and assistance in support of

participant direction are provided through the following waiver service coverage(s) specified in Appendix C-1/C-3
(check each that applies):

Information and Assistance Provided through this Waiver Service

Participant-Directed Waiver Service
Coverage

Individual Directed
Goods and Services

Financial
M anagement Services

X]

Per sonal
Emergency Response

Transportation

Specialized
Medical Equipment

Home and Vehicle
Modification

Consumer -
Directed Attendant Care (Skilled)

Self Directed
Personal Care

Ororojgl o

X]

Consumer -
Directed Attendant Care (Unskilled)

Self-directed
Community Support and Employment

Independent
Support Broker

[

X]

Administrative Activity. Information and assistance in support of participant direction are furnished as an

administrative activity.

Soecify (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated; (c)
describe in detail the supports that are furnished for each participant direction opportunity under the waiver; (d) the
methods and frequency of assessing the performance of the entities that furnish these supports; and, (€) the entity or
entities responsible for assessing performance:

Through a contract with the lowa Medicaid Enterprise (IME) the HCBS Quality Assurance and Technical
Assistance Unit provides support and assistance to case managers, health home coordinators, community-based case
managers, members, providers, 1SBs, and others needing information about HCBS waiver programs. Thisincludes
the self-direction program. The technical assistance provided includes devel oping and conducting regularly
scheduled webinar trainings, developing and implementing required 1SB training and answering questions from the
field about the CCO program.

The Quality Assurance and Technical Assistance contract is procured through a competitive bidding process. A
request for proposal isissued every three yearsto solicit bids. The RFP specifies the scope of work to be completed
by the contractor. The RFP process also includes a pricing component to assure that the contractor isreimbursed in
an amount that assures performance outcomes are achieved in a cost effective manner.

The Quality Assurance and Technical Assistance contract is managed by an IME state employee. This employee
acts as the contract manager and manages the day-to-day operations of the contract to assure compliance with the
performance outcomes of the contract. Contract reports are received by the IME monthly, quarterly and annually on
the performance measures of the contract. Any performance issues that arise are addressed with the Quality
Assurance and Technical Assistance Unit contract manager to make corrections and improve performance.

Appendix E: Participant Direction of Services
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k. Independent Advocacy (select one).

® No. Arrangements have not been made for independent advocacy.

O Yes Independent advocacy is available to participants who dir ect their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:

Appendix E: Participant Direction of Services
E-1. Overview (11 of 13)

|. Voluntary Termination of Participant Direction. Describe how the state accommodates a participant who voluntarily
terminates participant direction in order to receive services through an alternate service delivery method, including how
the state assures continuity of services and participant health and welfare during the transition from participant direction:

Members may receive traditional waiver services, aswell as services and supports under an individual budget for self-
direction. Any waiver member may voluntarily discontinue the self-direction option at any time, regardless of delivery
system (FFS members or MCO members). The member will continue to be eligible for services as specified in the
service plan, regardless of whether they select the self-direction option. A new service plan will be developed if the
member’s needs change or if they voluntarily discontinue the self-direction option. The case manager, health home
coordinator, or community-based case manager will work with the member to ensure that services are in place and that
service continuity is maintained.

Appendix E: Participant Direction of Services
E-1: Overview (12 of 13)

m. Involuntary Termination of Participant Direction. Specify the circumstances when the state will involuntarily
terminate the use of participant direction and require the participant to receive provider-managed services instead,
including how continuity of services and participant health and welfare is assured during the transition.

For fee-for-service enrollees, case managers or health home coordinators will terminate use of the self-direction option
any timethere is substantial evidence of Medicaid fraud or obvious misuse of funds. Involuntary termination can also
occur if the case manager or health home coordinator is not able to verify the types of services provided and the outcome
of those services. If the member and their representative are both found unable to self-direct, the member will be
transitioned to regular waiver services. The member has the right to appeal any adverse action taken by the case manager
or health home coordinator to terminate self-directed services and is subject to the grievance and appeal s protections
outlined in Appendix F. The case manager or health home coordinator will develop anew service plan and assure
alternative services are in place to maintain service.

MCOs may only initiate involuntarily termination of a member’s use of the self-direction option if there is evidence of
Medicaid fraud or misuse of funds, or if the MCO determines there is arisk to the member’ s health or safety. Under
these conditions, MCOs are required to submit arequest to DHS for review and approval to involuntarily terminate.
Requests must contain sufficient documentation regarding the rationale for termination. Upon DHS approval, MCOs
must notify the member and facilitate a seamless transition to traditional waiver servicesto ensure there are no
interruptions or gapsin service delivery.

Appendix E: Participant Direction of Services
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E-1: Overview (13 of 13)

n. Goalsfor Participant Direction. In the following table, provide the state's goals for each year that the waiver isin effect
for the unduplicated number of waiver participants who are expected to elect each applicable participant direction
opportunity. Annually, the state will report to CM S the number of participants who elect to direct their waiver services.

TableE-1-n

Budget Authority Only or Budget Authority in Combination
with Employer Authority

Employer Authority Only

Waiver
Year

o —
EE — E
o — 9
ot —
EE —

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant Direction (1 of 6)

Number of Participants Number of Participants

a. Participant - Employer Authority Complete when the waiver offers the employer authority opportunity as indicated in
Item E-1-b:

i. Participant Employer Status. Specify the participant's employer status under the waiver. Select one or both:

[ Participant/Co-Employer. The participant (or the participant's representative) functions as the co-employer
(managing employer) of workers who provide waiver services. An agency is the common law employer of
participant-selected/recruited staff and performs necessary payroll and human resources functions. Supports
are available to assist the participant in conducting employer-related functions.

Specify the types of agencies (a.k.a., agencies with choice) that serve as co-employers of participant-sel ected
staff:

Participant/Common Law Employer. The participant (or the participant's representative) is the common law
employer of workers who provide waiver services. An IRS-approved Fiscal/Employer Agent functions as the
participant's agent in performing payroll and other employer responsibilities that are required by federal and
state law. Supports are available to assist the participant in conducting employer-related functions.

ii. Participant Decision M aking Authority. The participant (or the participant's representative) has decision making
authority over workers who provide waiver services. Select one or more decision making authorities that
participants exercise:

Recruit staff

[ Refer staff to agency for hiring (co-employer)

[ Select staff from worker registry

Hire staff common law employer

Verify staff qualifications

Obtain criminal history and/or background investigation of staff
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Specify how the costs of such investigations are compensated:

Pursuant to lowa Code 249A.29 and |owa Code 135C. 33(5)(a)(1) and (5)(a)(3), al providers of HCBS
walver services must complete child abuse, dependent adult abuse and criminal background screenings
before employment of a prospective staff member who will provide care for a participant. The State pays for
the first background check of workers who provide waiver services to fee-for-service participants. If a
second background check is completed, it is the responsibility of the employee to pay for the background
check. MCOs are responsible for the costs of investigations of workers who provide waiver servicesto
members.

Specify additional staff qualifications based on participant needs and preferences so long as such
qualifications ar e consistent with the qualifications specified in Appendix C-1/C-3.

Specify the state's method to conduct background checksif it varies from Appendix C-2-a:

Appendix C-2-a contains the methodology.

Deter mine staff duties consistent with the service specificationsin Appendix C-1/C-3.
Deter mine staff wages and benefits subject to state limits

Schedule staff

Orient and instruct staff in duties

Supervise staff

Evaluate staff performance

Verify timeworked by staff and approve time sheets

Dischar ge staff (common law employer)

[ Dischar ge staff from providing services (co-employer)
[] Other

Specify:

Appendix E: Participant Direction of Services

E-2:

Opportunitiesfor Participant-Direction (2 of 6)

b. Participant - Budget Authority Complete when the waiver offers the budget authority opportunity as indicated in Item E-

1-b:

i. Participant Decision Making Authority. When the participant has budget authority, indicate the decision-making
authority that the participant may exercise over the budget. Select one or more:

Reallocate funds among servicesincluded in the budget

Deter mine the amount paid for serviceswithin the state's established limits

Substitute service providers

Schedule the provision of services

Specify additional service provider qualifications consistent with the qualifications specified in

Appendix C-1/C-3

Specify how services are provided, consistent with the service specifications contained in Appendix C-

1/C-3
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I dentify service providersand refer for provider enrollment
Authorize payment for waiver goods and services

Review and approve provider invoicesfor servicesrendered
[ Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (3 of 6)

b. Participant - Budget Authority

ii. Participant-Directed Budget Describe in detail the method(s) that are used to establish the amount of the
participant-directed budget for waiver goods and services over which the participant has authority, including how
the method makes use of reliable cost estimating information and is applied consistently to each participant.
Information about these method(s) must be made publicly available.
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Under the traditional service model for the waiver, the member chooses a service provider from alist of providers
who are enrolled with lowaMedicaid. The case manager or health home coordinator and member work together
to detail the tasks and goals for the provider. After service provision, the provider submits aclaim to the IME
where the claim is adjudicated in accordance with IME protocols.

Under the self-direction option, amember is not limited to the providers who have enrolled with lowa Medicaid.
The member is considered the employer and can choose any individual that they fed is qualified to provide the
needed service. Members create support plans, make provider and service choices, select and employ staff, and
monitor the quality of support services. MCOs are responsible for assisting the member with quality assurance
activities and monitoring the quality of services provided. MCO plans to accomplish this contractual requirement
are subject to DHS review and approval. Members determine the wages to be paid to the provider and the units of
service (limited by the self-direction budget). Interviewing, hiring, scheduling, and firing is done by the member.
Claims are submitted to the FM S for processing for payment.

Each member who chooses to self-direct their services will continue to have atraditional service plan developed
that is based on the level of care assessment and need of the member. |If a member has a need for the services that
can beincluded in the individual budget and they choose to self-direct one or all of those services, then the
individual budget amount is determined by the amount of service that was authorized for those services under the
traditional service plan. The level of need is determined by the level of care determination made by IME MSU;
the supports needed and the amount of supports needed are determined by areview of the assessment made by the
case manager, CBCM, or health home coordinator prior to the member selecting the self-direction option.
Members who residein an assisted living facility may also choose to self-direct some of their services.
Specifically, the member can choose to self-direct services not provided by the facility (i.e., vehicle modification)
or can choose another provider for services that are optional from the facility (i.e., meals or housekeeping).

Historically, members do not use 100% of their authorized waiver services. To ensure that the State or MCO does
not spend more than what is historically spent for traditional waiver services, each service authorized under self-
direction will have a utilization adjustment factor applied toit. This utilization adjustment factor is determined by
an analysis of what percentage of authorized services has historically been used for each service on an aggregate
by all members enrolled in that particular waiver who have accessed that particular service. The utilization factor
is not based upon individual member usage, but on historical percentage usage of authorized services by all
members enrolled in the waiver who have accessed that particular service. A member new to the waiver or new to
self-direction would have the same utilization factor applied as all other waiver members who are self-directing
services. The utilization adjustment factor will be analyzed, at a minimum, every 12 months and adjusted as
needed based historical use. This method will be used for all waiver members choosing the self-direction option.
Members are notified of the budget methodology and limits at the time they receive the CCO Booklet, during
their service plan is development and by the Independent Support Broker hired to assist the individual to develop
the budget. The individual budget methodology is stated in the 441 lowa Administrative Code Chapter 78.41(15).
In addition, thisinformation is shared during all outreach and training held throughout the State for members,
families, and other advocates. The MCOs are also responsible for making the budget methodology available to
members through their case managers and member communication materials.

Thefollowing is an example of how an individual budget is determined:

A member has a need for aparticular service. On their traditional service plan they are authorized 10 units of
service at $20 a unit. That member decides that they would like to self-direct their services. The amount
authorized is $200 in the traditional service plan. A utilization adjustment factor of 80% is applied. The
member’ sindividual budget amount then becomes $160 ($200 X 80%). The 20% reduction (100% authorization
minus 80% actual utilization for aservice) is applied to allow for cost neutrality between the service under the
traditional waiver plan and self-direction. If the average service utilization is only 80% of an authorized service
under the traditional waiver, then a self-directed member is limited to that same 80% to preserve cost neutrality.
The total monthly cost of all services (traditional and self-directed services) cannot exceed the established
aggregate monthly cost of the traditional services authorized.

If there is a need that goes beyond the budget amount and/or the waiver service limit, the member has theright to
reguest an exception to policy. Exceptionsto policy may be granted to the requestor when the member has needs

beyond the limits expressed in the lowa Administrative Code. For fee-for-service members this decision is made
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by the Director of DHS, based on an evaluation of the member's needs in relation to the State’ s necessity to
remain within the waiver’s parameters of cost neutrality. The process to request an exception is shared on the
DHS website as well as with the member when they apply for waiver services. In addition, any member has the
right to appeal any decision made by DHS and to request an appeal hearing by an administrative law judge. The
member is afforded the opportunity to request afair hearing when the budget adjustment is denied or the amount
of budget is reduced as described in F-1.

The MCOs operate an exception to policy process for their members. In the event an MCO denies an exception to
policy and determines the member can no longer have his or her needs safely met through the 1915(c) waiver, the
MCO isrequired to forward thisinformation to DHS. In addition, MCO members have the right to appeal any
decision made by the MCO and may appeal to the DHS once the MCO appeal s process has been exhausted as
described in F-1.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (4 of 6)

b. Participant - Budget Authority

iii. Informing Participant of Budget Amount. Describe how the state informs each participant of the amount of the
participant-directed budget and the procedures by which the participant may request an adjustment in the budget
amount.

Members, regardless of delivery system (i.e., FFS members and MCO members) will be informed of their budget
amount during the development of the service plan. The member can then make afinal decision asto whether
they want the self-direction option. 1f amember needs an adjustment to the budget, the member can request a
review of the service plan.

As noted above, if there is a need that goes beyond the budget amount and/or the waiver service limit, the member
has the right to request an exception to policy. In addition, any member has the right to appeal any decision. The
member is afforded the opportunity to request afair hearing when the budget adjustment is denied or the amount
of budget is reduced as described in F-1.

MCO enrollees have the right to a State Fair Hearing after exhausting the MCO appeal s process. It isthe
responsibility of the health home coordinator, case manager, and community based case manager to inform the
member of the budget amount allowed for services before the service plan is compl eted.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (5 of 6)

b. Participant - Budget Authority

iv. Participant Exer cise of Budget Flexibility. Select one;

O Modificationsto the participant directed budget must be preceded by a changein the service plan.
® The participant hasthe authority to modify the servicesincluded in the participant directed
budget without prior approval.

Specify how changes in the participant-directed budget are documented, including updating the service plan.
When prior review of changesisrequired in certain circumstances, describe the circumstances and specify the
entity that reviews the proposed change:
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For both fee-for-service and MCO members, once the monthly budget amount has been established, the
member will develop a detailed monthly budget that identifies the goods and services that will be purchased
and the employees that will be hired to meet the assessed needs of the member. This budget amount isthe
same amount whether the member utilizes only traditional waiver services, utilizes only self-directed
services, or uses a combination of traditional and self-directed services. All services under the waiver add
into the one budget and that budget maximum is determined by the member's level of care and not by the
type of services accessed by the member.

Once the monthly budget amount has been established, the member will develop a detailed monthly budget
that identifies the goods and services that will be purchased and the employees that will be hired to meet the
assessed needs of the member. The budget is sent to the FM S to identify what goods and services are
approved for purchase and the employees that will be submitting timecards to the FM S for payment. The
member can modify services and adjust dollar amounts among line itemsin the individual budget without
changing the service plan aslong as it does not exceed the authorized budget amount. They must submit a
new budget to the FM S that identifies the changes. The FM'S must receive all modifications to the individual
budget within the month when the changes occur and will monitor the new budget to assure the changes do
not exceed the authorized budget amount. The Individual Support Broker and the FMS will both monitor to
assure expenses are allowable expenses.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (6 of 6)

b. Participant - Budget Authority

v. Expenditur e Safeguar ds. Describe the safeguards that have been established for the timely prevention of the
premature depletion of the participant-directed budget or to address potential service delivery problems that may be
associated with budget underutilization and the entity (or entities) responsible for implementing these safeguards:

Self-direction budgets are authorized monthly. Members, regardless of delivery system (i.e., FFS members and
MCO members), can make adjustments at any time within the authorized amount if services are not meeting their
needs, and the ISB viathe FFS or MCO delivery system is available to provide assistance. The ISB also routinely
monitors expenses. The FM S also monitors the budget and naotifies the I1SB and the member immediately if
claims are inconsistent with the budgeted amount or if the budget is consistently underutilized.

When members chose self-direction they sign a consent form that explains their rights and responsibilities,
including consequences for authorizing payments over the authorized budget amount.

Members are responsible to monitor their own plans, and are responsible for the consegquences.Statement from
Form 470-4289 Informed Consent and Risk Agreement: "l understand that if | overspend my budget and no
longer have funds in my Individual budget, | am personally responsible to pay my employees and to pay for my
purchases."

The following safeguards are in place to prevent premature depletion of participant's budget:

« Case manager and member or legal representative work together to create a service plan addressing person
centered needs.

»  Member selects services to be self-directed. Thisinformation isincluded in the service plan.

» Case manager authorized those servicesin the service plan.

«  Member or legal representative signs service plan to indicate agreement with the plan.

» Case manager identifies CCO budget amount and provides the amount to the member or legal representative
and Independent support broker (1SB).

« Member and the chosen ISB complete the CCO budget on the budget sheet , form 470-4431.

«  Member or legal representative signs the budget sheet to indicate understanding and agreement.

» Budget sheet is forwarded to the FM S prior to the month of service identified on the budget.
 FMSstaffsacal center to respond timely to member, legal representative and | SB questions about processes
and remaining budget balances.

« Theamount included on the budget form cannot exceed the authorized budget amount.
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Appendix F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

The state provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuas: () who are not
given the choice of home and community-based services as an aternative to the institutional care specified in Item 1-F of the
request; (b) are denied the service(s) of their choice or the provider(s) of their choice; or, (c) whose services are denied,
suspended, reduced or terminated. The state provides notice of action as required in 42 CFR 8431.210.

Proceduresfor Offering Opportunity to Request a Fair Hearing. Describe how theindividual (or his/her legal representative)
isinformed of the opportunity to request afair hearing under 42 CFR Part 431, Subpart E. Specify the notice(s) that are used to
offer individuals the opportunity to request a Fair Hearing. State laws, regulations, policies and notices referenced in the
description are available to CM S upon request through the operating or Medicaid agency.
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FEE FOR SERVICE:

Members are given an oral explanation of the appeals (State Fair Hearing) process during the application process by the lowa
Department of Human Services (DHS) income maintenance staff. The Department also gives members an oral explanation at the
time of any contemplated adverse benefit determination. Depending on the adverse benefit determination, this could be provided
by the income maintenance worker, case manager, integrated health care coordinator, community-based case manager, and/or
medical provider performing the level of care determination. The member is aso given written notice of the following at the
time of application; and at the time of any department adverse benefit determination. An adverse benefit determination affects a
claim for assistance in which applicants are not provided the choice of home and community based services as an alternative to
ingtitutional care and members are denied services or providers of their choice, or whose services are denied, suspended, reduced
or terminated.

An adverse benefit determination notice of determination that results in members' right to appeal includes the following
elements: theright to request a hearing, the procedure for requesting a hearing, the right to be represented by others at the
hearing, unless otherwise specified by the statute or federal regulation, provisions for payment of legal fees by DHS; and how to
obtain assistance, including the right to continue services while an appeal is pending.

The choice of HCBS vs. institutional services is discussed with the member at the time of the completion of the application by
DHS income maintenance staff; and again at the time of the service plan development by the case manager, integrated health
care coordinator, or community-based case manager. The responsibility to explain the right to request a State Fair Hearing for
choice between ingtitutional care vs. HCBS s the responsibility of the state's Income Maintenance worker at the time of waiver
application; this action is not the responsibility of the MCO.

All DHS application forms, notices, pamphlets and brochures contain information on the appeal s process and the opportunity to
reguest an appeal. Thisinformation isavailable at all of the local offices and on the DHS website. The process for filing an
appeal can be found on all Notices of Decision (NOD). Procedures regarding the appeal hearing can be found on the Notice of
Hearing. As stated in lowa Administrative Code, any person or group of persons may file an appeal with DHS concerning any
decision made. The member is encouraged, but not required, to make a written appeal on a standard Appeal and Reguest a
Hearing form. Appeals may aso be filed viathe DHS website. If the member is unwilling to complete the form, the member
would need to request the appeal in writing.

All notices are kept at all local DHS Offices or the case manager, integrated health care coordinator, or community-based case
manager’sfile. The member is given their appeal rights in writing, which explains their right to continue with their current
services while the appeal is under consideration. Copies of all notices for a change in service are maintained in the service file.
IME reviews this information during case reviews.

MANAGED CARE ORGANIZATIONS:
When an HCBS member is assigned to a specific MCO, the assigned MCO community based case manager explains the
member’ s appeal rights through the Fair Hearing process during the initial intake process.

In accordance with 42 CFR 438, an adverse benefit determination means any of the following:

(1) The denial or limited authorization of arequested service, including determinations based on the type or level of service,
reguirements for medical necessity, appropriateness, setting, or effectiveness of a covered benefit.

(2) The reduction, suspension, or termination of a previously authorized service.

(3) The denial, in whole or in part, of payment for aservice. (4) The failureto provide servicesin atimely manner, as defined by
the State.

(5) Thefailure of an MCO, PIHP, or PAHP to act within the timeframes provided in §438.408(b)(1) and (2) regarding the
standard resolution of grievances and appeals.

(6) For aresident of arural areawith only one MCO, the denial of an enrolle€'s request to exercise his or her right, under
8438.52(b)(2)(ii), to obtain services outside the network.

(7) The denial of an enrollee's request to dispute afinancia liability, including cost sharing, copayments, premiums, deductibles,
coinsurance, and other enrollee financial liabilities.

In accordance with 42 CFR 438, an appeal means areview by an MCO of an adverse benefit determination that it has issued.

MCOs give their members written notice of all adverse benefit determinations, not only service authorization adverse benefit
determinations, in accordance with state and federal rules, regulations and policies, including but not limited to 42 CFR 438.
MCO enrollment materials must contain all information for appeal s rights as delineated in 42 CFR 438.10, including: (A) the
right to file an appeal; (B) requirements and timeframes for filing an appeal; (C) the availability of assistancein thefiling

process; (D) the right to request a State Fair Hearing after the MCO has made a determination of a member’s internal MCO
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appeal which is adverse to the member. The fact that, if requested by the member, benefits that the MCO seeks to reduce or
terminate will continueif the member files an appeal or requests a State fair hearing within the specified timeframe and that the
member may be required to pay the cost of such services furnished while the appeal or state fair hearing is pending if the final
decision is adverse to the member.

MCOs must provide members any reasonable assistance in completing forms and taking other procedural steps. Thisincludes,
but is not limited to providing interpreter services, and toll-free numbers that have adequate TTY/TTD and interpreter capability.
Upon determination of the appeal, the MCO must ensure there is no delay in notification or mailing to the member and member
representative the appeal decision. The MCO’s appeal decision notice must describe the adverse benefit determinations taken,
the reasons for the adverse benefit determination, the member’ s right to request a State fair hearing, process for filing afair
hearing and other information set forth in 42 CFR 438.408(e).

MCOs must maintain an expedited appeal s process when the standard time for appeal could seriously jeopardize the member’s
life, physical or mental health or ability to attain, maintain or regain maximum function. The MCO must also provide general
and targeted education to members and providers regarding expedited appeal s including when an expedited appeal is appropriate
and procedures for providing written certification thereof.

The MCO'’ s appeal process must conform to the following requirements:

— Allow members, or providers acting on the member’s behalf, sixty (60) calendar days from the date of adverse
benefit determination notice within which to file an appeal.

- In accordance with 42 CFR 438.402, ensure that oral requests seeking to appeal an adverse benefit determination
are treated as appeals. However, an oral request for an appeal must be followed by a written request, unless the
member or the provider requests an expedited resolution.

— The MCO must dispose of expedited appeals within 72 hours after the Contractor receives notice of the appeal,
unless this timeframe is extended pursuant to 42 CFR 438.408 (c).

- In accordance with 42 CFR 438.410, if the MCO denies the request for an expedited resolution of a member’s
appeal, the MCO must transfer the appeal to the standard thirty (30) calendar day timeframe and give the member
written notice of the denial within two (2) calendar days of the expedited appeal request. The MCO must also make a
reasonable attempt to give the member prompt oral notice.

— The MCO must acknowledge receipt of each standard appeal within three (3) business days.

— The MCO must make a decision on standard, non-expedited, appeals within thirty (30) calendar days of receipt of
the appeal. This timeframe may be extended up to fourteen (14) calendar days, pursuant to 42 CFR 438.408. If the
timeframe is extended, for any extension not requested by the member, the MCO must give the member written
notice of the reason for the delay.

- In accordance with 42 CFR 438.408, written notice of appeal disposition must be provided with citation of the lowa
Code and/or lowa Administrative Code sections supporting the adverse benefit determination in non-authorization
and care review letters that advise members of the right to appeal. For notice of an expedited resolution, the
Contractor must also make reasonable efforts to provide oral notice. The written notice of the resolution must include
the results of the resolution and the date it was completed. For appeals not resolved wholly in favor of the member,
the written notice must include the right to request a State fair hearing, including the procedures to do so and the
right to request to receive benefits while the hearing is pending, including instructions on how to make the request.
The MCO shall direct the member to the Agency Appeal and Request for Hearing form as an option for submitting a
request for an appeal. This shall also include notice that the member may be held liable for the cost of those
benefits if the hearing upholds the Contractor’s adverse benefit determination.

Members enrolled in an MCO must exhaust the entity’s internal grievance processes before pursuing a State Fair
Hearing. This requirement is outlined in the concurrent §1915(b) waiver, Part IV, Section E.

MCO storage of notices:

Amerigroup: Notices are sent to requesting provider, member, and a copy is stored in online member medical record
file.

United HealthCare: Notices of adverse action (which outline a member’s rights to Fair Hearing) are housed within
specified documentation storage systems based on service/case type. These systems include: Linx, ECAA, and
ETS.
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Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the state operates another dispute resolution
process that offers participants the opportunity to appea decisions that adversely affect their services while preserving
their right to a Fair Hearing. Select one:

O No. This Appendix does not apply

® Yes Thestate oper ates an additional dispute resolution process

b. Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process, including: (a)
the state agency that operates the process; (b) the nature of the process (i.e., procedures and timeframes), including the
types of disputes addressed through the process; and, (¢) how theright to aMedicaid Fair Hearing is preserved when a
participant elects to make use of the process: State laws, regulations, and policies referenced in the description are
available to CM S upon request through the operating or Medicaid agency.

Each MCO operatesits own internal grievance and dispute resolution processes. In accordanceto 42 CFR 438.408(f), a
managed care enrollee may request a State Fair Hearing only after receiving notice that the MCO is upholding the
adverse benefit determination.

The policies and procedures regarding the MCO grievance and appeal s system are outlined in the concurrent §1915(b)
waiver, Part 1V, Section E. MCO members can appeal any adverse benefit determination within 60 calendar days. An
adverse benefit determination is defined asthe: (i) denial or limited authorization of arequested service, including the
type or level of service, requirements for medical necessity, appropriateness, setting, or effectiveness of a covered
benefit; (ii) reduction, suspension or termination of apreviously authorized service; (iii) denial, in whole or in part, of
payment for aservice; (iv) failure to provide servicesin atimely manner; (v) failure of the MCO to act within the
required timeframes; or (vi) the denial of an enrollee’ s request to dispute afinancial liability, including cost sharing,
copayments, premiums, deductibles, coinsurance, and other enrollee financial liabilities. MCOs must ensure that oral
reguests seeking to appeal an adverse benefit determination are treated as appeals. However, an oral request for an appeal
must be followed by awritten request, unless the member or the provider requests an expedited resolution. MCOs must
make a decision on standard, non-expedited, appeals within thirty (30) calendar days of receipt of the appeal. This
timeframe may be extended up to fourteen (14) calendar days, pursuant to 42 C.F.R. § 438.408. Expedited appeals must
be disposed within seventy-two (72) hours unless the timeframe is extended pursuant to 42 CFR § 438.408 and 410.
MCO members can a'so file grievances with their MCO; grievances are any written or verbal expression of
dissatisfaction about any matter other than an adverse benefit determination.” MCO members have the right to request a
State Fair Hearing if dissatisfied with the outcome of the MCO appeal s process. MCOs notify members of thisright
through enrollment materials and notices of adverse benefit determination, including information that the MCO
grievance and appeal s process is not a substitute for a Fair Hearing. MCOs must acknowledge receipt of a grievance
within three (3) business days and must make a decision on grievances and provide written notice of the disposition of
grievance within thirty (30) calendar days of receipt of the grievance or as expeditiously as the member’ s health condition
requires. This timeframe may be extended up to fourteen (14) calendar days, pursuant to 42 C.F.R. § 438.408.

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System. Select one:

O No. This Appendix does not apply

® ves Thestate operates a grievance/complaint system that affords participants the opportunity to register
grievances or complaints concerning the provision of services under thiswaiver

b. Operational Responsibility. Specify the state agency that is responsible for the operation of the grievance/complaint
system:
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FEE FOR SERVICE:

IME isresponsible for operation of the complaint and grievance reporting process for all fee-for-service members. In
addition, the Department maintains an HCBS Quality Assurance and Technical Assistance Unit contract that is
responsible for the handling of fee-for-service member complaints and grievances in regards to provision of services
under thiswaiver.

MANAGED CARE ORGANIZATION:

IME Member Services MCO Member and MCO Liaison: Designated IME Member Services staff servesasaliaison for
any MCO grievance/complaint that is reported to IME Policy staff by an MCO member or hisher advocate. IME Policy
sends the pertinent details of the grievance/complaint to the MCO liaison. The IME MCO liaison communicates and
coordinates with the MCO and member to grievance/complaint to resolution; and, the resolution is communicated to the
IME Policy staff who received the original grievance/complaint. This process serves to support those MCO members
who may be confused about the MCO grievance/complaint process to follow or members who have not been ableto
resolve their grievance/complaint with their MCOs.

Grievances/complaints follow the parameters and timelines in accordance with 42 CFR 438.408 and 438.410.

A grievance/complaint means an expression of dissatisfaction about any matter other than an adverse benefit
determination. Grievances may include, but are not limited to, the quality of care or services provided, and aspects of
interpersonal relationships such as rudeness of a provider or employee, or failure to respect the enrolleg's rights regardless
of whether remedial action is requested. Grievance includes an enrolleg's right to dispute an extension of time proposed
by the MCO to make an authorization decision.

MCO Grievance/Complaint System:

The MCO must provide information about its grievance/complaint system to all providers and subcontractors at the time
they enter into a contract. Further, the MCO is responsible for maintenance of grievance records in accordance with 42
CFR 438.416.

The MCO must provide information about its grievance/complaint system to all members and provide reasonable
assistance in completing forms and taking procedural steps. This responsibility also includes; but is not limited to,
auxiliary aids and services upon request (e.g. interpreter services and toll—free numbers that have TTY/TTD and
interpreter capability).

The MCO member handbook must include information, consistent with 42 CFR 38.10.

The MCO must insure that individuals who make decisions on grievances have not been involved in any previous level of
review or decision-making and is not a subordinate of such individual.

MCO Grievance/Complaint Process:

A member may submit an oral or written grievance at any time to the MCO. With written consent of the member, a
provider or an authorized representative may file a grievance on behalf of amember. Thereisnot atimeline for
submission.

The MCO must acknowledge receipt of the grievance.

The MCO must process the grievance resolution within 30 days of the date that the grievanceis received and issue a
written notification to the member in accordance with 42 CFR 438.408.

The resolution may be extended by fourteen (14) days upon member request. |If the member does not request an
extension, the MCO must make reasonable efforts to give the member prompt oral notice of the delay; and within two (2)
calendar days provide the member with awritten notice of the basis for the decision to extend the timeframe. If the
member does not agree with the extension, he/she may file an additional grievance to the extension.

c. Description of System. Describe the grievance/complaint system, including: () the types of grievances/complaints that
participants may register; (b) the process and timelines for addressing grievances/complaints; and, (c) the mechanisms that
are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the description are available
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to CM S upon request through the Medicaid agency or the operating agency (if applicable).
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Any fee-for-service waiver member, member’ s relative/guardian, agency staff, concerned citizen or other public agency
staff may report a complaint regarding the care, treatment, and services provided to amember. A complaint may be
submitted in writing, in person, by e-mail or by telephone. Verbal reports may require submission of adetailed written
report. The complaint may be submitted to an HCBS Provider Quality Oversight Specialist, HCBS Program Manager,
any IME Unit, or Bureau Chief of Long Term Care. Complaints by phone can be made to aregional HCBS Provider
Quality Assurance Oversight Specialist at their local number or by calling the IME. The Bureau of Long Term Care has
established a committee to review complaints. The committee will meet biweekly to review current complaints.

Once received, the HCBS Quality Assurance and Technical Assistance Unit shall initiate investigation within one
business day of receipt and shall submit a findings report to the Quality Assurance Manager within 15 days of finalizing
the investigation. Once approved by the Quality Assurance Manager, the findings report is provided to the complainant
and the provider in question. If the complainant is amember, they are informed by the HCBS Quality Assurance and
Technical Assistance Unit Incident and Complaint Specialist that filing a grievance or making a complaint is not a pre-
requisite or substitute for a Fair Hearing.

MCO members must exhaust the entity’sinternal grievance and appeal s processes before pursuing a State Fair Hearing.
The policies and procedures regarding the MCO grievance and appeal s system are outlined in the concurrent §1915(b)
waiver, Part IV, Section E. MCO members can appeal any “action” within 60 days. An “action” is defined as the: (i)
denial or limited authorization of arequested service, including the type or level of service; (ii) reduction, suspension or
termination of a previously authorized service; (iii) denial, in whole or in part, of payment for aservice; (iv) failure to
provide servicesin atimely manner; or (v) failure of the MCO to act within the required timeframes set forth in 42 CFR
438.408(b). In accordance with 42 CFR 438.406, oral requests seeking an appeal are treated by the MCO as an appeal;
however, an oral request for an appeal must be followed by a written request, unless the member or the provider requests
an expedited resolution.

MCO members have the right to request a State Fair Hearing if dissatisfied with the outcome of the MCO appeals
process. MCOs notify members of this right through enrollment materials and notices of action. In accordance with 42
CFR 438.406, the MCO provides the member and their representative opportunity, before and during the appeals process,
to examine the member’s case file, including medical records and any other documents or records considered during the
appeals process. In addition, the member and their representative have the opportunity to present evidence and
allegations of fact or law in person aswell asin writing. Upon determination of the appeal, the MCO must promptly
notify the member and his/her representative of the appeal decision. The MCO' s appeal decision notice must describe the
actions taken, the reasons for the action, the member’ sright to request a State Fair Hearing, process for filing a Fair
Hearing and other information set forth in 42 CFR 438.408(¢).

MCOs must ensure that the individual s rendering decisions on grievances and appeals were not involved in previous
levels of review or decision-making and are health care professionals with appropriate clinical expertise in treating the
member’ s condition or disease if the decision will be in regard to any of the following: (i) an appeal of a denial based on
lack of medical necessity; (ii) agrievance regarding denial of expedited resolution of an appeal; or (iii) any grievance or
appeal involving clinical issues. Appeals must be resolved by the MCO within 30 calendar days of receipt; this
timeframe may be extended up to 14 calendar days, pursuant to 42 CFR 438.408(c).

MCOs must resolve appeals on an expedited basis when the standard time for appeal could seriously jeopardize the
member’ s health or ability to maintain or regain maximum function. Such expedited appeals must be resolved within 72
hours after the MCO receives notice of the appeal, unless this timeframe is extended pursuant to 42 CFR 438.408 (c).
Standard appeals must be resolved within 30 calendar days; this timeframe may be extended up to 14 calendar days,
pursuant to 42 CFR 438.408(c). If the timeframe is extended, for any extension not requested by the member, the
Contractor must give the member written notice of the reason for the delay. Within 90 calendar days of the date of notice
from the MCO on the appeal decision, the member may request a State Fair Hearing.

MCO members can a'so file grievances with their MCO; grievances are any written or verbal expression of
dissatisfaction about any matter other than an “action,” as defined above. Grievances may be filed either orally or in
writing; receipt is acknowledged by the MCO within 3 business days and resolved within 30 calendar days or as
expeditiously as the member’s health condition requires. Thistimeframe may be extended up to 14 calendar days,
pursuant to 42 CFR 438.408(c).

MCOs are required to track all grievances and appeals in their information systems; this includes data on clinical reviews,
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appeals, grievances and complaints and their outcomes. MCOs are responsible for reporting on grievances and appeals to

DHS. Thisincludes maintenance and reporting to the State the MCO member grievance and appeals logs which includes
the current status of all grievances and appeals and processing timelines.

Appendix G: Participant Safeguards
Appendix G-1. Responseto Critical Eventsor Incidents

a. Critical Event or Incident Reporting and M anagement Process. Indicate whether the state operates Critical Event or

Incident Reporting and Management Process that enables the state to collect information on sentinel events occurring in
the waiver program.Select one:

® ves Thestate operatesa Critical Event or Incident Reporting and M anagement Process (complete Items b
through €)

O No. This Appendix does not apply (do not complete Items b through €)

If the state does not operate a Critical Event or Incident Reporting and Management Process, describe the process that
the state uses to dicit information on the health and welfare of individual s served through the program.

b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or incidents (including
alleged abuse, neglect and exploitation) that the state requires to be reported for review and follow-up action by an
appropriate authority, the individuals and/or entities that are required to report such events and incidents and the timelines

for reporting. State laws, regulations, and policiesthat are referenced are available to CM'S upon request through the
Medicaid agency or the operating agency (if applicable).
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All waiver service providers, case managers, integrated health home care coordinators, and MCO CBCMs, regardless of
delivery system (i.e., FFS or managed care), are required to document major and minor incidents and make the incident
reports and related documentation available to DHS upon request. Providers, case managers, integrated health home care
coordinators, and MCO CBCMs must also ensure cooperation in providing pertinent information regarding incidents as
requested by DHS. MCOs must require that all internal staff and network providers report, respond to, and document
critical incidents, as well as cooperate with any investigation conducted by the MCO or outside agency, all in accordance
with State requirements for reporting incidents for 1915(c) HCBS Waivers, 1915(i) Habilitation Program, PMICs, and all
other incidents required for licensure of programs through the Department of Inspections and Appeals.

Per Chapter 441 lowa Administrative Code 77.25(1), “major incidents’ are defined as an occurrence involving a
participant during service provision that: (1) resultsin a physical injury to or by the participant that requires a physician’s
treatment or admission to a hospital; (2) resultsin the death of any person; (3) requires emergency mental health
treatment for the participant; (4) requires the intervention of law enforcement; (5) requires areport of child abuse
pursuant to lowa Code section 232.69 or areport of dependent adult abuse pursuant to lowa Code section 235B.3; (6)
constitutes a prescription medication error or a pattern of medication errors that leads to the outcome in paragraph “1,”
“2,” or “3"; or (7) involves a participant’ s location being unknown by provider staff who are assigned protective
oversight. All major incidents must be reported within 48 hours of witnessing or discovering an incident has occurred,
using the IME's lowa Medicaid Portal Access (IMPA) System. Suspected abuse or neglect may be reported to the
statewide abuse reporting hotline operated by DHS.

Child and dependent adult abuse is an inclusive definition that includes physical and sexua abuse, neglect and
exploitation. Child abuse is defined in lowa Code 232.68, and may include any of the following types of acts of willful

or negligent acts or omissions:

- Any non-accidental physical injury.

- Any mental injury to a child’sintellectual or psychological capacity.

- Commission of a sexual offense with or to a child.

- Failure on the part of a person responsible for the care of a child to provide adequate food, shelter, clothing or other care
necessary for the child' s health and welfare.

- Presence of anillegal drugin achild' s body as adirect act or omission of the person responsible for the care of achild
or manufacturing of a dangerous substance in the presence of a child.

Dependent adult abuse is defined in lowa Code 235B.2, and may include any of the following types of acts of willful or
negligent acts or omissions:

- Physical injury or unreasonable confinement, unreasonable punishment, or assault of a dependent adult.

- Commission of asexual offense or sexual exploitation.

- Exploitation of a dependent adult.

- Deprivation of the minimum food, shelter, clothing, supervision, physical or mental health care or other care necessary
to maintain a dependent adult’s life or health.

When amajor incident occurs, provider staff must notify the member or the member ’s legal guardian within 24 hours of
the incident and distribute a complete incident report form as follows:

- Forward a copy to the supervisor with 24 hours of the incident.

- Send a copy of the report to the member’ s case manager, health home coordinator, or community-based case manager
(when applicable) and the BLTC within 24 hours of the incident.

- File acopy of the report in a centralized location and make a notation in the member’ sfile.

Per Chapter 441 lowa Administrative Code 77.25(1), “minor incidents” are defined as an occurrence involving a
participant during service provision that is not amajor incident and that: (1) resultsin the application of basic first aid; (2)
resultsin bruising; (3) resultsin seizure activity; (4) resultsin injury to self, to others, or to property; or (5) constitutes a
prescription medication error. Providers are not required to report minor incidents to the BLTC, and reports may be
reported internally within a provider’s system, in any format designated by the provider (i.e., phone, fax, email, web
based reporting, or paper submission). When a minor incident occurs or a staff member becomes aware of a minor
incident, the staff member involved must submit the completed incident report to the staff member’ s supervisor within 72
hours of theincident. The completed report must be maintained in a centralized file with a notation in the member’ sfile.
Providers are not required to report minor incidents to the BLTC, and reports may be reported internally within a
provider’'s system, in any format designated by the provider (i.e., phone, fax, email, web based reporting, or paper
submission). When a minor incident occurs, or a staff member becomes aware of a minor incident, the staff member
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involved must submit the completed incident report to the staff member’s supervisor within 72 hours of theincident. The
completed report must be maintained in a centralized file with a notation in the member’ sfile.

As part of the quality assurance policies and procedures for HCBS Waivers, all incidents will be monitored and
remediated by the HCBS Incident Reporting Specialist and HCBS specialists. On a quarterly basis, a QA committee will
review data collected on incidents and will analyze data to determine trends, problems and issues in service delivery and

make recommendations of any policy changes.

MCOs are also required to develop and implement a critical incident management system in accordance with DHS
reguirements, in addition to maintaining policies and procedures that address and respond to incidents, remediate the
incidents to the individual level, report incidents to the appropriate entities per required timeframes, and track and
analyze incidents.

MCOs must adhere to the State’ s quality improvement strategy described in each HCBS waiver and waiver-specific
methods for discovery and remediation. MCOs must utilize system information to identify both case-specific and
systemic trends and patterns, identify opportunities for improvement and develop and implement appropriate strategies to
reduce the occurrence of incidents and improve the quality of care. All MCO staff and network providers are required to:

- Report critical incidents.

- Respond to critical incidents.

- Document critical incidents.

- Cooperate with any investigation conducted by the HCBS Quality Assurance and Technical Assistance Unit staff,
MCO, or outside agency.

- Receive and provide training on critical incident policies and procedures.

- Be subject to corrective action as needed to ensure provider compliance with critical incident requirements.

Finally, MCOs must identify and track critical incidents, and review and analyze critical incidents, to identify and address
quality of care and/or health and safety issues, including aregular review of the number and types of incidents and
findings from investigations. This data should be used to develop strategies to reduce the occurrence of critical incidents
and improve the quality of care delivered to members.

¢. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, including
how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities or entities
when the participant may have experienced abuse, neglect or exploitation.

Information concerning protections is provided to applicants and members at the time of application and at the time of
service plan development. During enrollment, and when any updates are made, DHS also provides to members a
Medicaid Members Handbook, which contains information regarding filing a complaint or grievance. MCO written
member enrollment materials also contain information and procedures on how to report suspected abuse and neglect,
including the phone numbers to call to report suspected abuse and neglect.

In addition, information can also be found on DHS and MCO websites. The DHS website contains a “ Report Abuse and
Fraud” section, which describes how to report dependent adult child abuse. The same information is also availablein
written format in the 99 local DHS offices, and members may also call the IME Member Services call center with any
guestions regarding filing a complaint or grievance.

Finally, the case manager, health home coordinator, or community-based case manager is responsible for assessing a
member’ s risk factors annually during the reevaluation process, as well as during the quality assurance interview process
and the annual IPES interview. DHS recognizes the need to provide training to members using on a more formal process.
The state has developed training to ensure that case managers, health home coordinators, and community-based case
managers provide this information to members at a minimum on ayearly basis.

d. Responsibility for Review of and Responseto Critical Events or Incidents. Specify the entity (or entities) that receives
reports of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and
the processes and time-frames for responding to critical events or incidents, including conducting investigations.
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Reporting of suspected child or adult abuse to DHS Protective Services is mandatory for all IME HCBS staff, case
managers, MCO CBCMs, health home care coordinators, and HCBS providers. DHS Protective Services (PS) receives
all mandatory reports of child and dependent adult abuse. If an immediate threat of physical safety is believed to exist,
PS makes every effort to examine that child or dependent adult within one hour of receipt and take any lawful action
necessary. |f the child or dependent adult is not in danger, PS makes every effort to examine the child or dependent adult
within 24 hours. PS notifies the member's case manager, health home coordinator or community-based case manager
when an investigation has been initiated to ensure they are aware of the alleged abuse, and to ensure that additional
services can be added or that changes can be made to the member’s plan of careif needed. PS provides an evaluation
report within twenty days of receipt of the report, which includes necessary actions, and/or an assessment of services
needed. The Central Registry of Abuse and County Attorney also receives PS reports. For both child and dependent
adult abuse cases, the member and/or the family are notified of the resultsin writing by DHS as soon as the investigation
has concluded. This applies to both individuals enrolled in fee-for-service or managed care.

If theincident is a situation that has caused, or is likely to cause a serious injury, impairment, or abuse to the member,
and if PS has completed, or isin the process of conducting, an investigation the HCBS specialist coordinates activities
with PS to ensure the safety of the member is addressed. If PSis not investigating, and immediate jeopardy remains, the
member’ s case manager, health home coordinator, or community-based case manager is notified immediately to
coordinate services, and the HCBS Specialist initiates a review within two working days of receipt of thereport. If itis
determined that immediate jeopardy has been removed or not present, review by the HCBS Specialist isinitiated within
twenty working days of receipt of report. The HCBS Specialist prepares areport of findings within thirty days of the
investigation being completed and presentsit to the BLTC, the provider, and interested stakeholders (i.e., members,
guardians, etc.). These timelines apply to both individuals enrolled in fee-for-service or managed care.

The BLTC meets biweekly to review critical incident reports of child and dependent adult abuse and member deaths that
have been reported through the critical incident reporting process. DHS reviews, and if needed, requests information for
follow through and resolution of the abuse allegation and member deaths from the case manager, health home
coordinator, community-based case manager, or HCBS Specialist. Requests for information are forwarded to the case
manager, health home coordinator or community-based case manager to verify any needed changes and confirm that
follow-up has occurred with the member (i.e., changes to a plan of care or the safety or risk plan as necessary). |If
additional information or actions are required of a provider, the HCBS Specialist works directly with the provider to
ensure that performance issues identified in the incident report are addressed. The HCBS Specialist uses the provider's
Self-Assessment as the foundation of the review to assure that accuracy in the Self-Assessment and to identify any
corrective actions that may be required. The HCBS Specialist generates areport of findings within thirty days of the
completion of any review requiring corrective actions.

Information requests to the case manager, health home coordinator, community-based case manager, or HCBS Specialist
for follow up are tracked by the HCBS Unit on aweekly basis until the situation has been resolved. DHS implemented a
web-based critical incident reporting system September 1, 2009, that significantly enhanced the State' s ability to track
and trend the discovery, remediation, and improvement of the critical incident reporting process. Revisions have been
made to the system based on data collection and feedback from users, further enhancing the process. Incidents are
reviewed by the HCBS Quality Oversight Unit within one business day of report and forwarded to the case manager,
health home coordinator or community-based case manager as needed to coordinate any follow-up and communication
with the member, provider, and/or family/legal guardian. Incidents that lead to targeted review will initiate investigation
by the HCBS Quality Oversight Unit within one business day. Findings reports are submitted to the Quality Assurance
Manager within 15 days of investigation completion. Once the finding report is approved by the Quality Assurance
Manager, the findings report is sent to the provider and case manager, health home coordinator, community-based case
manager, or HCBS Specialist.

MCOs are responsible for devel oping and implementing critical incident management systems in accordance with the
DHS requirements. Specifically, MCOs must maintain policies and procedures, subject to DHS review and approval,
that: (1) address and respond to incidents; (2) report incidents to the appropriate entities per required timeframes; and (3)
track and analyzeincidents. Thisinformation is utilized to identify both case-specific and systemic trends and patterns,
identify opportunities for improvement and develop and implement appropriate strategies to reduce the occurrence of
incidents and improve the quality of care. Training must be provided to all internal staff and network providers regarding
the appropriate procedures for reporting, responding to, and documenting critical incidents. Network providers must
provide training to direct care staff regarding the appropriate procedures for reporting, responding to, and documenting
critical incidents.
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Finally, MCOs must identify and track, review and analyze critical incidentsto identify and address quality of care and/or
health and safety issues. MCOs must also regularly review the number and types of incidents and findings from
investigations, in order to identify trends, patterns, and areas for improvement. Based on these findings, the MCO must
develop and implement strategies to reduce the occurrence of critical incidents and improve the quality of care delivered
to members. Consistent with 441 lowa Administrative Code 77.25 (3), the following process is followed when a major
incident occurs or a staff member becomes aware of a major incident:
(1) The staff member involved shall notify the following persons of the incident by the end of the next calendar day after
the incident:
a. The staff member’ s supervisor.
b. The member or the member’slegal guardian. EXCEPTION: Notification to the member is
required only if the incident took place outside of the provider’s service provision.
Notification to aguardian, if any, is always required.
. The member’s case manager.

(2) By the end of the next calendar day after the incident, the staff member who observed or first became aware of the
incident shall also report as much information as is known about the incident to the member’s managed care organization
or for members not enrolled with aMCO, the department’ s bureau of long-term care either:
a. By direct data entry into the lowa Medicaid Provider Access System, or
b. By faxing or mailing Form 470-4698, Critical Incident Report, according to the
directions on the form.

(3) Thefollowing information shall be reported:

a. The name of the member involved.
b. The date and time the incident occurred.
C. A description of the incident.
d. The names of al provider staff and others who were present at the time of the
incident or who responded after becoming aware of the incident. The confidentiality of other members or
nonmembers who were present must be maintained by the use of initials
or other means.
e. The action that the provider staff took to manage the incident.
f. The resolution of or follow-up to the incident.
g. The date the report is made and the handwritten or electronic signature of the person
making the report.

If the critical incident involves the report of child or dependent adult abuse, it is mandatory that this type of critical
incident is reported to DHS Protective Services.

If the critical incident does not involve child or dependent adult abuse, it will be reviewed by the MCO. The MCO will
notify the member and/or the family of the results upon conclusion of the investigation, on or within 30 days.

e. Responsibility for Oversight of Critical Incidents and Events. Identify the state agency (or agencies) responsible for

overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this oversight is
conducted, and how frequently.
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DHS has oversight for monitoring incidents that affect all waiver members. An HCBS Quality Assurance and Technical
Assistance Unit reviews all critical incident reports as soon as they are reported to DHS. All critical incidents are tracked
in acritical incident database that tracks the date of the event, the specific waiver the member is enrolled in, the provider
(if applicable), and the nature of the event, and follow up provided. If theincident has caused or is likely to cause a
serious injury, impairment, or abuse to the member, and if PS has completed or isin the process of conducting an
investigation, the HCBS Specialist will coordinate with PS. If PSis not investigating, the HCBS Specialist will begin an
on-site review within two working days of receipt of the report. If it is determined that the member has been removed
from immediate jeopardy, the review isinitiated with in twenty working days of receipt of report. For other non-jeopardy
incidents, areview isinitiated within twenty days. The HCBS Quality Assurance and Technical Assistance Unit meets
biweekly to review data tracked in the critical incident database and to decide if policy changes or additional training are
needed. Datais compiled and analyzed in attempt to prevent future incidents through identification of system and
provider specific training needs, and individual service plan revisions.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (1 of
3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will
display information for both restraints and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.)

O The gtate does not permit or prohibitsthe use of restraints

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restraints and how this
oversight is conducted and its frequency:

® Theuseof redtraintsis permitted during the cour se of the delivery of waiver services. Complete Items G-2-a-i
and G-2-aii.

i. Safeguards Concer ning the Use of Restraints. Specify the safeguards that the state has established
concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints, mechanical
restraints). State laws, regulations, and policiesthat are referenced are available to CM S upon reguest through
the Medicaid agency or the operating agency (if applicable).
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The DHS policy regarding restraintsis as follows and applies to all types of restraints that may be used by
waiver providers. The policy described in this section applies regardless of delivery system (i.e., FFSor
MCO), and MCOs are contractually obligated to adhere.

Restraints include, but are not limited to, personal, chemical, and mechanical methods used for the purpose
of controlling the free movement of an individual’s body. Chemical restraints are most commonly used to
calm an individual down in moments of escalation. Other examples of restraints include, but are not limited
to, holding a person down with one's hands, tying an individual to a bed, using a straight jacket or
demobilizing wrap. Asarights limitation, the restraint procedures must be agreed to by the interdisciplinary
team and identified in the member’s plan of care (441 lowa Administrative Code Chapter 83). All incidents
of restraints must be documented in a member’ s file and reported as a critical incident.

Per 441 lowa Administrative Code Chapter 77.25(4), providers “ shall have in place a system for the review,
approval, and implementation of ethical, safe, humane, and efficient behavioral intervention procedures. All
members receiving home- and community-based habilitation services shall be afforded the protections
imposed by these rules when any restraint, restriction, or behavioral intervention isimplemented.

- The system shall include procedures to inform the member and the member’ s legal guardian of the restraint,
restriction, and behavioral intervention policy and procedures at the time of service approval and as changes
occur.

- Restraint, restriction, and behavioral intervention shall be used only for reducing or eliminating

mal adaptive target behaviors that are identified in the member’s restraint, restriction, or behavioral
intervention program.

- Restraint, restriction, and behavioral intervention procedures shall be designed and implemented only for
the benefit of the member and shall never be used as punishment, for the convenience of the staff, or asa
substitute for a nonaversive program.

- Restraint, restriction, and behavioral intervention programs shall be time-limited (maximum one year) and
shall be reviewed at least quarterly.

- Corpora punishment and verbal or physical abuse are prohibited.”

These safeguards are the same regardless of what restraints are used. All restraints must also be consistent
with the Children’s Health Act of 2000 and other applicable Federal laws. All members served under an
HCBS waiver service shall be afforded the protections imposed by these requirements. Any provider
contracting with DHS to provide waiver services must conduct its activities in accordance with these
requirements. Restraint procedures may be designed and implemented only for the benefit of the member
and may never be used merely as punishment or for the convenience of the staff or as a substitute for a non-
aversive program.

Physical and chemical restraints may be allowed depending on the provider’s agency policy to ensure that
there is an accompanying behavioral intervention plan, documentation of each instance, and monitoring of its
use. These types of restraints must be considered on an individual basis after the interdisciplinary team
reviews them, and entered into the written plan of care with specific timelines. If amember were placedin a
closed room the time frame would need to be determined on an individual basis and spelled out in the service
plan. The provider would need to document the use of this restraint in the member’s service file each time it
was utilized by staff. The provider would be required to have a written policy approved by DHS on the
supervision and monitoring of members placed in a closed room, for example monitoring on afifteen minute
basis to assure the health and welfare of the member.

Restraint procedures may only be used for reducing or eliminating maladaptive target behaviors that are
identified in the member’s Behavioral Intervention Program. For the purposes of decelerating maladaptive
target behaviors a Behavioral Intervention Program includes at least the following components:

- A clear objective description of the maladaptive target behavior to be reduced or eliminated.

- A clear objective description of the incompatible or alternative appropriate response, which will be
reinforced.

- A list of restraints and behavioral interventions utilized to teach replacement behaviors that serve the same
behavioral function identified through afunctional analysis or review of the maladaptive target behaviors.
Restraints and behavioral interventions may only be utilized to teach replacement behaviors when non-
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aversive methods of positive support have been ineffective.
- A baseline measurement of the level of the target behavior before intervention.

Any provider employee who implements an aversive procedure must be able to carry out the procedure as it
iswritten. Staff must be trained and exhibit proficiency as described below before administering restraints.
An employee’ s ability to implement a procedure must be documented in one of the following ways:

- A program staff person may observe each employeein arole-play situation in order to document his or her
ability to implement the procedure as written.

- Supervisory personnel from the provider may provide documentation of employees’ ability to implement a
procedure if the following conditions are met: (i) the supervisor’s ability to implement the procedure has
been documented by a program staff person; (ii) the supervisor observes each employeein arole play
situation and documents the employee’ s ability to implement the procedure; and (iii) the provider maintains a
list of those employees who have been observed and are considered capabl e of implementing the procedure.
The list should specify the dates that an employee demonstrated competency and the name of staff that
certified the employee.

- Implementation of a program to alter an individual’ s behaviors.

Restraints and behavioral intervention procedures must be implemented by systematic program review. It
must ensure that a member’ s right to be free from aversive, intrusive procedures is balanced against the
member’ s interests in receiving services and treatment whenever a decision regarding the use of aversive
proceduresis made. Any decision to implement a program to alter an member’ s behavior must be made by
the interdisciplinary team and the program must be described fully as a Behavioral Intervention Program
incorporated into the member’s service plan and the case manager, integrated health home coordinator, or
community-based case manager’s plan of care. In general, the Behavioral Intervention Program must meet
the following minimum requirements:

- Show that previous attempts to modify the maladaptive target behavior using less restrictive procedures
have not proven to be effective, or the situation is so serious that a restrictive procedure isimmediately
warranted.

- The proposed procedure is a reasonabl e response to the member’ s maladaptive target behavior.

- Emphasize the development of the functional alternative behavior and positive approaches and positive
behavior intervention.

- Use the least restrictive intervention possible.

- Ensure the health and safety of the individual and that abusive or demeaning intervention is expressly
prohibited.

- Be evaluated and approved by the interdisciplinary team through quarterly reviews of specific data on the
progress and effectiveness of the procedures.

Documentation regarding the behavior program must include:

- A Restraint and Behavioral Intervention Program that is a part of the written individual service plan
developed by the member’s case manager, integrated health home coordinator, or community-based case
manager, and in the provider plan of care developed for the member.

- Approva by the member’s interdisciplinary team, with the written consent of the member’s parent if the
member is under eighteen years of age, or the member’slegal guardian if one has been appointed by the
court.

- A written endorsement from a physician for any procedure that might affect the member’ s health.

- A functional analysisthat is defined as, and includes, the following components: (i) clear, measurable
description of the behavior to include frequency, duration, intensity and severity of the behavior; (ii) clear
description of the need to alter the behavior; an assessment of the meaning of the behavior, which includes
the possibility that the behavior is an effort to communicate, the result of medical conditions or
environmental causes; or the result of other factors; (iii) description of the conditions that precede the
behavior in question; (iv) description of what appears to reinforce and maintain the behavior; and (v) aclear
and measurable procedure, which will be used to alter the behavior and develop the functional alternative
behavior.

- Documentation that the member, the guardian, and interdisciplinary team are fully aware of and consent to
the program in accordance with the interdisciplinary process.

- Documentation of all prior programs used to eliminate a maladaptive target behavior.

- Documentation of staff training.
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Behaviora Intervention Programs shall be time limited and reviewed at least quarterly. Restraints must be
considered on an individual basis after they are reviewed by the interdisciplinary team and entered into the
written plan of care with specific timelines. All restraints are explained to the member and their legal
representative and agreed upon ahead of time.

Unauthorized use of restraints would be detected via:

- interviews with the member, their family and staff and case manager, integrated health home coordinator,
or community-based case manager;

- through review of critical incident reports by DHS and member’ s case manager, integrated health home
coordinator, or community-based case manager on adaily basis;

- DHS and case manager, integrated health home coordinator, or community-based case manager review of
written documentation authored by provider staff;

- through the annual review activities associated with the provider Self-Assessment process;

-and by reports from any interested party (complaints).

Reviews may include desk reviews where the department requests member’ s records to be reviewed or onsite
where the department or department designee goes onsite to review documentation. One hundred percent of
waiver providers are reviewed at least once every five years to ensure that the DHS policy for each type of
agency identified restraint is observed and member rights are safeguarded. If it isfound that awaiver
provider is not observing DHS policy or ensuring a member’ s rights, adverse action is taken by the IME,
which may include sanction, termination, required corrective action, etc.

The member’ s case manager, integrated health home coordinator, or community-based case manager is
responsible to monitor individual plans of care including the use of restraints and behavioral interventions.

i. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of

restraints and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:
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Thefirst line of responsibility for overseeing the use of restraints and ensuring safeguards are in place is the
member’ s case manager, integrated health home coordinator, or community based case manager. The use of
restraints must be assessed as needed and identified in the individual member’s service plan. The use of
restraints would also require the development and implementation of a behavior plan and the plan would be
included in the member’s service plan. The case manager, integrated health home coordinator, or
community based case manager is responsible for monitoring the service plan to assure that supports and
services in the service plan are being implemented as identified in the service plan. Any issues with the use
of restraints would be addressed with the provider of service and corrected as needed.

The State also contracts with the HCBS Quiality Assurance and Technical Assistance Unit to oversee the
appropriateness, provider policies and procedures, and service plan components associated with restraints.
The Unit conducts periodic reviews of 100% of enrolled waiver service providers to ensure that policies and
procedures are consistent with State and federal rule, regulations, and best practices. Further, the Unit
examines member files, and conducts targeted reviews based on complaints, to ascertain whether restraints
are appropriately incorporated into the service plan, such that restraints are only implemented as designated
in the plan (who, what, when, where, why, and how). If the Unit discovers that the provider isless than
compliant, the provider is required to complete a corrective action plan (CAP) and implement the CAPto
100% compliance. If itisfound that the circumstances are more serious, recommendations are made to PS
and possible sanctions (suspension, probation, termination, etc.) may apply.

All waiver service providers are required to submit major incident reports. Categories within the incident
report include inappropriate use of restraints. For fee-for-service members these reports are entered into
IMPA, triggering milestonesin ISIS that alert case managers and integrated health home coordinators, and
prompting the HCBS Incident Reporting Specialist to conduct areview of theincident. If itisfound that the
incident demands further investigation, the issue is passed to the Unit for atargeted review. If the Unit
discovers that the provider isless than compliant in areas surrounding the use of restraints, the provider is
required to complete a corrective action plan (CAP) and implement the CAP to 100% compliance. If itis
found that the circumstances are more serious, recommendations are made to PS and possible sanctions
(suspension, probation, termination, etc.) may apply.

The HCBS Quiality Assurance and Technical Assistance Unit is aso responsible for conducting IPES
interviews with waiver members. The IPES tool has been expanded based on the federal PES tool and
thought to capture a more comprehensive view of lowa's waiver population needs and issues. The IPES tool
incorporates the seven principles of the Quality Framework and is able to adjust based on the member
interviewed and service enrollment. HCBS Specialists conduct interviews either face-to-face or via
telephone, at the discretion of the waiver member. All waiver members have the right to decline interview.
The results of these interviews are presented to the state on a quarterly basis.

Finally, the Unit compiles all data related to incidents reported in IMPA associated with the inappropriate
use of restraints, as well as data from periodic and targeted provider reviews conducted by the Unit. Datais
analyzed to identify trends and patterns and reported on a monthly and quarterly basisto DHS. Trends are
used, along with those established in the monthly State QA Committee, to guide the dissemination of
Informational Letters and revisionsto State Administrative Rules.

MCO Community based case managers are responsible for monitoring service plans to assure that supports
and services in the service plan are being implemented as identified in the service plan. Any issues with the
use of restraints would be addressed with the provider of service and corrected as needed. In addition,
MCOs must identify and track critical incidents, regularly review the number and types of incidents and
findings from investigations, and develop and implement strategies to reduce the occurrence of critical
incidents and improve the quality of care delivered to members. MCOs are required to follow the process
outlined at 441 lowa Administrative Code 77.25 (3) for reporting major incidents. The State maintains
ultimate oversight through the mechanismsidentified in the submitted amendment (i.e., HCBS Quality
Assurance and Technical Assistance Unit, critical incident review, etc.).

Appendix G: Participant Safeguards
Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (2 of
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b. Use of Restrictive I nterventions. (Select one):

O The state does not permit or prohibitsthe use of restrictive interventions

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions and
how this oversight is conducted and its frequency:

® Theuse of redrictiveinterventionsis permitted during the cour se of the delivery of waiver services Complete
Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive I nterventions. Specify the safeguards that the state has in
effect concerning the use of interventions that restrict participant movement, participant access to other
individuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or seclusion) to modify behavior. State laws, regulations, and policies referenced in the specification
are available to CM S upon request through the Medicaid agency or the operating agency.
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FFSand MCO

A restrictive intervention is an action or procedure that imposes a restriction of movement, that limitsa
member’ s movement, access to other individuals, locations or activities, or restricts amember’ srights. 441-
IAC 77.25(4) describes restrictive interventions as restraints, restrictions and behavioral intervention.

The DHS policy regarding restrictive interventionsis as follows, and appliesto al types of restrictions that
may be used by waiver providers. A restrictive intervention is an action or procedure that limits amember’s
movement, access to other individuals, locations or activities, or restricts amember’ srights. The use of any
restrictive interventions as part of the waiver program is treated as rights limitations of the member receiving
services. As arights limitation, the restrictive interventions must be agreed to by the interdisciplinary team
and identified in the member’s plan of care (441 lowa Administrative Code 83.67(4)).

Per 441 lowa Administrative Code Chapter 77.25(4), providers “ shall have in place a system for the review,
approval, and implementation of ethical, safe, humane, and efficient behavioral intervention procedures.” All
members receiving home- and community-based habilitation services shall be afforded the protections
imposed by these rules when any restraint, restriction, or behavioral intervention isimplemented.

a. The system shall include procedures to inform the member and the member’slegal guardian of the
restraint, restriction, and behavioral intervention policy and procedures at the time of service approval and as
changes occur.

b. Restraint, restriction, and behavioral intervention shall be used only for reducing or eliminating

mal adaptive target behaviors that are identified in the member’s restraint, restriction, or behavioral
intervention program.

¢. Restraint, restriction, and behavioral intervention procedures shall be designed and implemented only for
the benefit of the member and shall never be used as punishment, for the convenience of the staff, or asa
substitute for a nonaversive program.

d. Restraint, restriction, and behavioral intervention programs shall be time-limited and shall be reviewed at
least quarterly.

e. Corporal punishment and verbal or physical abuse are prohibited.”

These safeguards are the same regardless of what restrictions are used. All restrictions must also be
consistent with the Children’ s Health Act of 2000 and other applicable Federal laws. All members served
under an HCBS waiver service shall be afforded the protections imposed by these requirements. Any
provider contracting with DHS to provide waiver services must conduct its activities in accordance with
these requirements. Restrictions may be designed and implemented only for the benefit of the member and
may never be used merely as punishment or for the convenience of the staff or as a substitute for a non-
aversive program.

The case manager, health home coordinator, or community-based case manager has the responsibility to
assess the need for the restrictive interventions, identify the specific restrictive intervention, explain why the
intervention is being used, identify an intervention plan, monitor the use of the restrictive intervention, and
assess and reassess need for continued use. The service plan authorizes the servicesto be delivered to the
member and identifies how they are to be provided. Without the authorization, services cannot be provided to
amember.

Providers are required to use the service plan as the basis for the development and implementation of the
providers' treatment plan. The provider isresponsible for developing a plan to meet the needs of the member
and to train all staff on the implementation strategies of the treatment plan, such that the interventions are
individualized and in accordance with the previously devised plan. Providers and the case manager, health
home coordinator, or community-based case manager are responsible for documenting all behavioral
interventions, including restrictive interventions, in the service plan as well as the member’s response to the
intervention. Providers and case manager, health home coordinator, or community-based case manager are
also required to submit critical incident reports to the BLTC care, viathe IMPA, any time arestrictive
intervention is utilized.

Providers are required to maintain a system for the review, approval and implementation of ethical, safe,
humane and efficient behavioral intervention procedures, that inform the member and his’her legal guardian
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of the behavioral intervention policy and procedures at the time of entry into afacility and as changes occur.
Non-aversive methods of intervention must be designed and utilized as the option of first use, prior to design
or implementation of any behavioral intervention containing aversive techniques.

Behavioral intervention procedures may be designed and implemented only for the benefit of the member
and may never be used merely as punishment or for the convenience of the staff or as a substitute for a
nonaversive program. Behavioral intervention procedures may only be used for reducing or eliminating
mal adaptive target behaviors that are identified in the member’s Behavioral Intervention Program. Corporal
punishment and verbal or physical abuse are prohibited. Restrictions may only be used for reducing or
eliminating maladaptive target behaviors that are identified in the member’s Behavioral Intervention
Program. For the purposes of decelerating maladaptive target behaviors a Behavioral Intervention Program
includes at least the following components:

- A clear objective description of the maladaptive target behavior to be reduced or eliminated.

- A clear objective description of the incompatible or alternative appropriate response, which will be
reinforced.

- A list of restrictions and behavioral interventions utilized to teach replacement behaviors that serve the
same behavioral function identified through afunctional analysis or review of the mal adaptive target
behaviors. Restrictions and behavioral interventions may only be utilized to teach replacement behaviors
when non-aversive methods of positive support have been ineffective.

- A baseline measurement of the level of the target behavior before intervention.

Any provider employee who implements an aversive procedure must be able to carry out the procedure as it
iswritten. A person’s ability to implement a procedure must be documented in one of the following ways:

- A program staff person may observe each person in arole-play situation in order to document his or her
ability to implement the procedure as written.

- Supervisory personnel from the provider may provide documentation of employees’ ability to implement a
procedure if the following conditions are met: (i) the supervisor’s ability to implement the procedure has
been documented by a program staff person; (ii) the supervisor observes each employeein arole play
situation and documents the employee’ s ability to implement the procedure; and (iii) the provider maintains a
list of those employees who have been observed and are considered capabl e of implementing the procedure.
The list should specify the dates that an employee demonstrated competency and the name of staff that
certified the employee.

- Implementation of a program to alter an member’s behaviors.

Restrictions and behavioral intervention procedures must be implemented by systematic program review. It
must ensure that a member’ s right to be free from aversive, intrusive procedures is balanced against the
member’ s interests in receiving services and treatment whenever a decision regarding the use of aversive
procedures is made. Any decision to implement a program to alter amember’s behavior must be made by the
interdisciplinary team and the program must be described fully as a Behavioral Intervention Program
incorporated into the member’s service plan and the case manager, health home coordinator, or community-
based case manager’ s plan of care. In general, the Behavioral Intervention Program must meet the following
minimum regquirements:

- Show that previous attempts to modify the maladaptive target behavior using less restrictive procedures
have not proven to be effective, or the situation is so serious that a restrictive procedure isimmediately
warranted.

- The proposed procedure is a reasonabl e response to the member’ s maladaptive target behavior.

- Emphasize the development of the functional alternative behavior and positive approaches and positive
behavior intervention.

- Use the least restrictive intervention possible.

- Ensure the health and safety of the member and that abusive or demeaning intervention is expressly
prohibited.

- Be evaluated and approved by the interdisciplinary team through quarterly reviews of specific data on the
progress and effectiveness of the procedures.

Documentation regarding the Behavioral Intervention Program must include:
- Approva by the member’s interdisciplinary team, with the written consent of the member’s parent if the

member is under eighteen years of age, or the member’slegal guardian if one has been appointed by the
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court.

- A written endorsement from a physician for any procedure that might affect the member’s health.

- A functional analysisthat is defined as, and includes, the following components:

(i) clear, measurable description of the behavior to include frequency, duration, intensity and severity of the
behavior;

(ii) clear description of the need to alter the behavior; an assessment of the meaning of the behavior, which
includes the possibility that the behavior is an effort to communicate, the result of medical conditions or
environmental causes; or the result of other factors;

(iii) description of the conditions that precede the behavior in question;

(iv) description of what appears to reinforce and maintain the behavior; and

(v) aclear and measurable procedure, which will be used to alter the behavior and devel op the functional
aternative behavior.

- Documentation that the member, the guardian, and interdisciplinary team are fully aware of and consent to
the program in accordance with the interdisciplinary process.

- Documentation of all prior programs used to eliminate a maladaptive target behavior.

- Documentation of staff training.

Behaviora Intervention Programs shall be time limited and reviewed at least quarterly. Restrictions must be
considered on an individual basis after they are reviewed by the interdisciplinary team and entered into the
written plan of care with specific timelines. All restrictions are explained to the member and their legal
representative and agreed upon ahead of time. Unauthorized use of restrictions would be detected via
interviews with the member, their family and staff and case manager, health home coordinator, or
community-based case manager; through review of critical incident reports by DHS and member’s case
manager, health home coordinator, or community-based case manager on a daily basis; DHS and case
manager, health home coordinator, or community-based case manager review of written documentation
authored by provider staff; through the annual review activities associated with the provider Self-Assessment
process; and by reports from any interested party (complaints).

Reviews may include desk reviews where the department requests member’ s records to be reviewed or onsite
where the department or department designee goes onsite to review documentation. One hundred percent of
waiver providers are reviewed at least once every five years to ensure that the DHS policy for each type of
agency identified restriction is observed and member rights are safeguarded. If it isfound that awaiver
provider is not observing DHS policy or ensuring a member’ s rights, adverse action is taken by the IME,
which may include sanction, termination, required corrective action, etc.

The HCBS Quiality Assurance and Technical Assistance Unit is also responsible for conducting IPES
interviews with waiver members. The IPES tool has been expanded based on the federal PES tool and
thought to capture a more comprehensive view of lowa's waiver population needs and issues. The IPES tool
incorporates the seven principles of the Quality Framework and is able to adjust based on the member
interviewed and service enrollment. HCBS Specialists conduct interviews either face-to-face or via
telephone, to the discretion of the waiver member. All waiver members have the right to decline interview.
The results of these interviews are presented to the state on a quarterly basis.

The member’ s case manager, health home coordinator, or community-based case manager, isresponsible to
monitor individual plans of care including the use of restrictions and behavioral interventions.

. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring and

overseeing the use of restrictive interventions and how this oversight is conducted and its frequency:
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A restrictive intervention is an action or procedure that imposes a restriction of movement, that limitsa
participant’s movement, access to other individuals, locations or activities, or restricts a participant’ s rights.
441-1AC 77.25(4) describes restrictive interventions as restraints, restrictions and behavioral intervention.
Per the description of restrictive interventions noted in the application (G-2-b-i)above, lowawill need to
review itsinclusion of restraint as arestrictive intervention.

Thefirst line of responsibility for overseeing the use of restrictive interventions and ensuring safeguards are
in place is the member's case manager, integrated health home care coordinator, or community based case
manager. The use of restrictive interventions must be assessed as needed and identified in the individual
member’s service plan. The use of restrictions would also require the devel opment and implementation of a
restrictive intervention plan and the plan would be included in the participant’s service plan. The member's
case manager, integrated health home care coordinator, or community based case manager is responsible for
monitoring the service plan to assure that supports and services in the service plan are being implemented as
identified in the service plan. Any issues with the use of restrictive interventions would be addressed with
the provider of service and corrected as needed.

The State contracts with the HCBS Quality Assurance and Technical Assistance Unit to oversee the
appropriateness, provider policies and procedures, and service plan components associated with restrictions.
The Unit conducts periodic reviews of 100% of enrolled waiver service providers to ensure that policies and
procedures are consistent with State and federal rule, regulations, and best practices. Further, the Unit
examines member files, and conducts targeted reviews based on complaints, to ascertain whether restrictions
are appropriately incorporated into the service plan, such that restrictions are only implemented as designated
in the plan (who, what, when, where, why, and how). If the Unit discovers that the provider isless than
compliant, the provider is required to complete a corrective action plan (CAP) and implement the CAPto
100% compliance. If itisfound that the circumstances are more serious, recommendations are made to PS
and possible sanctions (suspension, probation, termination, etc.) may apply.

All waiver service providers, regardlessif serving FFS or MCO members, are required to submit major
incident reports. Categories within the incident report include inappropriate use of restrictions.

FFS

For FFS members, proivder reports of restrictive interventions are entered into IMPA, which trigger
milestones in 1SIS for fee-for-service members. These triggers alert case managers and integrated health
home care coordinators, and prompt the IME HCBS Incident Reporting Specialist to conduct areview of the
restrictive intervention. If it isfound that the restrictive intervention demands further investigation, the issue
is passed to the HCBS Unit for atargeted review. If the Unit discoversthat the provider islessthan
compliant in areas surrounding the use of restrictions, the provider is required to complete a corrective action
plan (CAP) and implement the CAP to 100% compliance. If it isfound that the circumstances are more
serious, recommendations are made to the IME Program Integrity Unit for possible sanctions that may apply.

MCO

For MCO members, provider reports are entered into the designated MCO critical incident reporting system.
In the MCO system and processes, MCO CBCMs are alerted along with the MCO Ciritical Incident
Reporting Specialist to conduct areview of the restrictive intervention. Processes for targeted review,
provider corrective actions and Pl referral, if warranted, are followed as discussed in the FFS process.

IPESINTERVIEWS

The HCBS Quiality Assurance Unit is also responsible for conducting IPES interviews for FFS members.
The MCOs conducts the same IPES interviews for MCO members. The IPES tool has been expanded based
on the federal PES tool and thought to capture a more comprehensive view of lowa's waiver population
needs and issues. The IPES tool incorporates the seven principles of the Quality Framework and is able to
adjust based on the individual interviewed and service enrollment. |PES interviews are conducted either
face-to-face or viatelephone at the discretion of the waiver member. All waiver members have the right to
decline an interview. The results of these interviews are presented to the state on a quarterly basis.

Finally, the HCBS Unit compiles all datarelated to incidents associated with the inappropriate use of
restrictions, as well as data from periodic and targeted provider reviews. Datais analyzed to identify trends
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and patterns and reported on a monthly and quarterly basisto DHS. Trends are used, along with those
established in the monthly State QA Committee, to guide the dissemination of Informational Letters and
revisions to State Administrative Rules.

MCO Community based case managers are responsible for monitoring service plans to assure that supports
and services in the service plan are being implemented as identified in the service plan. Any issues with the
use of restrictive interventions would be addressed with the provider of service and corrected as needed. In
addition, MCOs must identify and track critical incidents, regularly review the number and types of incidents
and findings from investigations, and develop and implement strategies to reduce the occurrence of critical
incidents and improve the quality of care delivered to members. MCOs are required to follow the process
outlined at 441 lowa Administrative Code 77.25 (3) for reporting major incidents. The State maintains
ultimate oversight through the mechanismsidentified in the submitted amendment (i.e., HCBS Quality
Assurance and Technical Assistance Unit, critical incident review, etc.).

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (3 of
3)

¢. Use of Seclusion. (Sdlect one): (This section will be blank for waivers submitted before Appendix G-2-c was added to
WMSin March 2014, and responses for seclusion will display in Appendix G-2-a combined with information on
restraints.)

O The gtate does not permit or prohibitsthe use of seclusion

Specify the state agency (or agencies) responsible for detecting the unauthorized use of seclusion and how this
oversight is conducted and its frequency:

® The use of seclusion is permitted during the course of the delivery of waiver services. Complete Items G-2-c-i
and G-2-c-ii.

i. Safeguards Concerning the Use of Seclusion. Specify the safeguards that the state has established

concerning the use of each type of seclusion. State laws, regulations, and policies that are referenced are
available to CM S upon reguest through the Medicaid agency or the operating agency (if applicable).
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The DHS policy regarding seclusion is as follows, and appliesto all types of seclusions that may be used by
waiver providers, regardless of delivery system (i.e., FFS or MCO) Examples of seclusion include but are not
limited to locking an member in aroom, locking an member out of an area of their residence, or limiting
community time. All incidents of seclusion must be documented in the member's service record and reported
tothe IME as acritical incident. As arights limitation, the seclusion procedures must be agreed to by the
interdisciplinary team and identified in the member’s plan of care (441 lowa Administrative Code Chapter
83). All incidents of seclusion must be documented in amember’ s file and reported as a critical incident.

Per 441 lowa Administrative Code Chapter 77.25(4), providers “ shall have in place a system for the review,
approval, and implementation of ethical, safe, humane, and efficient behavioral intervention procedures.” All
members receiving home- and community-based habilitation services shall be afforded the protections
imposed by these rules when any restraint, restriction, or behavioral intervention isimplemented.

a. The system shall include procedures to inform the member and the member’slegal guardian of the
restraint, restriction, and behavioral intervention policy and procedures at the time of service approval and as
changes occur.

b. Restraint, restriction, and behavioral intervention shall be used only for reducing or eliminating

mal adaptive target behaviors that are identified in the member’s restraint, restriction, or behavioral
intervention program.

¢. Restraint, restriction, and behavioral intervention procedures shall be designed and implemented only for
the benefit of the member and shall never be used as punishment, for the convenience of the staff, or asa
substitute for a nonaversive program.

d. Restraint, restriction, and behavioral intervention programs shall be time-limited and shall be reviewed at
least quarterly.

e. Corporal punishment and verbal or physical abuse are prohibited.”

The same standard is used for seclusion as arestrictive intervention. All seclusions must also be consistent
with the Children’s Health Act of 2000 and other applicable Federal laws. All members served under an
HCBS waiver service shall be afforded the protections imposed by these requirements. Any provider
contracting with DHS to provide waiver services must conduct its activities in accordance with these
requirements. Seclusion procedures may be designed and implemented only for the benefit of the member
and may never be used merely as punishment or for the convenience of the staff or as a substitute for anon-
aversive program.

Seclusion may be allowed depending on the provider’s agency policy to ensure that thereisan
accompanying behavioral intervention plan, documentation of each instance, and monitoring of its use.
Seclusion can be considered on an individual basis after the interdisciplinary team reviews them, and are
entered into the written plan of care with specific time lines. If amember were placed in a closed room, the
time frame would need to be determined on an individual basis and spelled out in the service plan. The
provider would need to document the use of this seclusion in the member’s service file each time it was
utilized by staff. The provider would be required to have awritten policy approved by DHS on the
supervision and monitoring of members placed in a closed room, such as monitoring on a fifteen minute
basis to assure the health and welfare of the member.

Seclusion procedures may only be used for reducing or eliminating maladaptive target behaviorsthat are
identified in the member’ s Behaviora Intervention Program. For the purposes of decelerating maladaptive
target behaviors a Behavioral Intervention Program includes at least the following components:

- A clear objective description of the maladaptive target behavior to be reduced or eliminated.

- A clear objective description of the incompatible or alternative appropriate response, which will be
reinforced.

- A list of seclusions and behavioral interventions utilized to teach replacement behaviors that serve the same
behavioral function identified through afunctional analysis or review of the maladaptive target behaviors.
Seclusions and behavioral interventions may only be utilized to teach replacement behaviors when non-
aversive methods of positive support have been ineffective.

- A baseline measurement of the level of the target behavior before intervention.

Any provider employee who implements an aversive procedure must be able to carry out the procedure as it
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iswritten. A person’s ability to implement a procedure must be documented in one of the following ways:

- A program staff person may observe each person in arole-play situation in order to document his or her
ability to implement the procedure as written.

- Supervisory personnel from the provider may provide documentation of employees’ ability to implement a
procedure if the following conditions are met: (

i) the supervisor’s ahility to implement the procedure has been documented by a program staff person;

ii) the supervisor observes each employee in arole play situation and documents the employee’ s ahility to
implement the procedure; and

(iii) the provider maintains alist of those employees who have been observed and are considered capable of
implementing the procedure. The list should specify the dates that an employee demonstrated competency
and the name of staff that certified the employee.

- Implementation of a program to alter an individual’ s behaviors.

Seclusion and behavioral intervention procedures must be implemented by systematic program review. It
must ensure that a member’ s right to be free from aversive, intrusive procedures is balanced against the
member’ s interests in receiving services and treatment whenever a decision regarding the use of aversive
procedures is made. Any decision to implement a program to alter an member’s behavior must be made by
the interdisciplinary team and the program must be described fully as a Behavioral Intervention Program
incorporated into the member service plan and the case manager, health home coordinator, or community-
based case manager’ s plan of care. In general, the Behavioral Intervention Program must meet the following
minimum requirements.

- Show that previous attempts to modify the maladaptive target behavior using less restrictive procedures
have not proven to be effective, or the situation is so serious that a restrictive procedure isimmediately
warranted.

- The proposed procedure is a reasonabl e response to the person’s maladaptive target behavior.

- Emphasize the development of the functional alternative behavior and positive approaches and positive
behavior intervention.

- Use the least restrictive intervention possible.

- Ensure the health and safety of the individual and that abusive or demeaning intervention is expressly
prohibited.

- Be evaluated and approved by the interdisciplinary team through quarterly reviews of specific data on the
progress and effectiveness of the procedures.

Documentation regarding the behavior program must include:

- Approva by the member’s interdisciplinary team, with the written consent of the member’s parent if the
member is under eighteen years of age, or the member’slegal guardian if one has been appointed by the
court.

- A written endorsement from a physician for any procedure that might affect the member’s health.

- A functional analysisthat is defined as and includes the following components:

(i) clear, measurable description of the behavior to include frequency, duration, intensity and severity of the
behavior;

(ii) clear description of the need to alter the behavior; an assessment of the meaning of the behavior, which
includes the possibility that the behavior is an effort to communicate, the result of medical conditions or
environmental causes; or the result of other factors;

(iii) description of the conditions that precede the behavior in question;

iv) description of what appears to reinforce and maintain the behavior; and

v) a clear and measurable procedure, which will be used to alter the behavior and devel op the functional
aternative behavior.

- Documentation that the member, the guardian, and interdisciplinary team are fully aware of and consent to
the program in accordance with the interdisciplinary process.

- Documentation of all prior programs used to eliminate a maladaptive target behavior.

- Documentation of staff training.

Behaviora Intervention Programs shall be time limited and reviewed at least quarterly. Seclusions must be
considered on an individual basis after they are reviewed by the interdisciplinary team and entered into the
written plan of care with specific time lines. All seclusions are explained to the member and their legal
representative and agreed upon ahead of time.
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Unauthorized use of seclusion would be detected viainterviews with the member, their family and staff and
case manager, health home coordinator, or community-based case manager; through review of critical
incident reports by DHS and member’ s case manager, health home coordinator, or community-based case
manager on adaily basis; DHS and case manager, health home coordinator, or community-based case
manager review of written documentation authored by provider staff; through the annual review activities
associated with the provider Self-Assessment process; and by reports from any interested party (complaints).
Reviews may include desk reviews where the department requests member’ s records to be reviewed or onsite
where the department or department designee goes onsite to review documentation. One hundred percent of
waiver providers are reviewed at least once every five years to ensure that the DHS policy for each type of
agency identified seclusion is observed and member rights are safeguarded. If it is found that a waiver
provider is not observing DHS policy or ensuring a member’ s rights, adverse action is taken by the IME,
which may include sanction, termination, required corrective action, etc.

The member’ s case manager, health home coordinator, or community-based case manager, isresponsible to
monitor individual plans of care including the use of seclusion and behavioral interventions.

i. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of

seclusion and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:
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Thefirst line of responsibility for overseeing the use of seclusion and ensuring safeguards are in place isthe
member’ s case manager, health home coordinator, or community based case manager. The use of seclusion
must be assessed as needed and identified in the individual member’s service plan. The use of seclusion
would also require the development and implementation of a behavior plan and the plan would be included
in the member’ s service plan. The case manager, health home coordinator, or community based case
manager is responsible for monitoring the service plan to assure that supports and services in the service plan
are being implemented as identified in the service plan. Any issues with the use of seclusion would be
addressed with the provider of service and corrected as needed.

The State contracts with the HCBS Quality Assurance and Technical Assistance Unit to oversee the
appropriateness, provider policies and procedures, and service plan components associated with seclusion.
The Unit conducts periodic reviews of 100% of enrolled waiver service providers to ensure that policies and
procedures are consistent with State and federal rule, regulations, and best practices. Further, the Unit
examines member files, and conducts targeted reviews based on complaints, to ascertain whether seclusion is
appropriately incorporated into the service plan, such that seclusion is only implemented as designated in the
plan (who, what, when, where, why, and how). If the Unit discovers that the provider is less than compliant,
the provider is required to complete a corrective action plan (CAP) and implement the CAP to 100%
compliance. If it isfound that the circumstances are more serious, recommendations are made to PS and

possi ble sanctions (suspension, probation, termination, etc.) may apply.

All waiver service providers are required to submit major incident reports. Categories within the incident
report include inappropriate use of seclusion. These reports are entered into IMPA, trigger milestonesin ISIS
for fee-for-service membersthat alert case managers, health home coordinators and prompt the HCBS
Incident Reporting Specialist to conduct areview of theincident. If it isfound that the incident demands
further investigation, the issue is passed to the Unit for atargeted review. If the Unit discovers that the
provider is less than compliant in areas surrounding the use of seclusion, the provider is required to complete
acorrective action plan (CAP) and implement the CAP to 100% compliance. If it isfound that the
circumstances are more serious, recommendations are made to PS and possible sanctions (suspension,
probation, termination, etc.) may apply.

The HCBS Quiality Assurance and Technical Assistance Unit is aso responsible for conducting IPES
interviews with waiver members. The IPES tool has been expanded based on the federal PES tool and
thought to capture a more comprehensive view of lowa's waiver population needs and issues. The IPES tool
incorporates the seven principles of the Quality Framework and is able to adjust based on the member
interviewed and service enrollment. HCBS Specialists conduct interviews either face-to-face or via
telephone, to the discretion of the waiver member. All waiver members have the right to decline interview.
The results of these interviews are presented to the state on a quarterly basis.

Finally, the Unit compiles all data related to incidents reported in IMPA associated with the inappropriate
use of seclusion, aswell as data from periodic and targeted provider reviews conducted by the Unit. Datais
analyzed to identify trends and patterns and reported on a monthly and quarterly basisto DHS. Trends are
used, along with those established in the monthly State QA Committee, to guide the dissemination of
Informational Letters and revisionsto State Administrative Rules.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (1 of 2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or unlicensed
living arrangements where a provider has round-the-clock responsibility for the health and welfare of residents. The Appendix
does not need to be completed when waiver participants are served exclusively in their own personal residences or in the home of
a family member.

a. Applicability. Select one:

O No. This Appendix is not applicable (do not complete the remaining items)
® ves This Appendix applies (complete the remaining items)
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b. Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring participant
medication regimens, the methods for conducting monitoring, and the frequency of monitoring.
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The case manager, health home coordinator, or community-based case manager, and any provider responsible for
medication administration must monitor the documentation of medication administration to ensure adherence to
the service plan and provider policies and procedure. The provider agency frequently and routinely monitors as
outlined in their policies and procedures, and quality improvement plans. Provider agencies are expected to
review medication administration on adaily basis to ensure health and welfare of member as well as perform
quality assurance on atimeframe identified by the agency (most often monthly). The case manager, health home
coordinator, or community-based case manager also monitor during the annual service plan development. MCO
community-based case managers monitor the documentation of medication administration to ensure adherence to
the service plan and provider policies and procedures.

Monitoring includes review of the service documentation to ensure that medications have been administered at the
designated times and by designated individuals. Further monitoring occurs through the report of major incidents
whenever amedication error resultsin physicians' treatment, mental health intervention, law enforcement
intervention, death, or elopement. When amajor incident has occurred, follow-up, investigation, and remediation
occurs asidentified in G.I.d. All medication errors resulting in amajor incident report or discovered via complaint
are fully investigated. If it is determined that a harmful practice has been detected, the provider agency completes
acorrective action plan and may face sanctions depending on severity and negligence of the circumstance.

The lowa Medicaid program has actively managed Medicaid pharmacy benefits through a Preferred Drug List
(PDL) since 2005. A governor appointed medical assistance pharmaceutical and therapeutics (P& T) committee
was established for the purpose of developing and providing ongoing review of the PDL. The prior authorization
department of the IME MSU utilizes the PDL to review medication management. First line responsibility lies with
the prescriber who is contacted by fax or telephone regarding a prescription. Pharmacists review patient profiles
for proper diagnosis, dosage strength and length of therapy.

The DHS Member Services Unit has established procedures to monitor Medicaid members' prescribing
physicians and pharmacies. Analysis has established risk thresholds for these factors to mitigate possible abuse,
harmful drug reactions, and to improve the outcomes of medication regimes for Medicaid members. Wheniitis
identified that members exceed the established risk thresholds, the member is placed in lock-in. Lock-in
establishes one prescribing physician and one filling pharmacy for each member. The Member Services Unit also
conducts statistical analysis of the use of certain drugs and usage patterns. Identification of trends for
prescriptions and usage patterns of high risk or addictive medicationsis presented to DHS on a monthly or
quarterly basis.

Second-line monitoring is conducted concerning the use of behavior modifying medications through a variety of
mechanisms. First, member education is designed to ensure appropriate utilization (correcting overutilization and
underutilization), at aminimum, and to improve adherence. Second, restriction programs, including policies,
procedures, and criteria for establishing the need for the lock-in, may also be implemented. Finally, medication
therapy management programs are devel oped to identify and target members who would most benefit, and include
coordination between the participant, the pharmacist and the prescriber using various means of communication
and education.

The Drug Utilization Review (DUR) Commission is a quality assurance body, which seeks to improve the quality
of pharmacy services and ensure rational, cost-effective medication therapy for Medicaid membersin lowa. The
commission reviews policy issues and provides suggestions on prospective DUR criteria, prior authorization
guidelines, OTC coverage, and plan design issues. The DUR system provides for the evaluation of individual
member profiles by a qualified professional group of physicians and pharmacists, with expertise in the clinically
appropriate prescribing of covered outpatient drugs, the clinically appropriate dispensing and monitoring of
outpatient drugs, drug use review, evaluations and intervention, and medical quality assurance. Members of this
group also have the knowledge, ability, and expertise to target and analyze therapeutic appropriateness,
inappropriate long-term use of medication, overuse/underuse/abuse/polypharmacy, lack of generic use, drug-drug
interactions, drug-disease contraindications, therapeutic duplications, therapeutic benefit issues, and cost-effective
drug strengths and dosage forms. In addition, the IME M SU reviews Medicaid member records to ensure that the
member had a diagnosis or rational documented for each medication taken.

The Department of Inspections and Appeals (DIA) is responsible for Medicaid member’ s medication regimes for
waiver members served in an RCF/ID. All medical regimes are included in the member’s record. Medications
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administered by the facility are recorded on amedical record by the individual who administers medication. All
RCF/IDs are licensed facilities and must meet all Department of Inspections Administrative Rules to obtain an
annually renewable license. Medical records are reviewed during licensure renewal. Persons administrating
medication must be a licensed nurse or physician or have successfully completed a department approved
medication aide course. If the provider stores, handles, prescribes, dispenses, or administers prescription or over
the counter medications the provider is required to develop procedures for the storage, handling, prescribing,
dispensing, or administration of medication. For controlled substances, providers must maintain DIA procedures.
If the provider has a physician on staff or under contract, the physician must review and document the provider's
prescribed medication regime at least annually in accordance with current medical practice. Policies and
procedures must be devel oped in written form by the provider for the dispensing, storage, and recording of all
prescription and nonprescription medications administered, monitoring medications requiring close supervision
because of fluctuating physical or psychological conditions, including antihypertensive, digitalis preparations,
mood-altering or psychotropic drugs, or narcotics. Policies and procedures are reviewed by the HCBS Specialists
for compliance with state and federal regulations. If deficiencies are found, the provider is required to submit a
corrective action, and follow-up surveys may be conducted based on the severity of the deficiency.

ii. Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the state uses to ensure that

participant medications are managed appropriately, including: (a) the identification of potentially harmful practices
(e.g., the concurrent use of contraindicated medications); (b) the method(s) for following up on potentially harmful
practices; and, (c) the state agency (or agencies) that is responsible for follow-up and oversight.

08/26/2020



Application for 1915(c) HCBS Waiver: IA.0345.R04.02 - Apr 01, 2020 (as of Apr 01, 2020) Page 190 of 254

Second line responsibility is utilized when issues are more complex. Occurrences of high dosage use for certain
medications or prescribing drugs for an age group where the drug is not FDA indicated are sent to DHS-IME for
review. In some cases edits have been placed in the computer system so the prescriber could not prescribe for age
groups not indicated.

Lock-In: Trending and analysis has been conducted by the MSU and “lock-in" strategies have been implemented
for members who have, historically, multiple prescribers and pharmacies. Identification of these members alows
the Medicaid payment of only one prescribing physician and one pharmacy. This allows for increased monitoring
of appropriate medication management and mitigates the risk associated with pharmacological abuses and
negative contraindications.

Drug Utilization Review (DUR) Commission: The DUR is a second line monitoring process with oversight by
DHS. The DUR system includes a process of provider intervention that promotes quality assurance of care,
patient safety, provider education, cost effectiveness and positive provider relations. Lettersto providers
generated as aresult of the professional evaluation process identify concerns about medication regimens and
specific patients. At least one lowa licensed pharmacist is available to reply in writing to questions submitted by
providers regarding provider correspondence, to communicate by telephone with providers as necessary and to
coordinate face-to-face interventions as determined by the DUR.

The Department of Inspections and Appeals (DIA): This DIA isresponsible for oversight of licensed facilities.
DIA communicates al findings to DHS and any issues identified during the RCF/ID licensure process, or critical
incidents as they arise. The DIA tracks information and provides training as necessary to improve quality. This
information is also shared with DHS. Both the DIA and DHS follow-up with identified RCF/IDs to assure that
action steps have been made to ensure potential harmful practices do not reoccur.

HCBS Quality Assurance Unit; DHS contracts with the Unit to oversee the appropriateness, provider policies and
procedures, and service plan components associated with medication management. The Unit conducts periodic
reviews of 100% of enrolled waiver service providersto ensure that policies and procedures are consistent with
State and federal rule, regulations, and best practices. Further, the Unit examines member files, and conducts
targeted reviews based on complaints, to ascertain whether medications are appropriately incorporated into the
service plan. If the Unit discovers that the provider isless than compliant, the provider isrequired to complete a
corrective action plan (CAP) and implement the CAP to 100% compliance. If it isfound that the circumstances
are more serious, recommendations are made to PS and possible sanctions (suspension, probation, termination,

etc.) may apply.

With respect to MCO members, community based case managers are responsible for monitoring service plansto
assure that supports and services in the service plan are being implemented as identified in the service plan. Any
issues with the use of medication would be addressed with the provider of service and corrected as needed. In
addition, MCOs must maintain documentation of the member’s medication management done by the MCOs
clinical staff; monitor the prescribing patterns of network prescribers to improve the quality of care coordination
services provided to members through strategies such as: (a) identifying medication utilization that deviates from
current clinical practice guidelines; (b) identifying members whose utilization of controlled substances warrants
intervention; (c) providing education, support and technical assistance to providers; and (d) monitor the
prescribing patterns of psychotropic medication to children, including children in foster care. Finally, MCOs
must identify and track critical incidents, regularly review the number and types of incidents and findings from
investigations, and devel op and implement strategies to reduce the occurrence of critical incidents and improve
the quality of care delivered to members. MCOs are required to follow the process outlined at 441 lowa
Administrative Code 77.25 (3) for reporting major incidents. The State maintains ultimate oversight through the
mechanisms identified in the submitted amendment (i.e., HCBS Quality Assurance and Technical Assistance
Unit, critical incident review, etc.).

All waiver service providers are required to submit major incident reports. Categories within the incident report
include medication errors. These reports are entered into IMPA, trigger milestonesin 1SIS for fee-for-service
members that alert case managers and health home coordinators, and prompt the HCBS Incident Reporting
Specialist to conduct areview of theincident. If it isfound that the incident demands further investigation, the
issueis passed to the Unit for atargeted review. If the Unit discovers that the provider islessthan compliant in
areas surrounding medication management, the provider is required to complete a corrective action plan (CAP)
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and implement the CAP to 100% compliance. If it isfound that the circumstances are more serious,
recommendations are made to PS and possible sanctions (suspension, probation, termination, etc.) may apply.

The Unit compiles all datarelated to incidents reported in IMPA associated with the inappropriate use of
medication, as well as data from periodic and targeted provider reviews conducted by the Unit. Datais analyzed
to identify trends and patterns and reported on amonthly and quarterly basisto DHS. Trends are used, along with
those established in the monthly State QA Committee, to guide the dissemination of Informational Letters and
revisions to State Administrative Rules.

Appendix G: Participant Safeguards
Appendix G-3. Medication Management and Administration (2 of 2)

c. Medication Administration by Waiver Providers

i. Provider Administration of Medications. Select one:

O Not applicable. (do not complete the remaining items)

® waiver providersareresponsiblefor the administration of medicationsto waiver participantswho
cannot self-administer and/or have responsibility to over see participant self-administration of
medications. (complete the remaining items)

ii. State Policy. Summarize the state policies that apply to the administration of medications by waiver providers or
waiver provider responsibilities when participants self-administer medications, including (if applicable) policies
concerning medication administration by non-medical waiver provider personnel. State laws, regulations, and
policies referenced in the specification are available to CM S upon request through the Medicaid agency or the
operating agency (if applicable).
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“Procedures shall be developed for the dispensing, storage, authorization, and recording of all prescription and
nonprescription medications administered. Home health agencies must follow Medicare regulations for
medication dispensing. All medications shall be stored in their original containers, with the accompanying
physician’s or pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to
consumers and the public. Nonprescription medications shall be labeled with the consumer’s name. In the case of
medications that are administered on an ongoing, long-term basis, authorization shall be obtained for a period not
to exceed the duration of the prescription.”

Providers are required to have staff trained on medication administration and provide safe oversight of medication
administration. The State does not require specific medication administration curriculum to be used. Providers
are responsible to assure that staff has the skills needed to administer medications safely. There are no uniform
reguirements in the lowa Administrative Code for the provision of medication administration or for the self-
administration of medications by Medicaid members.

The Provider Self-Assessment quality improvement process requires providers to have a policy and procedure for
the storage and provision of medication. This process requires a more uniform approach for the provider in the
reguirements for medication management. The Provider Self-Assessment review checklist used by the HCBS
Specialist to review providersidentifies the following minimum standards that the medication policy will identify:

- The provider’srole in the management and/or administration of medications

- If staff administers medications, the policy will identify the: (1) training provided to staff prior to the
administration of medications; (2) method of documenting the administration of medications; (3) storage of
medications; (4) the assessment process used to determine the Medicaid member’ s role in the administration of
medications.

The provider Self-Assessment process also requires providers to have discovery, remediation and improvement
processes for medication administration. The information and results of these activitiesis available to DHS upon
request. Currently the self-assessment processis not set forth in the lowa Administrative Code.

Home Health agencies that provide waiver services must follow Medicare regulations for medication
administration and dispensing. All medications must be stored in their original containers with the accompanying
physician's or pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to
Medicaid members and the public. Nonprescription medications shall be labeled with the Medicaid member's
name. In the case of medications that are administered on an ongoing long-term basis, authorization shall be
obtained for a period not to exceed the duration of the prescription. All providers of respite must develop policies
that assure that personnel that administer medications have the appropriate skills and that there is oversight by
medical personnel.

Provider non-medical waiver staff that administers medications must have oversight of alicensed nurse. If the
medication requires, the staff is required to complete a medication management course through a community
college.

The requirements for non-medical waiver providers must have in order to administer medications to Medicaid
members who cannot self-administer is that the provider must have awritten policy in place on what the
requirements are for their staff to do thisand how. If the medications are psychiatric medications the person
would have to have successfully completed a medication aide class. Oversight for a staff member who
administers medications that require oversight such as in the case of psychiatric medications would need to follow
the requirements as spelled out through the Board of Nursing such as having oversight by aregistered nurse. The
HCBS Specialists through IME would oversee this policy upon regular reviews of the provider.

State oversight responsibility is described in Appendix H for the monitoring methods that include identification of
problems in provider performance and support follow-up remediation actions and quality improvement activities.

iii. Medication Error Reporting. Select one of the following;:
® providersthat areresponsible for medication administration are required to both record and report
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medication errorsto a state agency (or agencies).
Complete the following three items:

(a) Specify state agency (or agencies) to which errors are reported:

Providers are required to complete incidents reports for all occurrences meeting the criteriafor major and
minor incidents and make the incident reports and related documentation available to DHS upon request.
Major incidents must be reported to the BLTC viaIMPA. Providers must ensure cooperation in providing
pertinent information regarding incidents as requested by DHS.

As part of the major incident reporting process described in Appendix G-1, DHS will review and follow-up
on all medication errors that lead to a member hospitalization or death. This can include the wrong dosage,
the wrong medication delivered, medication delivered at the wrong time, Medicaid delivery not documented,
unauthorized administration of medication, or missed dosage. Providers are required to submit all
medication errors, whether major or minor, to the member's case manager, health home coordinator, or
community-based case manager when they occur. The case manager, health home coordinator, or
community-based case manager monitors the errors and makes changes to the member’ s service plan as
needed to assure the health and safety of the member.

The Provider Self-Assessment quality improvement process requires providers to have a policy and
procedure regarding medication administration and medication management. The Provider Self-Assessment
process also requires that providers have discovery, remediation, and improvement processes for medication
administration and medication errors. Specifically, providers are required to have ongoing review of

medi cation management and administration to ensure that medications are managed and administered
appropriately. Providers are also required to track and trend all medication errors to assure all medication
errors are reviewed and improvements made based on review of the medication error data. The information
and results of these activities is made available to DHS upon request and will be reviewed as part of the
ongoing Self-Assessment process conducted by the HCBS Specialists. Thiswill include random sampling of
providers, incident specific review (complaint and IR follow up) and on-site provider review held every five
years. DHSisin the process of promulgating rules to establish the Provider Self-Assessment quality
improvement process in the Administrative Code.

Other professionals or family members may report medication error incidents at any time as a complaint.
Suspected abuse is reported to the reporting hotline operated by the Department of Human Services.

(b) Specify the types of medication errorsthat providers are required to record:
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Providers must track and trend all major and minor incident reports. Per Chapter 441 lowa Administrative
Code 77.25(1), “major incidents’ are defined as an occurrence involving a participant during service
provision that: (1) resultsin a physical injury to or by the participant that requires a physician’s treatment or
admission to a hospital; (2) resultsin the death of any person; (3) requires emergency mental health
treatment for the participant; (4) requires the intervention of law enforcement; (5) requires areport of child
abuse pursuant to lowa Code section 232.69 or a report of dependent adult abuse pursuant to lowa Code
section 235B.3; (6) constitutes a prescription medication error or a pattern of medication errors that leads to
the outcomein paragraph “1,” “2,” or “3"; or (7) involves a participant’s location being unknown by
provider staff who are assigned protective oversight. Service providers, provider staff, DHS TCM, MCO
CBCM, health home coordinators, and community-based case managers are required to submit incident
reports as they are witnessed or discovered. All major incidents must be reported within 48 hours of
witnessing or discovering an incident has occurred, using the IME’s lowa Medicaid Portal Access (IMPA)
System. Suspected abuse may be reported to the statewide abuse reporting hotline operated by DHS.

Per Chapter 441 lowa Administrative Code 77.25(1), “minor incidents’ are defined as an occurrence
involving a participant during service provision that is not amajor incident and that: (1) resultsin the
application of basic first aid; (2) resultsin bruising; (3) resultsin seizure activity; (4) resultsin injury to self,
to others, or to property; or (5) constitutes a prescription medication error. Providers are not required to
report minor incidents to the BLTC, and reports may be reported internally within a provider’s system, in
any format designated by the provider (i.e., phone, fax, email, web based reporting, or paper submission).
When aminor incident occurs or a staff member becomes aware of a minor incident, the staff member
involved must submit the completed incident report to the staff member’s supervisor within 72 hours of the
incident. The completed report must be maintained in a centralized file with a notation in the participant’s
file

Providers are required to record all medication errors, both major and minor, that occur. Providersare
required to track and trend all medication errors and assure all medication errors are reviewed and
improvements made based on review of the medication error data. The information and results of these
activities is made available to DHS upon request and will be reviewed as part of the ongoing Self-
Assessment process conducted by the HCBS Specidiists.

(c) Specify the types of medication errors that providers must report to the state:

Only major incidents of medication errors that affect the health and safety of the member, as defined by the
major incident criteria, are required to be reported to the State. All medication errors, both major and minor,
are required to be reported to the member’ s guardian, case manager, health home coordinator, or community-
based case manager.

O Providersresponsible for medication administration arerequired to record medication errorsbut make
information about medication errorsavailable only when requested by the state.

Specify the types of medication errors that providers are required to record:

iv. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring the performance
of waiver providers in the administration of medications to waiver participants and how monitoring is performed
and its frequency.
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The BLTC isresponsible for the oversight of waiver providers in the administration of medications to waiver
members. Oversight monitoring is completed through IMPA, the provider Self-Assessment process, and
monitoring of the member by the member’ s case manager, health home coordinator, or community-based case
manager.

With respect to MCO members, community based case managers are responsible for monitoring service plansto
assure that supports and services in the service plan are being implemented as identified in the service plan. Any
issues with the use of medication would be addressed with the provider of service and corrected as needed. In
addition, MCOs must maintain documentation of the member’s medication management done by the MCOs
clinical staff; monitor the prescribing patterns of network prescribers to improve the quality of care coordination
services provided to members through strategies such as: (a) identifying medication utilization that deviates from
current clinical practice guidelines; (b) identifying members whose utilization of controlled substances warrants
intervention; (c) providing education, support and technical assistance to providers; and (d) monitor the
prescribing patterns of psychotropic medication to children, including children in foster care. Finally, MCOs
must identify and track critical incidents, regularly review the number and types of incidents and findings from
investigations, and devel op and implement strategies to reduce the occurrence of critical incidents and improve
the quality of care delivered to members. MCOs are required to follow the process outlined at 441 lowa
Administrative Code 77.25 (3) for reporting major incidents. The State maintains ultimate oversight through the
mechanisms identified in the submitted amendment (i.e., HCBS Quality Assurance and Technical Assistance
Unit, critical incident review, etc.). All of these processes have been described in detail in this Appendix.

All medication errors are considered either major or minor incidents, as noted in Subsection “iii.b” above. These
major incidents are reported to the department and follow the incident reporting follow up protocol of the
department.

DHS contracts with the HCBS Quality Assurance Unit to oversee the appropriateness, provider policies and
procedures, and service plan components associated with medication management. The Unit conducts periodic
reviews of 100% of enrolled waiver service providersto ensure that policies and procedures are consistent with
State and federal rule, regulations, and best practices. Further, the Unit examines member files, and conducts
targeted reviews based on complaints, to ascertain whether medications are appropriately incorporated into the
service plan. If the Unit discovers that the provider isless than compliant, the provider isrequired to complete a
corrective action plan (CAP) and implement the CAP to 100% compliance. If it isfound that the circumstances
are more serious, recommendations are made to PS and possible sanctions (suspension, probation, termination,

etc.) may apply.

All waiver service providers are required to submit major incident reports. Categories within the incident report
include inappropriate medication administration. These reports are entered into IMPA, trigger milestonesin ISIS
for fee-for-service members that alert case managers and health home coordinators, and prompt the HCBS
Incident Reporting Specialist to conduct areview of theincident. If it isfound that the incident demands further
investigation, the issue is passed to the Unit for atargeted review. If the Unit discovers that the provider isless
than compliant in areas surrounding medication administration, the provider is required to complete a CAP and
implement the CAP to 100% compliance. Again, if it isfound that the circumstances are more serious,
recommendations are made to PS and possible sanctions (suspension, probation, termination, etc.) may apply.

The Unit compiles all datarelated to incidents reported in IMPA associated with the inappropriate medication
administration, as well as data from periodic and targeted provider reviews conducted by the Unit. Datais
analyzed to identify trends and patterns and reported on a monthly and quarterly basisto DHS. Trends are used,
along with those established in the monthly State QA Committee, to guide the dissemination of Informational
Letters and revisions to State Administrative Rules.

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Health and Welfare
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The state demonstrates it has designed and implemented an effective system for assuring waiver participant health and
welfare. (For waiver actions submitted before June 1, 2014, this assurance read "The State, on an ongoing basis,
identifies, addresses, and seeks to prevent the occurrence of abuse, neglect and exploitation.")

i. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongoing basis that it identifies, addresses and seeksto
prevent instancesof abuse, neglect, exploitation and unexplained death. (Performance measuresin this

sub-assurance include all Appendix G performance measures for waiver actions submitted before June 1,
2014.)

Perfor mance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

HW-al: The ME will measurethetotal number and percent of | AC-defined major
critical incidents requiring follow-up escalation that wer e investigated. Numerator =
# of critical incidentsthat received follow-up asrequired; Denominator = # of critical
incidentsrequiring follow-up escalation

Data Sour ce (Select one):

Critical eventsand incident reports

If 'Other' is selected, specify:

Data collected in the FFSand M CO CIR databases.

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach

(check each that applies):

Contracted Entity
including MCO

[J state Medicaid LI weekly 100% Review
Agency
[J operating Agency Monthly [ |essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other [] Annually [] Stratified
Specify: Describe Group:
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[] Continuously and [] Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[ Annually
[ Continuously and Ongoing
[] Other
Specify:
Performance Measure:

HW-a2: The IME will measure Clsthat identify areportable event of abuse, neglect,
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exploitation, or unexplained death and wer e followed upon appropriately. Numer ator

=#of CIRsthat identified areport was madeto DHS protective services and/or
appropriate follow up wasinitiated; Denominator = # of Clsthat identified a

reportable event of abuse, neglect, exploitation, and/or unexplained death

Data Sour ce (Select one):

Critical eventsand incident reports
If 'Other' is selected, specify:
FFSand MCO CIR databases

Responsible Party for Frequency of data Sampling Approach
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data
collection/generation

(check each that applies):

collection/generation
(check each that applies):

(check each that applies):

[ state Medicaid [T weekly 100% Review
Agency
[] Operating Agency Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other LI Annually [ stratified
Specify: Describe Group:
Contracted Entity
including MCO

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency

LI weekly

[] Operating Agency

[] Monthly

[] Sub-State Entity

Quarterly

] Other
Specify:

[ Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

[] Continuously and Ongoing

[ Other
Specify:

Performance Measure:

HW-a3: The IME will measurethe number and per cent of memberswho received
information on how to report abuse, neglect, exploitation and unexplained death.
Numerator: # of members service plansthat indicate the membersreceived
information on how to report abuse, neglect, exploitation and unexplained deaths.
Denominator: Total # of service plansreviewed.

Data Sour ce (Select one):
Record reviews, off-site

If 'Other' is selected, specify:
per son-center ed service plan

Responsible Party for Freguency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
[J state Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =

95%+/- 5%

Other [] Annually Stratified
Specify: Describe Group:

contracted entities
including MCOs
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1A.0213
AIDSHIV
(.05%)
1A.0242 1D
(47%)
|A.0299 BI
(6%)

IA.0345 PD
(4%)

IA.0819 CMH
(4%)

IA.4111 HD
Waiver (9%)
IA.4155 -
Elderly Waiver
(30%)"

[ Continuously and
Ongoing

[ Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency LI weekly
[ Operating Agency Monthly
[ Sub-State Entity [ Quarterly
[ Other
Specify:
[] Annually

[] Continuously and Ongoing

[ Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

b. Sub-assurance: The state demonstrates that an incident management system isin place that effectively
resolves those incidents and prevents further similar incidents to the extent possible.

Perfor mance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formul ated, where appropriate.

Performance Measure;

HW-b1: TheIME will identify all unresolved critical incidentswhich resulted in a
targeted review and wer e completed to resolution. Numerator = # of targeted reviews
resulting from an incident which wer e resolved within 120 days, Denominator = # of
critical incidentsthat resulted in atargeted review.

Data Sour ce (Select one):

Critical eventsand incident reports

If 'Other" is selected, specify:

FFS/HCBS Unit and MCO data obtained from CIR databases.

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
[ state Medicaid [T weekly 100% Review
Agency
[] Operating Agency Monthly [] Lessthan 100%
Review
[ Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
Other LI Annually [ stratified
Specify: Describe Group:
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Contracted Entity
including MCO

[] Continuously and [] Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[] Annually
[ Continuously and Ongoing
[] Other
Specify:
Performance M easure:

HW-b2: The ME will measurethe number and percent of critical incidentswhere
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root cause was identified. Numerator: Number and percent of critical incidentswhere
root cause was identified. Denominator: # of Critical I ncident Reports.

Data Sour ce (Select one):
Critical eventsand incident reports
If 'Other' is selected, specify:

FFS/HCBS unit and MCO data obtained from CIR databases
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Responsible Party for
data
collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

[ state Medicaid [T weekly 100% Review
Agency
[] Operating Agency Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other LI Annually [ stratified
Specify: Describe Group:
contracted entities
including MCOs

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency Monthly
[] Sub-State Entity [] Quarterly
] Other

Specify: [ Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

[] Continuously and Ongoing

[ Other
Specify:

c. Sub-assurance: The state policies and procedures for the use or prohibition of restrictive interventions
(including restraints and seclusion) are followed.

Performance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

HW-cl: TheIME will measurethetotal # & % of providerswith policiesfor
restrictive measuresthat are consistent with State and Federal policy and rules, and
followed aswritten. Numerator = # providersreviewed that have policies for

restrictive measur esthat wereimplemented aswritten; Denominator = total # of
providersreviewed.

Data Sour ce (Select one):

Record reviews, on-site

If 'Other' is selected, specify:

Provider's policies and procedures. All certified and periodic reviews are conducted
on a5year cycle; at theend of the cycleall providersare reviewed.

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):

[J state Medicaid LI weekly 100% Review

Agency
[J operating Agency Monthly [ |essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
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Sample
Confidence
Interval =
Other [] Annually [] Stratified
Specify: Describe Group:

Contracted Entity

[ Continuously and [ Other

Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[ Annually

[] Continuously and Ongoing

[] Other
Specify:
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d. Sub-assurance: The state establishes overall health care standards and monitors those standards based
on the responsibility of the service provider as stated in the approved waiver.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

HW-d1: The IME will measurethe number and percent of providers meeting state
and federal requirementsrelativeto individual waivers. Numerator = # of Quality
Assurancereviewsthat did not receive a corrective action plan; Denominator = # of
provider Quality Assurance Reviews completed.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

All QA reviewsthat don't result in a corrective action. All certified and periodic
reviewsare conducted on a5 year cycle; at the end of thecycleall providersare

reviewed.
Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
[ state Medicaid [T weekly 100% Review
Agency
[] Operating Agency Monthly [ Lessthan 100%
Review
] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other LI Annually [ stratified
Specify: Describe Group:
Contracted Entity
[] Continuously and [] Other
Ongoing Specify:
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[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly

[] Sub-State Entity

Quarterly

[ Other
Specify:

[] Annually

[ Continuously and Ongoing

[ Other
Specify:
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ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.
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The HCBS Quality Assurance unit and each MCO s responsible for monitoring and analyzing data associated
with the major incidents reported for members on waivers. For both FFS and MCO members, new CIRs are
reviewed on adaily basis and follow-up isinitiated immediately; routine monitoring continues through resolution.

Datais pulled from the data warehouse and from MCO reporting on aregular basis for programmatic trends,
individual issues and operational concerns. Reported incidents of abuse, medication error, death, rights
restrictions, and restraints are investigated further by the HCBS Incident Reporting Specialist as each report is
received. The analysis of this datais presented to the state on a quarterly basis.

The HCBS provider oversight unit, and each MCO, is responsible for conducting | PES interviews with waiver
members. The IPES tool has been expanded based on the federal PES tool and thought to capture a more
comprehensive view of lowa's waiver population needs and issues. The IPES tool incorporates the seven
principles of the Quality Framework and is able to adjust based on the member interviewed and service
enrollment. HCBS Specialists conduct interviews either face-to-face or viatelephone, to the discretion of the
waiver member. All waiver members have the right to decline interview. The results of these interviews are
presented to the state on a quarterly basis.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

The HCBS Incident Reporting Specialist and each MCO analyzes data for individual and systemic issues.
Individual issues require communication with the case manager to document all efforts to remediate risk or
concern. If athese efforts are not successful, staff continues efforts to communicate with the case manager, the
case manager's supervisor, and protective services when necessary. All remediation efforts of thistype are
documented in the monthly and quarterly reports.

The HCBS Specialists conducting interviews conduct individual remediation to flagged questions. In the instance
that a flagged question/response occurs, the Specialist first seeks further clarification from the member and
provides education when necessary. Following the interview, the case manager is notified and information
regarding remediation is required within 30 days. Thisdatais stored in a database and reported to the state on a
quarterly and annual basis. MCO are responsible for research and follow up to flagged responses.

General methods for problem correction at a systemic level include informational |etters, provider trainings,
collaboration with stakeholders and changes to provider policy.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that Frequency of data aggregation and

applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency Monthly

[] Sub-State Entity

Quarterly

Other
Specify:

contracted entity and MCOs

Annually

[] Continuously and Ongoing

[ Other
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Responsible Party(check each that Frequency of data aggregation and
applies): analysis(check each that applies):
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Health and Welfare that are currently non-operational.
® No

O Yes
Please provide adetailed strategy for assuring Health and Welfare, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix H: Quality Improvement Strategy (1 of 3)

Under 81915(c) of the Social Security Act and 42 CFR 8441.302, the approval of an HCBS waiver requires that CM S determine
that the state has made satisfactory assurances concerning the protection of participant health and welfare, financial accountability
and other elements of waiver operations. Renewal of an existing waiver is contingent upon review by CMS and afinding by CMS
that the assurances have been met. By completing the HCBS waiver application, the state specifies how it has designed the
waiver’scritical processes, structures and operational featuresin order to meet these assurances.

= Quality Improvement isacritical operational feature that an organization employsto continually determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
requirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’ s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
requirements. However, for the purpose of this application, the state is expected to have, at the minimum, systemsin placeto
measure and improve its own performance in meeting six specific waiver assurances and requirements.

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care
services. CM S recognizes the value of this approach and will ask the state to identify other waiver programs and long-term care
services that are addressed in the Quality Improvement Strategy.

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the
waiver in the appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be available
to CM S upon request through the Medicaid agency or the operating agency (if appropriate).

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and l) , astate
spells out:

= The evidence based discovery activities that will be conducted for each of the six major waiver assurances; and
= Theremediation activities followed to correct individua problems identified in the implementation of each of the
assurances.

In Appendix H of the application, a state describes (1) the system improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent roles/responsibilities
of those conducting assessing and prioritizing improving system corrections and improvements; and (3) the processes the state
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will follow to continuously assess the effectiveness of the OlSand revise it as necessary and appropriate.

If the state's Quality Improvement Strategy is not fully developed at the time the waiver application is submitted, the state may
provide awork plan to fully develop its Quality Improvement Strategy, including the specific tasks the state plans to undertake
during the period the waiver isin effect, the major milestones associated with these tasks, and the entity (or entities) responsible
for the completion of these tasks.

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid state plan, specify the control numbers for the other waiver programs and/or identify the other long-term services that
are addressed in the Quality Improvement Strategy. In instances when the QIS spans more than one waiver, the state must be able
to stratify information that is related to each approved waiver program. Unless the state has requested and received approval from
CMS for the consolidation of multiple waivers for the purpose of reporting, then the state must stratify information that is related
to each approved waiver program, i.e., employ arepresentative sample for each waiver.

Appendix H: Quality Improvement Strategy (2 of 3)
H-1: Systems I mprovement

a. System I mprovements

i. Describe the process(es) for trending, prioritizing, and implementing system improvements (i.e., design changes)
prompted as aresult of an analysis of discovery and remediation information.
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The IME isthe single state agency that retains administrative authority of lowa sHCBS Waivers. lowaremains
highly committed to continually improve the quality of servicesfor all waiver programs. The IME discovered
over the course of submitting previous 1915(c) waiver evidence packages that previously developed performance
measures were not adequately capturing the activities of the IME. For this reason, state staff developed new
performance measures to better capture the quality processes that are already occurring or being developed.

The QIS developed by lowa consolidates and stratifies performance data across all seven 1915(c) waivers. The
HCBS waiver population will be identified based waiver enrollment at asingle point intime. A 95% confidence
level with a5% error rate for the total waiver population is calculated. In an effort to ensure each waiver is
represented within the sample identified for the reporting year, the specific waiver enrollment will be divided by
the total waiver population to identify the percentage the specific waiver contributes to the overall waiver
population during that reporting year. The significant sample will be multiplied by the percentage identified for
each waiver to identify the number of surveys/reviews that need to be completed for each waiver. This processis
completed for each waiver to ensure that the 95% confidence level is met and that each waiver is appropriately
sampled.

A common capture date will be used to count enrollment for all waivers.

lowawill begin consolidated performance data collection April 1, 2020. The first consolidated evidence reports
will be for the Physical Disability and Health and Disability Waivers reports due to CM S in January 2021.

1A.0213, HCBS AIDS/HIV

IA.0242, HCBS Intellectual Disability
IA.0299, HCBS Brain Injury

IA.0345, HCBS Physical Disability
IA.0819, HCBS Children's Mental Health
IA.4111, HCBS Health and Disability
IA.4155, HCBS Elderly

DHS also provides §1915(i) services and strives to maintain consistency in QIS between these and the State's
§1915(c) waivers.

Based on contract oversight and performance measure implementation, the IME holds weekly policy staff and
long term care coordination meetings to discuss areas of noted concern for assessment and prioritization. This can
include discussion of remediation activities at an individual level, programmatic changes, and operational changes
that may need to be initiated and assigned to State or contract staff.

Contracts are monitored and improvements are made through other inter-unit meetings designed to promote
programmatic and operational transparency while engaging in continued collaboration and improvement. Further,
aquality assurance group gathers on a monthly basis to discuss focus areas, ensuring that timely remediation and
contract performanceis occurring at a satisfactory level. 1SISwill only be utilized for fee-for-service members.

All contracted M COs are accountable for improving quality outcomes and developing a Quality
Management/Quality Improvement (QM/QI) program that incorporates ongoing review of all major service
delivery areas. The QM/QI program must have objectives that are measurable, realistic and supported by
consensus among the MCOs' medical and quality improvement staff. Through the QM/QI program, the MCOs
must have ongoing comprehensive quality assessment and performance improvement activities aimed at
improving the delivery of healthcare servicesto members. As akey component of its QM/QI program, the MCOs
must devel op incentive programs for both providers and members, with the ultimate goal of improving member
health outcomes. Finally, MCOs must meet the requirements of 42 CFR 438 Subpart E and the standards of the
credentialing body by which the MCO is credentialed in development of its QM/QI program. The State retains
final authority to approve the MCOs QM/QI program. The State has developed a draft-reporting manual for the
MCOsto utilize for many of the managed care contract reporting requirements, including HCBS performance
measures. The managed care contract also allows for the State to request additional regular and ad hoc reports.

lowa acknowledges that improvements are necessary to capture data at a more refined level, specifically
individual remediation. While each contracting unit utilizes their own electronic tracking system or OnBase
(workflow management), further improvements must be made to ensure that there are not preventable gaps
collecting individual remediation. The State acknowledges that thisis an important component of the system;
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however the terrain where intent meets the state budget can be difficult to manage.

The IME supports infrastructure devel opment that ensures choiceis provided to all Medicaid members seeking
services and that these services are allocated at the most appropriate level possible. Thiswill increase efficiency
aslesstimeis spent on service/funding allocation and more time is spent on care coordination and improvement.
A comprehensive system of information and referrals ensures that al individuals are allowed fully informed
choices prior to facility placement.

The Medicaid Quality Utilization and Improvement Data System (MQUIDS) is adata entry and retrieval
application designed to facilitate the Medical Services contractor’s job functions including level of care
determinations, medical service prior authorizations, documentation review and the retention of other pertinent
member data . The content is guided by the business and policy requirements of medical review. The medical
services reviews frequently involve the documentation of health information on individual members that must be
protected

A comprehensive system of information and referrals shall also be developed such that all individuals are allowed
fully informed choices prior to facility placement. Many program integrity and ACA initiatives will assist in
system improvements. These include improvements to provider screening at enrollment, tighter sanction rules,
and more emphasis on sustaining quality practices.

ii. System Improvement Activities

Responsible Party(check each that applies): Frequency of Monitoring and Analysis(check each

that applies):
State Medicaid Agency Weekly
[ Operating Agency Monthly
[] Sub-State Entity Quarterly
[] Quality Improvement Committee Annually
Other [T other
Specify: Specify:

Contracted Entity (including
MCGs)

b. System Design Changes

i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a
description of the various roles and responsibilities involved in the processes for monitoring & ng system
design changes. If applicable, include the state's targeted standards for systems improvement.
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The IME has hired a Quality Assurance Manager to oversee the data compilation and remediation activities
associated with the revised performance measures. The QA Manager and State policy staff address oversight of
design changes and the subsequent monitoring and analysis during the weekly policy and monthly quality
assurance meetings. Prior to dramatic system design changes, the State will seek the input of stakeholders and
test/pilot changes that are suggested and developed. Informational letters are sent out to all relevant parties prior
to implementation with contact information of key staff involved. Thisworkflow is documented in logs and in
informational letters found within the DHS computer server for future reference. Stakeholder involvement and
informational letters are requested or sent out on a weekly/monthly/ongoing basis as policy engagesin the
continuous quality improvement cycle.

Unit managers, policy staff and the QA committee continue to meet on aregular basis (weekly or monthly) to
monitor performance and work plan activities. The IME Management and QA committees include
representatives from the contracted units within the IME as well as State staff. These meetings serve to present
and analyze data to determine patterns, trends, concerns, and issues in service delivery of Medicaid services,
including by not limited to waiver services. Based on these analyses, recommendations for changesin policy are
made to the IME policy staff and bureau chiefs. Thisinformation is also used to provide training, technical
assistance, corrective action, and other activities. The unit managers and committees monitor training and
technical assistance activities to assure consistent implementation statewide. Meeting minutes/work plans track
data analysis, recommendations, and prioritizations to map the continuous evaluation and improvement of the
system. IME analyzes general system performance through the management of contract performance
benchmarks, ISIS reports, and Medicaid Vaue Management reports and then works with contractors, providers
and other agencies regarding specific issues. The QA committee directs workgroups on specific activities of
quality improvement and other workgroups are activated as needed.

In addition to developing QM/QI programs that include regular, ongoing assessment of services provided to
Medicaid beneficiaries, MCOs must maintain a QM/QI Committee that includes medical, behavioral health, and
long-term care staff, and network providers. This committeeisresponsible for analyzing and evaluating the result
of QM/QI activities, recommending policy decisions, ensuring that providers are involved in the QM/QI program,
instituting needed action, and ensuring appropriate follow-up. This committeeis also responsible for reviewing
and approving the MCOs QM/QI program description, annual evaluation, and associated work plan prior to
submission to DHS.

ii. Describe the process to periodically evaluate, as appropriate, the Quality Improvement Strategy.
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The IME reviews the overall QIS no lessthan annually. Strategies are continually adapted to establish and sustain
better performance through improvementsin skills, processes, and products. Evaluating and sustaining progress
toward system goals is an ongoing, creative process that has to involve all stakeholdersin the system.
Improvement requires structures, processes, and a culture that encourage input from members at all levels within
the system, sophisticated and thoughtful use of data, open discussions among people with avariety of
perspectives, reasonable risk-taking, and a commitment to continuous learning. The QIS s often revisited more
often due to the dynamic nature of Medicaid policies and regulations, as well as the changing climate of the
member and provider communities.

In accordance with 42 CFR 438 Subpart E, the State will maintain awritten strategy for assessing and improving
the quality of services offered by MCOs including, but not limited to, an external independent review of the
quality of, timeliness of, and access to services provided to Medicaid beneficiaries. MCOs must comply with the
standards established by the State and must provide all information and reporting necessary for the State to carry
out its obligations for the State quality strategy. MCOs are contractually required to ensure that the results of each
external independent review are available to participating health care providers, members, and potential members
of the organization, except that the results may not be made available in amanner that discloses the identity of
any individual patient. Further, MCOs must establish stakeholder advisory boards that advise and provide input
into: () service delivery; (b) quality of care; (¢) member rights and responsibilities; (d) resolution of grievances
and appeals; (€) operational issues; (f) program monitoring and evaluation; (g) member and provider education;
and (h) priority issuesidentified by members. In accordance with 42 CFR 438 Subpart E, the State will regularly
monitor and evaluate the MCOs' compliance with the standards established in the State's quality strategy and the
MCOs QM/QI program. The State isin the process of developing specific processes and timelines to report
results to agencies, waiver providers, participants, families, other interested parties and the public. Thiswill
include strategies such as leveraging the Medical Assistance Advisory Council (MAAC).

The HCBS Quiality Assurance Unit (QAU) completes review of HCBS enrolled providers on athree-five year
cycle. During the onsite review HCBS ensures personnel aretrained in:

-Abuse reporting

-Incident reporting

-Have current mandatory reporter training

- Individual member support needs

-Rights restrictions

-Provision of member medication

In addition HCBS QAU reviews the centralized incident report file, appeals and grievances, and any allegations of
abuse. During the review of service documentation any incident identified in narrative which falls under the
Incident description in 77.25(3), is required to have an incident report filed. The agencies tracking and trending of
incident reportsis also reviewed during the onsite review. Any areas the agency may be out of compliancein
resultsin the requirement of a corrective action plan. HCBS

gives the provider 30 days to submit atime limited corrective action plan which will remediate the deficiency. 45
days after the corrective action plan has been accepted HCBS follows up and requires the agency to submit
evidence that the corrective action plan was put into place.

Appendix H: Quality Improvement Strategy (3 of 3)
H-2: Use of a Patient Experience of Care/Quality of Life Survey

a. Specify whether the state has deployed a patient experience of care or quality of life survey for its HCBS population
in the last 12 months (Select one):

O No
® Y es (Complete item H.2b)

b. Specify the type of survey tool the state uses:

O HCBSCAHPSSurvey :
O NCI survey :
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O NCI AD Survey :
® Other (Please provide a description of the survey tool used):

The state of lowa uses the Participant Experience Survey (PES). The PESis an interview tool devel oped by
MEDSTAT under a contract from CMS. lowa has added a few |owa specific questions around employment to the
PES.

Appendix | : Financial Accountability
[-1: Financial Integrity and Accountability

Financial I ntegrity. Describe the methods that are employed to ensure the integrity of payments that have been made for
waiver services, including: (a) reguirements concerning the independent audit of provider agencies; (b) the financial audit
program that the state conducts to ensure the integrity of provider billings for Medicaid payment of waiver services,
including the methods, scope and frequency of audits; and, (c) the agency (or agencies) responsible for conducting the
financial audit program. State laws, regulations, and policies referenced in the description are available to CMSupon
request through the Medicaid agency or the operating agency (if applicable).
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This section appliesto all waiver services, including CDAC and Personal Care services provided through the Consumer
Choices Option (CCO) the state’ s self-direction program. CDAC and Personal Care services are not treated differently
from other waiver services. The IME Program Integrity (PI) unit conducts audits on all Medicaid Provider typesincluding
HCBS providers and Consumer Choices Option (CCO.

Any suspected fraud is referred to the Department of I nspection and Appeals Medicaid Fraud and Control Unit (MFCU).
The PI Unit vendor is contractually required to review a minimum of 60 cases in each quarter acrossall provider types.
Reviewed cases include providers who are outliers on multiple parameters of cost, utilization, quality of care, and/or other
metrics. Reviews are also based on referrals and complaints received. Reviews include review of claims data and service
documentation to detect such aberrancies as up-coding, unbundling, and billing for services not rendered. This monitoring
may involve desk reviews or provider on-sitereviews. During a desk review the provider isrequired to submit records for
review. The Pl vendor must initiate appropriate action to recover improper payments on the basis of its reviews. They must
work with the Core MMI'S contractor to accomplish required actions on providers, including requests to recover payment
through the use of credit and adjustment procedures.

The PI vendor must report findings from all reviews to DHS, including monthly and quarterly written reports detailing
information on provider review activity, findings and recoveries. Requests for provider records by the Pl unit include Form
470-4479, Documentation Checklist, listing the specific records that must be provided for the audit or review pursuant to
paragraph 79.3(2)"“ d” to document the basis for services or activities provided. Reviews are conducted in accordance with
441 lowa Administrative Code 79.4 ( https://mww.legis.iowa.gov/docs/ACO/chapter/441.79.pdf).

Since transitioning to a combined 1915(b)/1915(c) model on 4/1/2016, the vast majority of HCBS claims are paid through
MCOs. The IME Program Integrity unit only reviews claims submitted through the Fee-For-Service (FFS) system for
members who are not enrolled in an MCO. There are a relatively small number of HCBS claims in the FFS universe, and as
such statistical sampling is unnecessary. It is more efficient and productive for the Pl Unit to use more targeted strategies
to identify providers for review, such as using data analysis and algorithmsto identify billing aberrancies, aswell as
referrals and complaints that come from various sources. The Pl vendor may conduct on-site reviews, but thereis no
requirement for a set percentage of reviews to be conducted on-site.

Should the State require a provider to perform a self-review, the prescribed methodology for review is determined on a
case-by-case basis, and is generally determined based on the nature and scope of the issue identified. In previous years, all
HCBS claims were paid through the FFS system; currently the vast majority of HCBS claims are paid by MCOs. The state
compares the results of the MCO program integrity efforts to the results achieved in past years. However, MCO operations
tend to rely more on prior authorization of services and pre-payment claims editing to control costs, and as such this type of
comparison will not be straightforward and may not provide useful information.

When the PI vendor identifies an overpayment for FFS claims, a Preliminary Report of Tentative Overpayment (PROTO)
letter is sent to the provider. The PROTO letter gives the provider an opportunity to ask for a re-evaluation and they may
submit additional documentation at that time. After the re-evaluation is complete, the provider is sent a Findings and
Order for Repayment (FOR) letter to notify them of any resulting overpayment. Both the PROTO letter and the FOR letter
are reviewed and signed off by state Pl staff prior to mailing. The FOR letter also includes appeal rightsto inform the
provider that they may appeal through the State Fair Hearing process. When over payments are recovered, claims
adjustments are performed which automatically results in the FFP being returned to CMS

The OHCDS Medicaid audit is subject to the same standards and processes as outlined for FFS The state’ s contracted
MCOs are also responsible for safeguarding against, and investigating reports of, suspected fraud and abuse. MCOs are
required to fully cooperate with the DHS PI Unit by providing data and ongoing communication and collaboration. Per 42
CFR 438.608 and 42 CFR Part 455, MCOs must have an administrative procedure that includes a mandatory compliance
plan that describesin detail the manner in which it will detect fraud and abuse. The Pl Plan must be updated annually and
submitted to DHSfor review and approval. The MCOs are also required to make referral to IME and the MFCU for any
suspected fraudulent activity by a provider. On a monthly basis, the MCO must submit an activity report to DHS, which
outlines the MCO'’ s PI-related activities and findings, progress in meeting goals and objectives, and recoupment totals.
Each MCO is also required to meet in person with the IME Pl Unit, the IME Managed Care Oversight Bureau, and the
MFCU on at least a quarterly basis to coordinate on open cases and review the MCO'’ s program integrity efforts. lowa’'s
MCOs continuously conduct reviews/audits on providersin their networks. The degree to which these include HCBS
providers varies over time depending on tips received and leads from data analytics.

As part of the 2017 EQR process, a focused study is being conducted regarding Person Centered Care Planning processes

of the MCOs. The EQR vendor will be requesting documentation of person centered care planning (including whether or
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not services are being provided on an ongoing basisin the amount authorized in the service plan) for a sample of MCO
members to verify that MCOs are providing services as authorized by the interdisciplinary team. lowa will use the results of
this focused study as a baseline to devel op an ongoing review process to ensure MCOs are complying with the guidelines
lowa has provided for statistically significant samples, as well ensure that services are being provided according to the IDT
authorized plan of care.

The state trends data from the MCO program integrity monthly reports to identify trends in number of tips received, number
of audits/investigations opened and closed number of referrals to MFCU, number and amount of over payments recovered.
The Sate has not yet performed any root cause analysis on results of MCO reviews. Because the MCOs have been
operational in lowa for only a relatively short time and PI investigations can be lengthy, there is not yet enough data
available for thistype of analysis.

MCOs must also coordinate all Pl effortswith IME and lowa’s MFCU. MCOs must have in place a method to verify
whether services reimbursed were actually furnished to members as billed by providers, and must comply with 42 CFR Part
455 by suspending payments to a provider after DHS determinesthereis a credible allegation of fraud for which an
investigation is pending under the Medicaid program against an individual/entity unless otherwise directed by DHS or law
enforcement. MCQOs shall comply with all requirements for provider disenrollment and termination asrequired by 42 CFR
§455.

The Auditor of the State has the responsibility to conduct periodic independent audit of the waiver under the provisions of
the Single Audit Act. All HCBS cost reportswill be subject to desk review audit and, if necessary, a field audit. However,
the Waiver does not require the providers to secure an independent audit of their financial statements.

Appendix | : Financial Accountability
Quality Improvement: Financial Accountability

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methods for Discovery: Financial Accountability Assurance:
The State must demonstrate that it has designed and implemented an adequate system for ensuring financial
accountability of the waiver program. (For waiver actions submitted before June 1, 2014, this assurance read " Sate
financial oversight exists to assure that claims are coded and paid for in accordance with the reimbursement methodol ogy
specified in the approved waiver.")
i. Sub-Assurances:

a. Sub-assurance: The State provides evidence that claims are coded and paid for in accordance with the
reimbursement methodol ogy specified in the approved waiver and only for services rendered.
(Performance measures in this sub-assurance include all Appendix | performance measures for waiver
actions submitted before June 1, 2014.)

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sateto
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:

FA-al: The IME will determine the number and percent of FFS reviewed claims
supported by provider documentation. Numerator = # of reviewed paid claims where
documents supports the units of service; Denominator = # of reviewed paid claims
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Data Source (Select one):

Financial records (including expenditures)

If 'Other' is selected, specify:

Program I ntegrity reviews claims and provider documentation for providers already

under review.
Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies):
[ state Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =

95% +/- 5%

Other LI Annually Stratified
Secify: Describe Group:

Contracted Entity 1A.0213
AIDSHIV
(.05%)
1A.0242 1D
(47%)
1A.0299 BI
(6%)

IA.0345 PD
(4%)

|A.0819 CMH
(4%)

IA4111 HD
Waiver (9%)
IA.4155 -
Elderly Waiver
(30%)

[] Continuously and Other
Ongoing Soecify:
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Reviewed
monthly by
pulling a
sample of
claimsfromthe
two most
utilized codes
per waiver the
1st qtr.,
remaining qtrs.
will include
claimsfrom
other codesin
the waiver,
ranked by
utilization.

] Other
Soecify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency

[T weekly

[ Operating Agency

[ Monthly

[] Sub-State Entity

Quarterly

[ Other
Soecify:
[ Annually
[] Continuously and Ongoing
[] Other
Soecify:
Performance Measure:

FA-a2: The IME will determine the number of clean claimsthat are paid by the
managed care organizations within the timeframes specified in the contract. Numerator
=# of clean claimsthat are paid by the managed care organization within the

Page 219 of 254

08/26/2020



Application for 1915(c) HCBS Waiver: IA.0345.R04.02 - Apr 01, 2020 (as of Apr 01, 2020)

timeframes specified in the contract; Denominator = # of Managed Care provider

claims.

Data Source (Select one):

Financial records (including expenditures)
If 'Other' is selected, specify:
Claims Data Adjudicated claims summary, claims aging summary, and claimslag

report

Responsible Party for
data collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach(check

each that applies):

[ state Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%

Review

[ Sub-State Entity

Quarterly

[ Representative

Sample
Confidence
Interval =
Other L Annually [ stratified
Foecify: Describe Group:
Contracted Entity
including MCO
[] Continuously and [] Other
Ongoing Foecify:
[] Other
Soecify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency

[T weekly

[] Operating Agency

[] Monthly
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): | analysis(check each that applies):

[] Sub-State Entity Quarterly
[ Other
Foecify:
[] Annually

[ Continuously and Ongoing

[ Other
Soecify:

b. Sub-assurance: The state provides evidence that rates remain consistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measure the Sate will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:

FA-bl: The IME will measure the number and percent of claims that are reimbursed
according to the | owa Administrative Code approved rate methodology for waiver
services provided. Numerator = # of reviewed claims paid using | ME-approved rate
methodologies, Denominator = # of reviewed paid claims.

Data Source (Select one):

Financial records (including expenditures)

If 'Other’ is selected, specify:

The DW Unit query pulls paid claims data for all seven of the HCBS waivers.

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies):
[ State Medicaid [T weekly 100% Review
Agency
[] Operating Agency Monthly [] Lessthan 100%
Review
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Contracted Entity

[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other [ Annually [ Stratified
Soecify: Describe Group:

[] Continuously and
Ongoing

[ Other
Foecify:
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[ Other
Soecify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency [ Weekly

[] Operating Agency [] Monthly

[ Sub-State Entity Quarterly

] Other
Soecify:
[] Annually

[ Continuously and Ongoing

[ Other
Soecify:
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FA-b2: The IME will measure the number of capitation paymentsto the MCOsthat are
made in accordance with the CM S approved actuarially sound rate methodol ogy.

Numerator: # of Capitation payments made to the MCOs at the approved rates through
the CMS certified MMI S. Denominator: # of capitation payments made through the

CMS certified MMI S.

Data Source (Select one):

Financial records (including expenditures)

If 'Other' is selected, specify:
MMIS

Responsible Party for
data collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach(check
each that applies):

[ state Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%

Review

[ Sub-State Entity

Quarterly

[ Representative

contracted entity

Sample
Confidence
Interval =
Other L Annually [ stratified
Foecify: Describe Group:

[] Continuously and
Ongoing

[] Other
Foecify:

[ Other
Soecify:

Data Aggregation and Analysis:
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): | analysis(check each that applies):

State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity Quarterly
[] Other
Soecify:
[] Annually

[] Continuously and Ongoing

[ Other
Soecify:

ii. If applicable, in the textbox bel ow provide any necessary additional information on the strategies employed by the
Sate to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

The Program Integrity unit samples provider claims each quarter for quality. These claims are cross-walked with
service documentation to determine the percentage of error associated with coding and documentation. This data
isreported on a quarterly basis.

MCO claims data is compared to the contractual obligations for MCO timeliness of clean claim payments. Data
is provided to the HCBS staff as well as to the Bureau of Managed Care.

MCO contractual definition of a clean claim: A claim that has no defect or impropriety (including any lack of
required substantiating Documentation) or particular circumstance requiring special treatment that prevents
timely payment of the claim. It does not include a claim from a provider who is under investigation for fraud or
abuse or a claimunder review for medical necessity.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the Sates method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

When the Program Integrity unit discovers situations where providers are missing documentation to support
billing or coded incorrectly, monies are recouped and technical assistance is given to prevent future occurrence.
When the lack of supporting documentation and incorrect coding appearsto be pervasive, the Program Integrity

Unit may review additional claims, suspend the provider payments; require screening of all claims, referral to
MFCU, or provider suspension.

The data gathered from this process is stored in the Program Integrity tracking system and reported to the state
on a quarterly basis.

If during the review of capitation payments the IME determines that a capitation was madein error, that claimis
adjusted to create a corrected payment.
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ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

. . Frequency of data aggregation and analysis
Responsible Party(check each that applies): (check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [ Monthly
[] Sub-State Entity Quarterly
[] Other
Soecify:
[ Annually
[] Continuously and Ongoing
[ Other
Fecify:
c. Timelines
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When the Sate does not have all elements of the Quality |mprovement Srategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-

operational.
® No

OY&G

Please provide a detailed strategy for assuring Financial Accountability, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix | : Financial Accountability

|-2: Rates, Billing and Claims (1 of 3)

a. Rate Determination Methods. In two pages or less, describe the methods that are employed to establish provider payment
rates for waiver services and the entity or entities that are responsible for rate determination. Indicate any opportunity for
public comment in the process. If different methods are employed for various types of services, the description may group
services for which the same method is employed. Sate laws, regulations, and policies referenced in the description are
available upon request to CMSthrough the Medicaid agency or the operating agency (if applicable).
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Personal emergency response, home and vehicle modification, specialized medical equipment and transportation are
reimbursed by fee schedules.

Consumer Directed Attendant Care Services (Skilled and Unskilled) are reimbursed on the basis of the agreement of the
member and the provider. Therateis agreed upon between the provider and member not to exceed the upper limit.

The personal emergency response and locator service fee schedule upper rate limit was set at the national average price
paid for the equipment installation and ongoing monthly maintenance. Providers are paid their installation fee and
monthly maintenance fee not to exceed the upper rate limit established in rule.

The home and vehicle modifications and specialized medical equipment is based on payment made on the amount
authorized by the department through a quotation, contract, or invoice submitted by the provider.

For transportation, the fee schedule is based on a county contract rate for transportation or the median Medicaid
established non-emergency transportation rate paid per mile or per trip within the member's DHSregion. The
transportation county rate is set based on the usual and customary transportation rate in the community (including rural
and urban).

For services and items that are furnished under Part B of Medicare, the fee shall be the lowest charge allowed under
Medicare. Payment for supplies with no established Medicare fee shall be at the average wholesale price for the item less
10 percent.

For services and items that are furnished only under Medicaid, the fee shall be the lowest charge determined by the
department according to the Medicare reimbursement method described in section 1834(a) of the Social Security Act (42
U.S.C. 1395m), payment for durable medical equipment.

Payment for items with no Medicare fee, Medicaid fee, or average wholesale price shall be made at the manufacturer’s
suggested retail price less 15 percent.

Payment for items with no Medicare fee, Medicaid fee, average wholesale price, or manufacturer’s suggested retail price
shall be made at the dealer’s cost plus 10 percent. The actual invoice for the item from the manufacturer must be
submitted with the claim. Catalog pages or printouts supplied by the provider are not considered invoices.

For selected medical services, supplies, and equipment, including equipment servicing, that generally do not vary
significantly in quality from one provider to another, the payment shall be the lowest price for which such devices are
widely and consistently available in a locality.

Payment for used equipment shall not exceed 80 percent of the purchase allowance.

No allowance shall be made for delivery, freight, postage, or other the CDAC and CCO services were set in accordance
with 441 lowa Administrative Code 79.1(1):c.

CCO:

For the consumer choices option service rates, the department computes the utilization adjustment factor for each service
by dividing the net costs of all claims paid for the service by the total of the authorized costs for that service, using at
least 12 consecutive months of aggregate service data. The utilization adjustment factor shall be no lower than 60
percent. The department shall analyze and adjust the utilization adjustment factor at least annually in order to maintain
cost neutrality. Respite and home and vehicle modification services are not subject to the utilization adjustment.

For services that the member self-directs through the Consumer Choices Option (i.e., self-directed personal attendant
care, individualized directed goods and services, and self-directed community support and employment), the member
negotiates a rate with the entity providing services, goods, and supports. The Financial Management Service and the
Individualized Supports Broker through CCO are reimbursed by a fee schedul e that sets an upper limit for those services.
The rate is agreed upon between the provider and member not to exceed the upper limit.

Overview

441 lowa Administrative Code 79.1 sets forth the principles gover ning reimbursement of providers of medical and health
services. Specifically, “ [t]he basis of payment for services rendered by providers of services participating in the medical
assistance programis either a system based on the provider’s allowabl e costs of operation or a fee schedule. Generally,
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institutional types of providers such as hospitals and nursing facilities are reimbursed on a cost-related basis, and
practitioners such as physicians, dentists, optometrists, and similar providers are reimbursed on the basis of a fee
schedule. Providers of service must accept reimbursement based upon the department’ s methodol ogy without making any
additional charge to the member. Reimbursement types are described at 441 lowa Administrative Code 79.1(1):

Fee schedules. Fees for the various procedures involved are determined by the department with advice and consultation
fromthe appropriate professional group. The fees are intended to reflect the amount of resources (time, training,
experience) involved in each procedure. Individual adjustments will be made periodically to correct any inequity or to
add new procedures or eliminate or modify others.

If product cost isinvolved in addition to service, reimbursement is based either on a fixed fee, wholesale cost, or on
actual acquisition cost of the product to the provider, or product cost isincluded as part of the fee schedule. Providers on
fee schedules are reimbursed the lower of:

(1) The actual charge made by the provider of service.

(2) The maximum allowance under the fee schedule for the item of servicein question.

Fee schedules in effect for the providers covered by fee schedules can be obtained from the department’ s Web site at:
http://dhs.iowa.gov/ime/provider s/csrp/fee-schedul e.

All provider rates are part of lowa Administrative Code and are subject to public comment any time there is change. Rate
deter mination methods are set forth in lowa Administrative Code and subject to the Sate’ s Administrative Procedures
Act, which requires a minimum twenty-day public comment period. A public hearing by the state agency to take
commentsis not required unless at least twenty-five persons demand a hearing, though Agency’ s often schedule a public
hearing regardless of the number of comments received. The state agency may revise a rule in response to comments
received but is not required to do so. Thisinformation is on the website as well as distributed to stakeholders when there
isachange. Legislatorsconsider constituent input and volume regarding the sufficiency of the rates balanced with
budgetary allowances.

Fee for Service provider billing manuals are located at https://dhs.iowa.gov/ime/provider /rulesandpolicies. Waiver
service fee schedule upper payment rates are located in the lowa Administrative Code at
https: //dhs.iowa.gov/ime/providers/rulesandpolicies, Chapter 79.

A change to the rate for any service is done at the direction of the lowa legislature. Thisyear (2018) the legislature has
directed the state to review all current Medicaid fee schedules and submit a report to the governor and legislature
regarding how the current rates compare to the Medicare fee schedule or other appropriate reimbursement

methodol ogies for specific services. The report will include a plan for phased-in implementation of any changes.

MCO:

MCO capitation rate devel opment methodol ogies are described in the §1915(b) waiver and associated materials. The
average cost per unit isillustrated as a combination of that assumed previously for the fee-for-service population blended
with the applicable portion of the year at the assumed managed care unit cost rates. The cost per unit for services
delivered under managed care were devel oped as the fee-for-service cost per unit amounts grossed up to reflect total
capitation payment reimbursement representing the average LTSS blended capitation rate for the rate cells. Non-
contract providers would be responsible for submitting claims to the MCO. The MCO would then reimburse the provider
at a rate consistent with the MCO’s contract with the State. Non-contract providers would be responsible for submitting
claimsto the MCO. The MCO would then reimburse the provider at a rate consistent with the MCO’s contract with the
Sate.

Information for billing and payment:

« For payments made by the IME: Providers are informed about the process for billing and payment through Medicaid
through annual provider training, IME informational bulletins, and the IME provider manual. When a provider has been
enrolled as a Medicaid provider, IME Provider Services mailsthe provider an enrollment packet that includes how the
provider can bill Medicaid directly. The Provider billing manual is also available on the lowa DHS website at:
http://dhs.iowa.gov/policy-manual ymedi caid-provider.

« For payments made by an MCO: Providers are informed about the process for billing and payment through the annual
provider training, IME informational bulletins, and the MCO provider manual and related materials. MCO provider
materials are available through each MCO portal.

» CCO Time Sheet form 470-4429: All time recorded on the time sheets needs to be documented to the nearest quarter
hour. Time sheets must be received by the Financial Management Service within 30 days of the last day of service
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provided. Time sheets must be submitted by the 7th/22nd days of the month to be paid by the 15th/last day of the month.
« CCO Employment Agreement form 470-4427 Item 13: The employee will sign and submit to the employer, or the
guardian or designated personal representative, a bi-weekly accurate time sheet of all services rendered including the
type of service rendered, the date, and the number of service hours delivered (to the nearest quarter hour). Time sheets
must be signed by both the employer and employee (or the guardian or designated personal representative). The
employee acknowl edges that the employee is responsible for submitting time sheets to the FMSwithin five business days
fromthe end of the payroll cycle. Time sheets received after five business days will be paid with the next payroll cycle.
Time sheets received after 30 days of the last day of service provided will not be paid.

b. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly from
providers to the state's claims payment system or whether billings are routed through other intermediary entities. If
billings flow through other intermediary entities, specify the entities:

For fee-for-service members, providers shall submit claims on a monthly basis for waiver services provided to each
member served by the provider agency. Providers may submit manual or electronic claim forms. Electronic claims must
utilize a HIPAA compliant software, PC-ACE Pro 32, and shall be processed by the IME Provider Services Unit. Manual
claims shall be directed to the lowa Medicaid Enterprise (IME)/Provider Services Unit.

Providers shall submit a claim form that accurately reflects the following: (1) the provider's approved NPI provider
number; (2) the appropriate waiver procedure code(s) that correspond to the waiver services authorized inthe IS S
service plan; and (3) the appropriate waiver service unit(s) and fee that corresponds to the IS S service plan.

The IME issues provider payments weekly on each Monday of the month. The MMI S system edits insure that payment will
not be made for services that are not included in an approved |9 S service plan. Any change to |9 S data generates a new
authorization milestones for the case manager or health home care coordinator. The 1SS process culminatesin a final
I SIS milestone that verifies an approved service plan has been entered into 1SS, 1S9 Sdata is updated daily into MMIS

For MCO members, providers bill the managed care entity with whom a member is enrolled in accordance with the terms
of the provider’ s contract with the MCO. Providers may not bill Medicaid directly for services provided to MCO
members.

Appendix | : Financial Accountability
|-2: Rates, Billing and Claims (2 of 3)

c. Certifying Public Expenditures (select one):

® No. state or local government agencies do not certify expenditures for waiver services.

O Yes. state or local government agencies directly expend funds for part or all of the cost of waiver services
and certify their state government expenditures (CPE) in lieu of billing that amount to Medicaid.

Select at least one:

[ Certified Public Expenditures (CPE) of State Public Agencies.

Soecify: (a) the state government agency or agencies that certify public expenditures for waiver services; (b)
how it is assured that the CPE is based on the total computable costs for waiver services; and, (¢) how the state
verifies that the certified public expenditures are eligible for Federal financial participation in accordance with
42 CFR 8433.51(b).(Indicate source of revenue for CPEsin Item1-4-a.)

[] Certified Public Expenditures (CPE) of Local Government Agencies.
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Soecify: (a) the local government agencies that incur certified public expenditures for waiver services; (b) how it
isassured that the CPE is based on total computable costs for waiver services, and, (c) how the state verifies
that the certified public expenditures are eligible for Federal financial participation in accordance with 42 CFR
8433.51(b). (Indicate source of revenue for CPEsin Item1-4-b.)

Appendix | : Financial Accountability
[-2: Rates, Billing and Claims (3 of 3)

d. Billing Validation Process. Describe the process for validating provider billings to produce the claim for federal financial
participation, including the mechanism(s) to assure that all claims for payment are made only: (a) when the individual
was eligible for Medicaid waiver payment on the date of service; (b) when the service was included in the participant's
approved service plan; and, (c) the services were provided:
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The MMI S system edits to make sure that claim payments are made only when a member is eligible for waiver payments
and when the services are included in the service plan. An member is eligible for a Medicaid Waiver payment on the date
of service as verified in I9S. The billing validation method includes the member name and state identification number,
the date the service was provided, time of service provision, and name of actual member providing the service. Several
entities monitor the validity of claim payments: (1) case manager, or health home coordinator ensures that the services
were provided by reviewing paid claims information made available to them for each of their membersthrough ISIS; (2)
the lowa Department of Human Services Bureau of Purchased Services performs financial audits of providersto ensure
that the services were provided; (3) the IME Program Integrity Unit performs a variety of reviews by either random
sample or outlier algorithms.

The MMI S system includes system edits to ensure that prior to issuing a capitation payment to an MCO the member is
eligible for the waiver program and is enrolled with the MCO. MCOs must implement system edits to ensure that claim
payments are made only when the member is eligible for waiver payments on the date of service. The MCOs are required
to develop and maintain an electronic community-based case management system that captures and tracks service
delivery against authorized services and providers. The Sate monitors MCO compliance and system capability through
pre-implementation readiness reviews and ongoing monitoring such as a review of sampled payments to ensure that
services were provided and were included in the member’ s approved plan of care. The MCOs are also responsible for
program integrity functions with DHSreview and oversight.

When inappropriate billings are discovered (i.e.: overpayments determined) the provider is notified in writing of the
over payment determination. The provider either submits a refund check to the IME or the overpayment is set as a credit
balance within the MMIS. Future claim payments are then used to reduce and eliminate the credit balance.

Meanwhile, the overpayments are recorded and reported to the state data warehouse using an end-of-month A/R
reporting process. Any over payments determined during a particular month are reported for that month. Any recoveries
of these overpayments are similarly recorded and reported to the state data warehouse using the same end-of-month A/R
process and for the month in which the recoveries were made. The dates on which the respective over payments occurred
and the recoveries made are part of this month-end A/R reporting. Bureau of Fiscal Management staff then extracts this
reporting from the data warehouse to construct the CMS-64 report, the official accounting report submitted by the
Department to CMS (the state's claiming mechanism for FFP). The CMS-64 report shows CMSwhat lowa's net
expenditures are for the quarter and is used to determine a final claim of federal funds. The federal-dollar share of any
over payments not recovered within 12 months of the payment itself must be returned to CMS and this is accomplished
through the CMS-64 report as well.

Prevention of member coercion:

The case managers, IHH care coordinators, and MCO CCBCMs are responsible for conducting the interdisciplinary
team for each member and ensuring the unencumbered right of the member to choose the provider for each service that
will meet the member's needs.

The HCBS Unit completes the |owa Personal Experience Survey to a random sample of members. A specific survey
question relates to the members’ ability to choose their providers. Any indication coercion will result in followup action
by the HCBS staff.

The IME HCBS Unit observes a random sample of interdisciplinary team (IDT) meetings conducted by MCO Community
Based Managers. This allows the HCBS Unit to note any member coercion in choice of providers. HCBS staff then
requests the final service plan to ensure that the final plan does include the services, units and providers chosen by the
member. Any changes and omissions require followup by the HCBS staff for resolution by the MCO.

As part of the 2017 EQR process, a focused study was conducted regarding Person Centered Care Planning processes of
the MCOs. The EQR vendor conducted onsite visits to review MCO documentation of person centered care planning
(including freedom of choice) for a sample of MCO members to verify that MCOs are maintaining records of such
processes. Theresults of this study will be provided to the IME in Soring 2018. MCO account managers will then work
with the MCOs to ensure that choice is documented as part of the overall process.

e. Billing and Claims Record Maintenance Requirement. Records documenting the audit trail of adjudicated claims

(including supporting documentation) are maintained by the Medicaid agency, the operating agency (if applicable), and
providers of waiver services for a minimum period of 3 yearsasrequired in 45 CFR §892.42.
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Appendix |: Financial Accountability
|-3: Payment (1 of 7)

a. Method of payments -- MMI S (select one):

O Paymentsfor all waiver services are made through an approved Medicaid Management | nformation System
(MMIS).

®© Payments for some, but not all, waiver services are made through an approved MMIS.

Soecify: (a) the waiver services that are not paid through an approved MMIS; (b) the process for making such
payments and the entity that processes payments; (¢) and how an audit trail is maintained for all state and federal

funds expended outside the MMIS, and, (d) the basis for the draw of federal funds and claiming of these expenditures
on the CMS-64:

Payments for waiver services for fee-for-service enrollees are made by DHSthrough the MMIS. For payments
made by the IME: Providers are informed about the process for billing Medicaid directly through annual provider
training, IME informational bulletins, and the IME provider manual. When a provider has been enrolled asa
Medicaid provider, IME Provider Services mailsthe provider an enrollment packet that includes how the provider
can bill Medicaid directly. The Provider billing manual is also available on the lowa DHS website at:

http: //dhs.iowa.gov/policy-manual s/medicaid-provider.

Capitation payments to MCOs are made by the MMIS. The MMIS has recipient eligibility and MCO assignment
information. When a recipient is enrolled in an MCO, thisisreflected on hisher €eligibility file and monthly
payment flows from the MMISto the MCO via an 837 transaction. A monthly payment to the MCO on behalf of
each member for the provision of health services under the contract. Payment is made regardless of whether the
member receives services during the month.

The claim details submitted for payment is reviewed and reconciled by the IME and supporting claim detail is
maintained. Payment for these servicesis recorded in the state's accounting system. The accounting records and
claim detail provide the audit trail for these payments.

O Payments for waiver services are not made through an approved MMIS.
Foecify: (a) the process by which payments are made and the entity that processes payments; (b) how and through

which system(s) the payments are processed; (c) how an audit trail is maintained for all state and federal funds

expended outside the MMIS, and, (d) the basis for the draw of federal funds and claiming of these expenditures on
the CMS-64:

O Payments for waiver services are made by a managed care entity or entities. The managed care entity ispaid a
monthly capitated payment per eligible enrollee through an approved MMI S.

Describe how payments are made to the managed care entity or entities:

Appendix |: Financial Accountability
|-3: Payment (2 of 7)

b. Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver
services, payments for waiver services are made utilizing one or more of the following arrangements (select at least one):

08/26/2020



Application for 1915(c) HCBS Waiver: IA.0345.R04.02 - Apr 01, 2020 (as of Apr 01, 2020) Page 232 of 254

[ The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or limited) or a
managed care entity or entities.

The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid program.

The Medicaid agency pays providers of some or all waiver servicesthrough the use of a limited fiscal agent.

Soecify the limited fiscal agent, the waiver services for which the limited fiscal agent makes payment, the functions
that the limited fiscal agent performsin paying waiver claims, and the methods by which the Medicaid agency
over sees the operations of the limited fiscal agent:

For payments made by the IME:

Providers are informed about the process for billing Medicaid directly through annual provider training, IME
informational bulletins, and the IME provider manual.

When a provider has been enrolled as a Medicaid provider, IME Provider Services mails the provider an enrollment
packet that includes how the provider can bill Medicaid directly. The Provider billing manual is also available on
the lowa DHSwebsite at: http://dhs.iowa.gov/policy-manual §/'medicaid-provider.

Providersthrough the CCO program areissued instructions on billing through the FMS. MMISwill not allow
payment for services authorized through CCO.

For payments made by the MCO:

For MCO enrollees, for the self-direction option of the waivers, payments will be made to a financial management
service, which will be designated by the state as an organized healthcare delivery system to make payments to the
entities providing support and goods for members that self-direct. The financial management service must meet
provider qualifications established by the state and pass a readiness review approved by the state and be enrolled as
a Medicaid provider with the state. The state will also oversee the operations of the financial management service
by provide periodical audits.

IME exercises oversight of the fiscal agent through both the 19 S system and through our Core Unit. The IME Core
unit performs a myriad of functions for the lowa Medicaid Enterprise including, but not limited to, processing and
paying claims, handling mail, and reporting. This unit also maintains and updates the automated eligibility
reporting system known as ELVS. IME has regularly scheduled meetings with Core that has thresholds of
measurements they are required to meet to assure quality. FMSalso has an on-site review conducted by the HCBS
Quality Oversight Unit (QOU). As part of the Quality Assurance contract with the IME the HCBS QOU reviews the
FMS provider for compliance with State and federal requirements. The FMSis an enrolled Medicaid waiver
provider and as such, the Home and Community Based QOU conducts an on-site FMS quality assurance review
every three years.

Providers are paid by a managed care entity or entitiesfor servicesthat are included in the state's contract with the
entity.

Soecify how providers are paid for the services (if any) not included in the state's contract with managed care
entities.

N/A

Appendix |: Financial Accountability
|-3: Payment (3 of 7)

¢. Supplemental or Enhanced Payments. Section 1902(a)(30) requires that payments for services be consistent with
efficiency, economy, and quality of care. Section 1903(a)(1) provides for Federal financial participation to states for
expenditures for services under an approved state plan/waiver. Specify whether supplemental or enhanced payments are
made. Select one:
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® No. The state does not make supplemental or enhanced payments for waiver services.

O Yes. The state makes supplemental or enhanced payments for waiver services.

Describe: (a) the nature of the supplemental or enhanced payments that are made and the waiver services for which
these payments are made; (b) the types of providers to which such payments are made; (c) the source of the non-
Federal share of the supplemental or enhanced payment; and, (d) whether providers eligible to receive the
supplemental or enhanced payment retain 100% of the total computable expenditure claimed by the state to CMS,
Upon request, the state will furnish CMSwith detailed information about the total amount of supplemental or
enhanced payments to each provider type in the waiver.

Appendix |: Financial Accountability
|-3: Payment (4 of 7)

d. Paymentsto state or Local Government Providers. Specify whether state or local government providers receive payment
for the provision of waiver services.

® No. State or local government providers do not receive payment for waiver services. Do not complete Item-3-e.
O Yes. State or local government providers receive payment for waiver services. Complete Item[-3-e.

Foecify the types of state or local government providers that receive payment for waiver services and the services that
the state or local government providers furnish:

Appendix |: Financial Accountability
|-3: Payment (5 of 7)

e. Amount of Payment to State or Local Government Providers.

Foecify whether any state or local government provider receives payments (including regular and any supplemental
payments) that in the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how the
state recoups the excess and returns the Federal share of the excess to CMS on the quarterly expenditure report. Select
one:

Answers provided in Appendix |-3-d indicate that you do not need to complete this section.

O Theamount paid to state or local government providersisthe same as the amount paid to private providers
of the same service.

O Theamount paid to state or local government providers differs from the amount paid to private providers of
the same service. No public provider receives paymentsthat in the aggregate exceed its reasonabl e costs of
providing waiver services.

O Theamount paid to state or local government providers differs from the amount paid to private providers of
the same service. When a state or local government provider receives payments (including regular and any
supplemental payments) that in the aggregate exceed the cost of waiver services, the state recoups the excess
and returnsthe federal share of the excessto CMS on the quarterly expenditure report.

Describe the recoupment process:
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Appendix | : Financial Accountability
|-3: Payment (6 of 7)

f. Provider Retention of Payments. Section 1903(a)(1) provides that Federal matching funds are only available for
expenditures made by states for services under the approved waiver. Select one:

O Providersreceive and retain 100 percent of the amount claimed to CMS for waiver services.
® providersare paid by a managed care entity (or entities) that is paid a monthly capitated payment.

Foecify whether the monthly capitated payment to managed care entitiesis reduced or returned in part to the state.

For fee-for-service enrollees, providers receive and retain 100% of the amount claimed to CMS for waiver services.
The payment to capitated MCOs is reduced by a performance withhold amount as outlined in the contracts between
DHSand the MCOs. The MCOs are €eligible to receive some or all of the withheld funds based on the MCO'’s
performance in the areas outlined in the contract between DHS and the MCOs.

Appendix |: Financial Accountability
|-3: Payment (7 of 7)

g. Additional Payment Arrangements

i. Voluntary Reassignment of Payments to a Governmental Agency. Select one:

® No. The state does not provide that providers may voluntarily reassign their right to direct payments
to a governmental agency.

O Yes. Providers may voluntarily reassign their right to direct payments to a governmental agency as
provided in 42 CFR 8447.10(e).

Foecify the governmental agency (or agencies) to which reassignment may be made.

ii. Organized Health Care Delivery System. Select one:

O No. The state does not employ Organized Health Care Delivery System (OHCDS) arrangements
under the provisions of 42 CFR 8447.10.

® vYes, The waiver provides for the use of Organized Health Care Delivery System arrangements under
the provisions of 42 CFR §447.10.

Foecify the following: (a) the entities that are designated as an OHCDS and how these entities qualify for
designation as an OHCDS; (b) the procedures for direct provider enrollment when a provider does not
voluntarily agree to contract with a designated OHCDS; (c) the method(s) for assuring that participants have
free choice of qualified providers when an OHCDS arrangement is employed, including the selection of
providers not affiliated with the OHCDS; (d) the method(s) for assuring that providers that furnish services
under contract with an OHCDS meet applicable provider qualifications under the waiver; (€) how itis
assured that OHCDS contracts with providers meet applicable requirements; and, (f) how financial
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accountability is assured when an OHCDS arrangement is used:

Enrolled Medicaid providers can choose to subcontract to non-enrolled providers for the provision of Home
and Vehicle Modifications and Specialized Medical Equipment. The authorization for the service and the
Medicaid payment for the authorized service is made to the enrolled Medicaid provider that would then
forward payment to the subcontractor in accordance with their contract.

Any subcontractor who is qualified to enroll with lowa Medicaid is encouraged to do so. No provider is
denied Medicaid enrollment for those services that they are qualified to provide. Waiver providers are not
required to contract with an OHCDSin order to furnish services to members.

When the case manager, health home coordinator or community-based case manager has assessed the need
for any waiver service, the member is offered the full choice of available providers. The member has the
right to choose from the available providers; thelist of providersis available through the case manager,
health home coordinator or community-based case manager, and is also available through the IME and
MCO websites. In accordance with the lowa Administrative Code, all subcontractors must meet the same
criteria guidelines as enrolled providers and the contracting enrolled provider must confirmthat all criteria
ismet.

The Financial Management Services entities are designated as an OHCDS as long as they meet provider
qualifications as specified in C-3. lowa Medicaid Enterprise (the state Medicaid agency) executes a provider
agreement with the OHCDS providers and MCOs contract with an IME enrolled Financial Management
Services solution. The Financial Management Services provided by the OHCDSis voluntary and an
alternative billing and accessis provided to both waiver members and providers. Members have free choice
of providers both within the OHCDS and external to these providers. Providers may use the alternative
certification and billing process devel oped by the lowa Medicaid Enterprise. Members are given this
information during their service plan development. Providers are given this information by the OHCDS. The
Designated OHCDSreviews and certifies that established provider qualifications have been met for each
individual or vendor receiving Medicaid reimbursement. Annually each provider will be recertified asa
qualified provider.

Employer/employee agreements and timesheets document the services provided if waiver members elect to
hire and manage their own workers. The purchase of goods and services is documented through receipts
and/or invoices. For each purchase for fee-for-service members, Medicaid funding from the MMISto the
provider of the serviceis accurately and appropriately tracked through the use of lowa’s 19 S system.
Financial oversight and monitoring of the OHCDSis administered by the lowa Medicaid Enterprise through
aninitial readiness review to determine capacity to perform the waiver services and throughout the year
using a reporting system, random case file studies and the regular Medicaid audit process. MCOs are
contractually required to develop a systemto track all OHCDS Financial Management Services, whichis
subject to DHSreview and approval. Further, the MCOs maintain financial oversight and monitoring with
ongoing review and authority retained by DHS

A provider must enroll with Medicaid prior to being eligible to enroll with a managed care organization.
They are not required to contract with a MCO as thisis a provider/MCO contractual arrangement.
However, Medicaid will notify the MCO of all providers éligible to provide services.

Each MCO has different systems that maintains authorized service plans. Many of the services are prior
authorized and claims are adjudicated against the authorizations.

iii. Contracts with MCOs, PIHPs or PAHPs.

O The state does not contract with M COs, PIHPs or PAHPs for the provision of waiver services.

O The state contracts with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s)
(PIHP) or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act for the
delivery of waiver and other services. Participants may voluntarily elect to receive waiver and other services
through such MCOs or prepaid health plans. Contracts with these health plansare on file at the state
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Medicaid agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1); (b) the
geographic areas served by these plans; (c) the waiver and other services furnished by these plans; and, (d)
how payments are made to the health plans.

® Thiswaiver isa part of a concurrent §1915(b)/81915(c) waiver. Participants are required to obtain waiver
and other services through a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory
health plan (PAHP). The §1915(b) waiver specifies the types of health plansthat are used and how
payments to these plans are made.

O Thiswaiver isa part of a concurrent ?1115/?1915(c) waiver. Participants are required to obtain waiver and
other servicesthrough a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory health
plan (PAHP). The ?1115 waiver specifies the types of health plansthat are used and how payments to these
plans are made.

O |1 the state uses more than one of the above contract authorities for the del ivery of waiver services, please
select this option.

In the textbox below, indicate the contract authorities. In addition, if the state contracts with MCOs, PIHPs,
or PAHPs under the provisions of 81915(a)(1) of the Act to furnish waiver services: Participants may
voluntarily elect to receive waiver and other services through such MCOs or prepaid health plans. Contracts
with these health plans are on file at the state Medicaid agency. Describe: (a) the MCOs and/or health plans
that furnish services under the provisions of 81915(a)(1); (b) the geographic areas served by these plans; (c)
the waiver and other services furnished by these plans; and, (d) how payments are made to the health plans.

Appendix | : Financial Accountability
|-4. Non-Federal Matching Funds (1 of 3)

a. State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the state source or sources of the
non-federal share of computable waiver costs. Select at least one:

Appropriation of State Tax Revenues to the State Medicaid agency
[] Appropriation of State Tax Revenuesto a State Agency other than the Medicaid Agency.

If the sour ce of the non-federal share is appropriations to another state agency (or agencies), specify: (a) the state
entity or agency receiving appropriated funds and (b) the mechanism that is used to transfer the funds to the
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching
arrangement, and/or, indicate if the funds are directly expended by state agencies as CPEs, asindicated in Item |-2-
(o

[] Other State Level Source(s) of Funds.

Foecify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and, (c) the mechanism
that is used to transfer the funds to the Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer
(IGT), including any matching arrangement, and/or, indicate if funds are directly expended by state agencies as
CPEs, asindicated in Item |-2-c:
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Appendix | : Financial Accountability
I-4: Non-Federal Matching Funds (2 of 3)

b. Local Government or Other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the source or
sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

® Not Applicable. There are no local government level sources of funds utilized as the non-federal share.

O Applicable
Check each that applies:

[] Appropriation of Local Government Revenues.

Soecify: (a) the local government entity or entities that have the authority to levy taxes or other revenues; (b) the
source(s) of revenue; and, (¢) the mechanismthat is used to transfer the funds to the Medicaid Agency or Fiscal
Agent, such as an Intergovernmental Transfer (IGT), including any matching arrangement (indicate any
intervening entities in the transfer process), and/or, indicate if funds are directly expended by local government
agencies as CPEs, as specified in Item [-2-c:

[] Other Local Government Level Source(s) of Funds.

Soecify: (a) the source of funds; (b) the local government entity or agency receiving funds; and, (c) the
mechanism that is used to transfer the funds to the state Medicaid agency or fiscal agent, such asan
Intergovernmental Transfer (IGT), including any matching arrangement, and/or, indicate if funds are directly
expended by local government agencies as CPEs, as specified in I[tem |-2-c:

Appendix | : Financial Accountability
I-4: Non-Federal Matching Funds (3 of 3)

c¢. Information Concerning Certain Sources of Funds. Indicate whether any of the fundslisted in Items 1-4-a or 1-4-b that
make up the non-federal share of computable waiver costs come from the following sources: (a) health care-related taxes
or fees; (b) provider-related donations; and/or, (c) federal funds. Select one:

® Noneof the specified sources of funds contribute to the non-federal share of computable waiver costs

O The following source(s) are used
Check each that applies:

[l Health care-related taxes or fees
[ Provider-related donations
] Federal funds

For each source of funds indicated above, describe the source of the funds in detail:
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Appendix | : Financial Accountability
[-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings. Select one:

O No services under thiswaiver are furnished in residential settings other than the private residence of the
individual.
® as specified in Appendix C, the state furnishes waiver servicesin residential settings other than the personal home
of theindividual.
b. Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The following describes the
methodology that the state uses to exclude Medicaid payment for room and board in residential settings:

As specified in lowa Administrative Code, lowa does not reimburse for room and board costs, except as noted for
providers of out of home respite services. The provider manuals contain instructions for providers to follow when
providing financial information to determine rates. It states that room and board cannot be included in the cost of
providing services. Most respite payments are based upon fee schedules detailed in the lowa Administrative Code. That
fee schedule has no allowance for room and board charges. Respite provided by a home health agency is limited to the
established Medicare rate.

The exclusion of room and board from reimbursement is ensured by the Provider Cost Audit Unit. When providers
submit cost report documentation and rate setting changes, the Provider Cost Audit Unit accounts for all line items and
requests justification for all allocated costs (administrative and other). If it is determined that a provider has attempted
to include room and board expenses in cost audits or rate setting documentation, the provider is instructed to make the
adjustment and further investigation is conducted to determine if previous reimbursement needs to be recouped by the
lowa Medicaid Enterprise.

All providers of waiver services are subject to a billing audit completed by the Department of Human Services Bureau of
Purchased services.

Any payment from an MCO to residential settings is made explicitly for the provision of services as defined by this waiver
and excludes room and board. As part of the ongoing monitoring process of MCOs, the Sate will ensure that paymentsto
residential settings are based solely on service costs.

Appendix | : Financial Accountability
[-6: Payment for Rent and Food Expenses of an Unrelated Live-1n Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-1n Personal Caregiver. Select one:

® No. The state does not reimburse for the rent and food expenses of an unrelated live-in personal caregiver who
residesin the same household as the participant.

O Yes. Per 42 CFR 8441.310(a)(2)(ii), the state will claim FFP for the additional costs of rent and food that can
be reasonably attributed to an unrelated live-in personal caregiver who resides in the same household asthe
waiver participant. The state describes its coverage of live-in caregiver in Appendix C-3 and the costs
attributable to rent and food for the live-in caregiver are reflected separately in the computation of factor D
(cost of waiver services) in Appendix J. FFP for rent and food for a live-in caregiver will not be claimed when
the participant livesin the caregiver'shome or in a residence that is owned or leased by the provider of
Medicaid services.

The following is an explanation of: (a) the method used to apportion the additional costs of rent and food attributable to
the unrelated live-in personal caregiver that are incurred by the individual served on the waiver and (b) the method
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used to reimbur se these costs:

Appendix | : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of 5)

a. Co-Payment Requirements. Specify whether the state imposes a co-payment or similar charge upon waiver participants
for waiver services. These charges are calculated per service and have the effect of reducing the total computable claim
for federal financial participation. Select one:

® No. The state does not impose a co-payment or similar charge upon participants for waiver services.
O Yes The gtate imposes a co-payment or similar charge upon participants for one or more waiver services.

i. Co-Pay Arrangement.

Foecify the types of co-pay arrangements that are imposed on waiver participants (check each that applies):

Charges Associated with the Provision of Waiver Services (if any are checked, complete ltems |- 7-a-ii
through I-7-a-iv):

[ Nominal deductible
[] Coinsurance
[ Co-Payment
[] Other charge

Specify:

Appendix I : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (2 of 5)

a. Co-Payment Requirements.

ii. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix |-7-a indicate that you do not need to complete this section.

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of 5)

a. Co-Payment Requirements.

iii. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix | -7-a indicate that you do not need to complete this section.

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of 5)
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a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.

Answers provided in Appendix | -7-a indicate that you do not need to complete this section.

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (5 of 5)

b. Other State Requirement for Cost Sharing. Specify whether the state imposes a premium, enrollment fee or similar cost
sharing on waiver participants. Select one:

® No. The state does not impose a premium, enrollment fee, or similar cost-sharing arrangement on waiver
participants.

O Yes. The gtate imposes a premium, enrollment fee or similar cost-sharing arrangement.
Describe in detail the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enrollment
fee); (b) the amount of charge and how the amount of the charge is related to total gross family income; (c) the

groups of participants subject to cost-sharing and the groups who are excluded; and, (d) the mechanisms for the
collection of cost-sharing and reporting the amount collected on the CMS 64:

Appendix J: Cost Neutrality Demonstration
J-1:. Composite Overview and Demonstration of Cost-Neutrality Formula

Composite Overview. Complete the fieldsin Cols. 3, 5 and 6 in the following table for each waiver year. Thefieldsin Cols.
4,7 and 8 are auto-calculated based on entriesin Cols 3, 5, and 6. Thefieldsin Col. 2 are auto-cal culated using the Factor
D data from the J-2-d Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of Factor D
tablesin J-2-d have been completed.

Level(s) of Care: Nursing Facility

Col. 1} Col. 2 Coal. 3 Coal. 4 Cal. 5 Col. 6 Coal. 7 Coal. 8
Year |Factor D] Factor D' Total: D+D' Factor G Factor G' Total: G+G'|Difference (Col 7 less Column4)
1 |8442.23 17545.24) 25987.47 29482.0 10374.00§ 39856.00 13868.53
2 |8621.67 18247.05§ 26868.72 30072.0 10789.00§ 40861.00 13992.28
3 |8794.99 18976.93 27771.92 30673.0 11221.00§ 41894.00 14122.08
4 |8970.21 19736.01) 28706.22 31287.0 11669.00§ 42956.00 14249.78
5 |9154.81 20525.45 29680.26 31912.0 12136.00§ 44048.00 14367.74

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (1 of 9)

a. Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants from Item B-3-a who
will be served each year that the waiver isin operation. When the waiver serves individuals under more than one level of
care, specify the number of unduplicated participants for each level of care:
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Table: J-2-a: Unduplicated Participants

Distribution of Unduplicated Participants by
. Total Unduplicated Number of Participants Level of Care (if applicable)
Waiver Year
(from Item B-3-a) Level of Care:
Nursing Facility

Year 1 1492 1492
Year 2 1522

Year 3 1553

Year 4 1584

Year 5 1615

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (2 of 9)

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by participantsin

item J-2-a.

The average length of stay (ALOS) is expected to remain the same throughout the five years of the waiver. The ALOS
days were based on the 08/01/14 — 07/31/15 372 reports that incorporated historical ALOS back to 08/01/12.

The CMS 372 reports used to develop and report ALOS s August 1, 2014 — July 31, 2015.

Unduplicated participants were trended based on assumption provided by the State’ s actuary. Lapse rates were included
in the assumption calculations provided by the actuary.

The increases in the total unduplicated number of participants were trended at a 2% increase based on the assumptions
provided by the actuary and historical trends.

Limitation on the Number of Participants Served at any Point in Time were projected at 3% growth each year based on
historical growth and average monthly costs per recipient on the waiver.

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (3 of 9)

c. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the

following factors.

i. Factor D Derivation. The estimates of Factor D for each waiver year are located in Item J-2-d. The basis and
methodol ogy for these estimates is as follows:

Factor D is not impacted by the increase in the population. However, Factor D isimpacted by the transition from
a fee-for-service program to a managed care capitation rate program. In the prior waiver period, Factor D was
adjusted due to the transition to managed care. In this submission, the post-managed care values were increased
by 2% each waiver year. Theincrease in the number of unduplicated participants reflects the managed care
program’sincentive to move individuals from the institutional setting to the HCBS waiver community setting.

The new participants are not expected to change the characteristics (risk profile) of the population. The
underlying capitation rates reflect the risk profile of those qualifying for the HCBS waiver, which are reflected in

Factor D and Factor D’.

The 2% increase is trended based on the assumptions provided by the actuary and historical trends.
ii. Factor D' Derivation. The estimates of Factor D' for each waiver year areincluded in Item J-1. The basis of these
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estimates is as follows:

Factor D' is not impacted by the increase in the population. However, Factor D' isimpacted by the transition
from a fee-for-service program to a managed care capitation rate program. In the prior waiver period, Factor D'
was adjusted due to the transition to managed care. In this submission, the post-managed care values were
increased by 4% each waiver year. Theincrease in the number of unduplicated participants reflects the managed
care program’sincentive to move individuals from the institutional setting to the HCBS waiver community setting.
Factor D’ projections were based on assumptions provided by the Sate' s actuary.

The new participants are not expected to change the characteristics (risk profile) of the population. The
underlying capitation rates reflect the risk profile of those qualifying for the HCBS waiver, which are reflected in
Factor D and Factor D’.

Factor D’ projections were based on assumptions provided by the Sate' s actuary.

The 4% increase is trended based on the assumptions provided by the actuary and historical trends.
Factor G Derivation. The estimates of Factor G for each waiver year are included in Item J-1. The basis of these
estimatesis as follows:

The Factor G derivation is based on M3 Sreports through July 31, 2015. Factor G projections were increased by
2% per year based on historical increases and on assumptions provided by the State’ s actuary.

The CMS 372 reports the State files annually are based on MMISreports.

iv. Factor G' Derivation. The estimates of Factor G' for each waiver year are included in Item J-1. The basis of these

estimates is as follows:

Based on MS Sreports through July 31, 2015. Factor G' projections were increased by 4% per year based on
historical increases and on assumptions provided by the Sate’ s actuary. The CMS 372 reports the State files
annually are based on MMISreports.

The change in the number of lives does not have any influence over the calculation of Factor G and/or Factor G'.
These are established from historical data and have been maintained from the prior waiver amendment filings.
Factor G’ was carried forward without adjustment from the prior 1915(c) waiver filing. The percentage increase
for Factor G’ is derived from historical lowa Medicaid cost trends.

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (4 of 9)

Component management for waiver services. If the service(s) below includes two or more discrete services that are reimbursed

separately, or
components.

isa bundled service, each component of the service must be listed. Select “ manage components” to add these

Waiver Services

Financial

Management Services

I ndependent Support Broker

Individual Directed Goods and Services

Self Directed Personal Care

Self-directed Community Support and Employment

Consumer-Directed Attendant Care (Skilled)

Consumer-Directed Attendant Care (Unskilled)

Home and Vehicle Modification

Personal Emergency Response
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Waiver Services

Specialized Medical Equipment

Transportation

Appendix J: Cost Neutrality Demonstration
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J-2: Derivation of Estimates (5 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a), 1932(a),
Section 1937). Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fields in this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 1

Waiver
Service/ | Capi-tation
Component

Unit

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Financial
Managemerjt
Services
Total:

40692.30

Financi
Manag

Serviced

|Month

10.00

68.97]

40692.30

Independen
Support
Broker
Total:

10903.50

Indepenglent
Support
Broker

IH our

11.50

16.07]

10903.50

Individual
Directed
Goods and
Services
Total:

112135.40

Individupl
Directeg
Goods |:|
and
Serviced

|Month

10.40

182.75|

112135.40

Self
Directed
Personal
Care
Total:

344186.77

Sf
Directed

Personaj D
Care

{Hour

227.70|

25.62]

344186.77

Self-
directed

116919.18

GRAND TOTAL:
Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

12595813.90

12595813.90

1492

8442.23

8442.23

327
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Waiver

Component

Service/ | Capi-tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Community]
Support
and
Employmen
Total:

Self-
directed
Commurjit]
Support
and

Employrpent

IHour

134.90]

14.69

116919.18

Consumer-
Directed
Attendant
Care
(Skilled)
Total:

1101188.65

CDAC

Individupl
- Daily

fdaily

365.00

42.89]

31309.70

CDAC

Agency

|h0ur

949.00]

9.01}

171009.80

CDAC

Individupl

|day

2633.2o|

5.02

898869.15

Consumer-
Directed
Attendant
Care
(Unskilled)
Total:

10000469.09

CDAC

Individupl

frour

616

2633.2o|

5.00

8110256.00

CDAC

Individupl
- Daily

Iday

365.00

42.89]

266132.45

CDAC

Agency

frour

191

949.00

8.96

1624080.64

Home and
Vehicle

Modificatiof
Total:

221913.72

Home
and
Vehicle
Modificqti

[

on

Iunit

1.00)

2641.83

221913.72

Personal
Emergency
Response
Total:

294446.91

Install

6442.71

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

12595813.90

12595813.90

1492

8442.23

8442.23

327
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Waiver
Service/ | Capi-tation Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné;;(;rtlent Total Cost
Component
[l I &l Lod(| 72.39]
monti) L1 |roem Il 36q|| 10.0d]f| 79.34)| 28800420
Specialized
Medical 36359.75
Equipment
Total:
Specialifed
medeal] [ Fe Il 79 12.50f| 36.8]| %97
Equms'nt
Transportatlon
Total: 316598.64
Per
w | | Il q 0.0l oof| o
Per
vie |5 | Il 8 39183 Tof]| stsssees
GRAND TOTAL: 12595813.90
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 12595813.90
Total Estimated Unduplicated Participants: 1492
Factor D (Divide total by number of participants): 8442.23
Servicesincluded in capitation:
Services not included in capitation: 8442.23
Average Length of Stay on the Waiver: 327'

Appendix J: Cost Neutrality Demonstration
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J-2: Derivation of Estimates (6 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 2

Waiver
Service/
Component|

Capi-tation Unit #Users

Avg. Units Per User

Avg. Cost/ Unit

Component

Cost Total Cost

Financial
Managemert
Services
Total:

42210.00

Financi
Manag
Servic

IMonth I I 6q

10.09

70. 35{ 42210.00

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

13122186.30

13122186.30

1522

8621.67

8621.67

327
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Waiver
Service/ | Capi-tation
Component

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

I ndependen
Support
Broker
Total:

11309.10

Indepenglent
Support
Broker

frour

1150

16.39

11309.10

Individual
Directed
Goods and
Services
Total:

116319.84

Individupl
Directeq
Goods D
and
Serviced

fmonth

10.49)

186.41|

116319.84

Self
Directed
Personal
Care
Total:

356988.06

Sf
Directeg

Persona] D
Care

Ihour

221.79

26.13

356988.06

Self-
directed
Communit
Support
and
Employmen
Total:

121248.12

Self-
directed
Commurjit]
Support
and
Employrfent

|h0ur

134.90)

14.98

121248.12

Consumer-
Directed
Attendant
Care
(Skilled)
Total:

1158823.89

CDAC
Indivi duﬁlD
- Daily

|day

365.00]

43.74)

31937.50

CDAC
- [

Agency

Ihour

949.0

9.19|

183147.51

CDAC
- []

Individupl

Ihour

L

2633.20]

512

943738.88

Consumer-
Directed

10412453.16

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

13122186.30

13122186.30

1522

8621.67

8621.67

327
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Waiver
Service/ | Capi-tation Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné;;(;rtlent Total Cost
Component
Attendant
Care
(Unskilled)
Total:
CDAC
- 10 | Il 62¢] 2633.2(|| 5. 1] B43%61296
Individupl
CDAC
Indivi dualD day | I 18| 365.0(1 | 43_75| 287437.50
- Daily
CDAC
o LR = Il 109 o49.0q[ 9.14[ 6o140270
Agency
Home and
Vehicle
Modificatiof 229046.10
Total:
Home
and
veticle | L [onit I 8g) L.oof|| 2694,66]| 22004610
Modificgtion
Personal
Emergency 306160.44
Response
Total:
Insiall frsa I a1 L.oof|| 7384 671944
montni) L] Iroem Il 37q] 10.0d)f| 80.93]| 20944100
Specialized
Medica 37550.00
Equipment
Total:
Specialifed
medeal] [ IFoe Il 8] 12.50)f| 37.55)| 3755000
Equme'nt
Transportal]on
Total: 330077.59
Per
Trip rip I q o.00| 0.01) 0.00
Per
vie |5 |Fw Il 8] 3918 30| 1.04f 33007759
GRAND TOTAL: 13122186.30
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 13122186.30
Total Estimated Unduplicated Participants: 1522
Factor D (Divide total by number of participants): 8621.67
Servicesincluded in capitation:
Services not included in capitation: 8621.67
Average Length of Stay on the Waiver: 327'

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (7 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
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and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 3

Waiver
Service/ | Capi-tation
Component|

Unit

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Financial
Managemert
Services
Total:

44491.20

Fi nancij
Manag

Serviced

Imonth

10.09

7174

44491.20

Independen
Support
Broker
Total:

11921.36

Indepenglent
Support
Broker

Ihour

1150

16.72]

11921.36

Individual
Directed
Goods and
Services
Total:

122602.27

Individupl
Directed
Goods D
and
Serviced

Imonth

10.49)

190.14)

122602.27

Self
Directed
Personal
Care
Total:

376228.71

Sdf
Directeq

Persona D
Care

IMonth

221.79

26.69)

376228.71

Self-
directed
Communit
Support
and
Employmen
Total:

127798.86

Self-
directed
Commurjit]
Support
and
Employrfent

|month

134.90]

15.24)

127798.86

Consumer-
Directed
Attendant
Care

1195223.91

Factor

GRAND TOTAL:

Total: Servicesincluded in capitation:
Total: Services not included in capitation:
Total Estimated Unduplicated Participants:
D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

13658619.44

13658619.44

1553

8794.99

8794.99

327
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Waiver
Service/
Component

Capi-tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

(Skilled)
Total:

CDAC

Individul
- Daily

Iday

365.00

44,62

32572.60

CDAC

Agency

|15 minutes

949.00]

9.37]

186734.73

CDAC

Individul

{15 minutes

2633.2o|

5.22

975916.58

Consumer-
Directed
Attendant
Care
(Unskilled)
Total:

10838261.09

CDAC

Individul

[15 Minutes

2633.2o|

5.21|

8793861.05

CDAC

Individul
- Daily

Iday

365.00

44,62

293153.40

CDAC

Agency

[15 Minutes

949.00

9.32|

1751246.64

Home and
Vehicle
Modificatiol
Total:

239124.72

Home
and
Vehicle

[

Modificgtion

Iunit

1.00)

2748.56)

239124.72

Personal
Emergency
Response
Total:

318967.52

Install

finstall

1.00)

75.31|

6928.52

Monthl

Imonth

10.09

82.55)

312039.00

Specialized
Medical
Equipment
Total:

39267.75

Speciali
Medical

Equi pmelnt

ed

[

Iitem

1250

38.31]

39267.75

Total:

Transportal]on

344732.03

Per

[]

0.00

GRAND TOTAL:
Total: Servicesincluded in capitation:
Total: Services not included in capitation:

Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

13658619.44

13658619.44

1553

8794.99

8794.99

327
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Services not included in capitation:

Average Length of Stay on the Waiver:

Waiver
. A . . . Component
Service/ | Capi-tation Unit #Users Avg. Units Per User Avg. Cost/ Unit CF:) o Total Cost
Component
e i If{ q 0.01}f| 0.01]
Per 1] 344732.03
Mile [rie Il 8q 3918.3q(| 1.0 :
GRAND TOTAL: 13658619.44
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 13658619.44
Total Estimated Unduplicated Participants: 1553
Factor D (Divide total by number of participants): 8794.99
Servicesincluded in capitation:
8794.99

327

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (8 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 4

Waiver
Service/ | Capi-tation Unit #Users Avg. Units Per User Avg. Cost/ Unit Corr(l:[;c:ent Total Cost
Component
Financial
Managemerjt
Services 46109.70
Total:
Financi
Ma”,agjf@ [ronn Il 64 10.00|| 73.19g| 4610070
Serviced
Independen
Support 12352.73
Broker
Total:
Indepenglent
Support [Four Il 64 11.50 17.05)| 12272
Broker
Individual
Directed
Goods and 127069.49
Services
Total:
Individupl
pireced [ |Fey Il 63 1049 193.94[ 12706949
Goods
GRAND TOTAL: 14208813.88
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 14208813.88
Total Estimated Unduplicated Participants: 1584
Factor D (Divide total by number of participants): 8970.21
Servicesincluded in capitation:
Services not included in capitation: 8970.21
Average Length of Stay on the Waiver: 327'
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Waiver
Service/ | Capi-tation Unit #Users Avg. Units Per User Avg. Cost/ Unit
Component

Component

Cost Total Cost

and
Serviced

Self

Directed
Personal 390043.27
Care
Total:

Sdf
Directed
Persona] D
Care

Self-
directed
Communit
Support 132494.73
and
Employmen
Total:

Salf-
directed
Commurjit]

Support IhOUI‘ I I
and
Employrpent

27. 1q 390043.27

[rour I 63| 221.79

63| 134.90]

15. Sq 132494.73

Consumer-
Directed
Attendant
Care
(Skilled)
Total:

CDAC

1257367.77

indiviccp ) [ay I 255]| w20

|| 365.00
- Daily
CDAC

S LR (= Il 2| 949,00

Agency
CDAC

- U | Il Ell 2633.2()

Individupl

0. Sq 199593.68

5. 3# 1024551.79

Consumer-
Directed
Attendant
Care
(Unskilled)
Total:

CDAC

- U | Il 54|l 2633.2()

Individupl
CDAC
individepl foay || 1d| 3650q
- Daily
CDAC

S LA (= Il 20| 949.00]

Agency

11266467.65

531| 9144418.97

45.51| 299000.70

95 1| 1823047.98

GRAND TOTAL: 14208813.88
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 14208813.88
Total Estimated Unduplicated Participants: 1584
Factor D (Divide total by number of participants): 8970.21
Servicesincluded in capitation:
Services not included in capitation: 8970.21

Average Length of Stay on the Waiver: 327'
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Waiver
Service/ | Capi-tation Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné;;(;rtlent Total Cost
Component
Home and
Vehicle
Modificatiof 249514.17
Total:
Home
and
venide | [onit I 89 1ol 280359 | 24951417
Modificgtion
Personal
Emergency 331391.08
Response
Total:
Insiall frsa I o4 L.oof|| 76.87| 722108
montni) L] |Foem Il 335 10.0d)f| 84.2(]| 32417000
Specialized
Medica 40535.12
Equipment
Total:
Specialifed
Medeal) [ IR Il 83 12.50)f| 30.07|| 4053512
Equme'nt
Transportal] on 355468.18
Total: '
Per
Trip rip I q o.o1| 0.01) 0.00
Per
vie | |Fe Il &4 3918 30| 1.0g][ 3554818
GRAND TOTAL: 14208813.88
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 14208813.88
Total Estimated Unduplicated Participants: 1584
Factor D (Divide total by number of participants): 8970.21
Servicesincluded in capitation:
Services not included in capitation: 8970.21
Average Length of Stay on the Waiver: 327'

Appendix J: Cost Neutrality Demonstration
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J-2: Derivation of Estimates (9 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 5
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Waiver
Service/ | Capi-tation
Component

Unit

#Users

Avg. Units Per User

Component

Cost Total Cost

Avg. Cost/ Unit

Financial
Managemerjt
Services
Total:

47782.40

Financi
Manag(-:Il'E

Serviced

fmonth

10.09

74. Gq 47782.40

I ndependen
Support
Broker
Total:

12799.04

Indepenglent
Support
Broker

frour

1150

17. Sq 12799.04

Individual
Directed
Goods and
Services
Total:

131668.99

Individupl
Directeq
Goods D
and
Serviced

fmonth

10.49)

197. 84 131668.99

Self
Directed
Personal
Care
Total:

404103.74

Sf
Directeg

Personaj D
Care

Ihour

221.79

27. 7:4 404103.74

Self-
directed
Communit
Support
and
Employmen
Total:

137274.24

Self-
directed
Commurjit]
Support
and
Employrpent

|h0ur

134.90)

15. gq 137274.24

Consumer-
Directed
Attendant
Care
(Skilled)
Total:

1295519.52

CDAC
| [

Individul
- Daily

|day

1

365.00]

46, 44 33886.60

GRAND TOTAL:

Total: Servicesincluded in capitation:
Total: Services not included in capitation:

Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

14785015.45
14785015.45
1615

9154.81

9154.81

327
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Waiver
Service/ | Capi-tation Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné;;(;rtlent Total Cost
Component
CDAC
i ] [rowr I 2| 949.00]|| 5.7|| 2056030
Agency
CDAC
- 10 | Il ZIf 2633 2d|f| 5.43)| 05807242
Individupl
Consumer-
Directed
Attendant 11737601.15
Care
(Unskilled)
Total:
CDAC
AU AR | e Il 667l 2633 2d)f| 5.47]| 951998665
Individupl
CDAC
indivicoL foay | | 19| | 365-00| I 46.42| 321922.70
- Daily
CDAC
: [] [rowr I 204(| 949.00]|| 5.7|[ 99629100
Agency
Home and
Vehicle
Modificatio| 260223.60
Total:
Home
and
venice| [onit | | gj_l | 1_0q | 2859.6(1 260223.60
Modificgtion
Personal
Emergency 345030.96
Response
Total:
insaall | [] finstatt | | 96| | 1.0q | 78.36| 7522.56
Monthiy] [_] [ | I 393| | 10_0q I 85.88| 337508.40
Specialized
Medical 42340.62
Equipment
Total:
Foecialifed
medeal) L] IR Il e 12.50)f| 39.85| 42062
Equmelnt
Transportal]on
Total: 370671.18
Per
mw U | Il d(| o.01|[ oof| 0w
Per
wie | O [rite | | 86| | 3918-30| | 1_1(1 370671.18
GRAND TOTAL: 14785015.45
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 14785015.45
Total Estimated Unduplicated Participants: 1615
Factor D (Divide total by number of participants): 9154.81
Servicesincluded in capitation:
Services not included in capitation: 9154.81
Average Length of Stay on the Waiver: 327|
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