Application for a 81915(c) Home and Community-

Based ServicesWaiver

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 Geor gia 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:
Comprehensive Supports Waiver Program

C. Waiver Number:GA.0323
Original Base Waiver Number: GA.0323.

D. Amendment Number:

E. Proposed Effective Date: (mm/ddlyy)

[o4/01/19
Approved Effective Date of Waiver being Amended: 04/01/16

2. Purpose(s) of Amendment

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



B-3 f. Updated the methodology for screening and selection of waiver entrants to reflect implementation of a change noted in the
original waiver renewal application but not yet implemented at that time.

C-1 a Added the following services to the waiver:

- Two transition services designed to bridge the needs of waiver participants moving from institutional settings into the
community. The services areintended for use in meeting immediate transition needs during the first year following the move
and both have lifetime limits.

- Interpreter servicesto facilitate participation and communication in assessment, service plan development and in the case of
deaf waiver participants, staff training in minimal single word and gesture communication.

- Added a service description for Out-of-Home Respite 15-minute unit for short periods of respite care, less than 24 hours, in an
out-of-home setting.

- Added four additional descriptions for Community Living Supports Services previously described in the body of CLS - Shared
that will facilitate direct reporting of two-person and three-person shared services. Though services were initially described in a
Shared 2-person and 3-person configuration, the additional services descriptions will facilitate reporting viathe CMS 372.

C-2e.

- Name changes and clarification of service definitions for Behavioral Support Services and Behavioral Support Consultation,
two services designed to provide behavioral services for individuals with challenging behaviors for development of
individualized behavior plans and teaching intervention techniques to both staff and family caregivers.

- Slight service definition changes in Supported Employment and Transportation Services to reflect allowed use of
Transportation Services to and from work settings.

C-5: Home and Community-Based Settings Updated the status of the HCBS Setting Rule/ State Transition Plan

Appendix H amendment: - Reflects changes and enhancements to the oversight and quality improvement functions by the State
Medicaid Agency as aresult of extensive work with CM S - Synchronizes quality improvement processes and actions across
Georgia's Waiver Programs - Describes the coordinated interagency and intra-agency processes and overall plan for ongoing
quality management, analysis and improvements

Update all of the waiver performance measures consistent with the efforts noted above relative to Appendix H

Appendix J: Amend to reflect the following:

- Addition of Interpreter Services, Transition Supports and Services, and Transition Supports

- Project the expected utilization of usersfor Interpreter Services, Transition Supports and Services and Transition Supports
- Provide the proposed rates, methodology, and expected utilization for the new services

- Remove maximum service caps from Behavior Support Services, Levels| and Il

3. Nature 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):

Component of the

Approved Waiver Subsection(s)

Waiver I I
Application

Appendix A
Waiver I I
Administration
and Operation

Appendix B
Participant | |
Access and
Eligibility

Appendix C I I
Participant




Component of the
Approved Waiver
Services

Appendix D
Participant
Centered
Service
Planning and
Delivery

Subsection(s)

[ Appendix E
Participant I I
Direction of
Services

] Appendix F
Participant I I
Rights

Appendix G
Participant I I
Safeguards

Appendix H

[ 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:

Provide updates to the Quality Improvement Plan and edit performance measuresin al of the noted Appendicesto
reflect coordination with Appendix H.

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

1. Request I nformation (1 of 3)

A. The State of Geor gia requests approval for aMedicaid 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):

Comprehensive Supports Waiver Program
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: GA.0323

Draft ID: GA.021.04.01
D. Type of Waiver (select only one):
Regular Waiver

E. Proposed Effective Date of Waiver being Amended: 04/01/16
Approved Effective Date of Waiver being Amended: 04/01/16

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):

L 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 Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR 8440.160
[ Nursing Facility
Select applicable level of care
O Nursing 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 per sonswith mental illnesses aged 65 and older asprovided in 42 CFR
8440.140

Intermediate Care Facility for Individualswith I ntellectual Disabilities (ICF/I1D) (asdefined in 42 CFR

§440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICH/IID level of care:

1. Request Information (3 of 3)

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

® Not applicable

O Applicable
Check the applicable authority or authorities:

[] Servicesfurnished 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:

Specify the 81915(b) authorities under which this program oper ates (check each that applies):
] §1915(b)(1) (mandated enrollment to managed car €)
[ §1915(b)(2) (central broker)
[ §1915(b)(3) (employ cost savingsto furnish additional services)
[] §1915(b)(4) (selective contracting/limit number of providers)

[] A 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:

[] A program authorized under §1915(i) of the Act.
HPN program authorized under 81915(j) of the Act.

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

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

Thiswaiver provides servicesfor individualswho are eligible for both Medicare 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.



The Georgia Comprehensive (COMP) Supports Waiver Program offers awide array of services to individuals with intellectual
and related devel opmental disabilities (1/DD) who require comprehensive and intensive services. Individuals eligible for the
COMP Program need out-of-home residential support and supervision or intensive levels of in-home servicesto remain in the
community. The COMP Waiver Program provides supports to individuals transitioning from | CF-IDDs, nursing facilities and
state hospitals as well asthose living with family or other natural supporters at the time of admission.

The COMP Program uses a person-centered process to determine the support needs of participants and as the foundation for the
development of the Individual Service Plan. Because of the complex medical and/or behavioral needs of many individuals
supported through the COMP Waiver Program, an array or extended State Plan services as well as options for behavioral support
are available both in residential and family homes. The proposed rate structure outlined in Appendix | uses atiered strategy to
support individual s with varying levels of need and risk in order to provide the most flexible and targeted support plan for the
individual.

Purpose. The purpose of the COMP Program is to offer comprehensive and extensive waiver services to enable individuals with
urgent and intense needs to avoid institutional placement or transition from institutional placement.

Goals. The COMP Program goals areto: (1) offer the level and type of services which avoid the need for institutional
placement; (2) increase independence and quality of life of individuals with 1/DD who have ahigh level of support needs; (3)
facilitate the transition of institutionalized individuals to community living; (4) offer opportunities for participants with complex
needs to self-direct support; (5) ensure the health, safety and welfare of COMP Program participants while supporting
community inclusion; and (6) assure that residential and out-of-home day support services offer continuous opportunity for
community inclusion and choice of settings.

Objectives. The COMP Program objectives areto: (1) continually improve residential supports and integrated clinical services
designed to effectively serve individuals with higher needs (2) provide increased opportunities for participants and families to
use self-directed supports by providing both face-to-face training sessions and a robust training and information platform viathe
web; (3) continue to transition ingtitutionalized individuals to community living; (4) enhance opportunities for community
integration.

Organizational Structure. The Department of Community Health (DCH), which serves as the State Medicaid Authority,
delegates the day-to-day operation of the COMP Program to the Department of Behavioral Health and Devel opmental
Disabilities (DBHDD), Division of Developmental Disabilities. DCH maintains administration of the COMP Program, and
oversees DBHDD's performance of operational functions. The DBHDD Central Office performs statewide waiver operational
and daily administrative functions. The six DBHDD field offices perform COMP waiver functions at the local level, including
intake and evaluation, psychological evaluation to confirm intellectual/devel opmental disability consistent with admission
criteriato ICFS/IDD, crisis resolution, and intervention in cases of service delivery problems or concerns. Individuals access the
COMP Program through DBHDD field offices or through contacting the single point of entry Aging and Disability Resource
Centers viaatoll-free number.

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):

® Yes 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.

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

O Not Applicable
O No

® ves
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 statewidenessis requested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Fecify the areas to which thiswaiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

[] Limited Implementation of Participant-Direction. A waiver of statewidenessis 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 comparable services through the service delivery
methods that are in effect elsewherein the state.

Foecify 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 all types of providers that provide services under thiswaiver;

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,

3. Assurance that all facilities subject to 81616(e) 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 financia 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, theindividual (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 individuals in 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,
including state plan services) and informal supports that complement waiver services in 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/IID.

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 8§431.151, 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:



Both the Department of Community Health and the Department of Behavioral Health and Devel opmental Disabilities
have actively engaged stakeholders throughout the past year in development of both the State Transition Plan and the
implementation of Electronic Visit Verification.

Inthe Fall of 2014, DCH held a series of Public Meetings to educate providers, parents, self-advocates and others
interested in Georgia s waiver programs about the State's Transition Plan devel opment, engaging stakeholdersin

providing input on the major tenants of the HCBS Rule to begin the process of identifying the State’ s baseline for
improvement strategies.

From January through March 2015 DBHDD held ten statewide forums to solicit public comment on the ID Waiver
Program. Over 1,000 stakeholders attended the forums with nearly 200 individuals attending virtual public forums held in
the afternoon and evening. Of the 1,017 attendees, 33.4% identified as family members, 49.5% as providers, 8.1% were
waiver participants or self-advocates, and 8.8% did not identify an affiliation. Face-to-face forumswere held in the
DBHDD Regional Office areasin order to involve field staff, provide onsite assistance, and hear comments directly from
waiver participants, family members and providers with the following theme: “What's working in the waiver program;
what’s not working; and what suggestions do you have to improve the program.” The public forums were facilitated by
along-time advocate and parent of two waiver participants who marketed the forum and the opportunity to provide
comment through direct outreach to Georgia' s advocacy organizations, parent groups, and sister agencies such as Family
and Children’'s Services and Vocational Rehabilitation.

The forums used an open-microphone process to solicit comments and questions with responses to questions by DBHDD
staff. There was an opportunity for stakeholders to provide both oral comment in the large group and written comment
and discussion through small-group breakouts. During the public forums and until the application was submitted to
CMS, DBHDD continued to receive electronically-submitted comments through a “feedback form” option on its website
at www.dbhdd.georgia.gov. The Operating Agency’s Advisory Council on Developmental Disabilities Services,
comprised of service providers, family members, and advocacy representation, was directly involved in the public forums
and continues to collect information from constituents they represent. Both the DBHDD and DCH Boards have received
summaries of public comments and the resulting proposed changes to the COMP Waiver Program.

The Fall 2014 and Winter 2015 public comment opportunities prefaced the state’ s work on arate study as well as
identified opportunities for service scope and operations enhancements in the waiver renewal design.

While DBHDD and DCH continued to analyze the comments, information from the public comments formed the basis of
several changesin the waiver renewal application. One example is the development of shared Community Living
Supports to allow shared use of direct support professionals within the context of the CLS service, currently defined as a
one-to-one individual support service. The change was prompted by parents, supporters and self-advocates who wished
to live independently in owned or leased settings with roommate(s) and use wrap-around services and supports from a
provider agency or through self-direction. Not only was this support arrangement one that had begun to grow organically
from the desire for independence but it represents an important tenant of the HCBS Rule, separation of service delivery
from provider-owned housing. Analysis and ongoing work initiated by stakeholder comments continues in multiple
service system and operational areas between the Operating Agency and stakeholders, both identified as areas for
improvement.

As an important feature of the rate study, DBHDD solicited input from stakehol ders regarding the impact of current rates
on service availability, asin the case of respite support, and relied heavily on providers to assist with communication
strategies and analysis of results of the cost study. A Rate Study Advisory Committee with representative membership
from both large and small providers, urban and rural providers, and those providing servicesin the areas specifically
targeted in the cost-based reimbursement study were selected. Additionally, the two primary provider trade associations
recommended members. The contractor that devel oped, implemented and analyzed the cost reports provided ongoing
access during the solicitation period for questions, comments and any other feedback from providers. Results of the
draft rate development were presented to the Advisory Committeein early July with atwo-week informal comment
session following.

Stakeholders had recurring opportunities for involvement and input. Formally, providers and other interested parties were
invited to three public sessions on July 13th, 15th and 16th during the public comment period for the opportunity to learn
about services redesign and the associated rate development methodol ogy, provide feedback, and solicit information
about DBHDD and DCH’s expectations of providers under the new rates. Public comment related to the proposed rates



was also solicited from impacted families and waiver participants using the following strategies: recorded message to
families and other interested parties made available on the DBHDD website; FAQ page with responses to anticipated and
actual questions from family members; opportunity for family members, waiver participants and others to provide written
comment or submit questions with direct response from DBHDD staff.

(continued on main Optional Additional Info B)—

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
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 accessto 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:

|Ivy |
First Name:

|Catheri ne |
Title:

|Program Director, Waiver Services I
Agency:

|Division of Policy and Provider Services, Department of Community Health, Division of |
Address:

|2 Peachtree Street, NW I
Address 2:

|37th Floor I
City:

IAtIanta
State: Georgia
Zip:

[30303
Phone:

[(404) 651-6889 | Ext] |1 v
Fax:

|(404) 656-8366 |
E-mail:

|catheri ne.ivy@dch.ga.gov

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



Last Name:

|Henneberger |
First Name:

[ashleigh |
Title:

|Director of Waiver Services |
Agency:

[Department of Behavioral Health and Developmental Disabilities (DBHDD) |
Address:

|2 Peachtree Street, NW I
Address 2:

|22nd Floor I
City:

IAtIanta
State! Georgia
Zip:

[30303
Phone:

[(404) 2631709 | Ext] 1L rrv
Fax:

[(404) 657-2310 |
E-mail:

[eshleigh.henneberger @dbhdd.ga.gov

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:

State Medicaid Director or Designee

Submission Date:

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

Last Name:

|Rhodes |

First Name:

|Lynnette |

Title:



|I nterim State Medicaid Director I

Agency:

[Georgia Department of Community Health |
Address:

|2 Peachtree Street, 36th Floor I
Address 2:

| |
City:

[atlanta |
State: Georgia
Zip:

[30303 |
Phone:

[(404) e56-7513 | Ext: 1L rrv
Fax:

[(678) 222-4948 |
E-mail:

Attachments  [rhodes@achgagr ]

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:

No Transition Plan needed. The Waiver amendment proposes removal of the current limits set for Behavioral Support Services
so will not represent a decrease in service.

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
"Completed" in thisfield, and include in Section C-5 the information on all HCB settings in the waiver.



Georgia assures that the settings transition plan included with this waiver amendment will be subject to any provisions or
requirements included in the State’ s approved Statewide Transition Plan. Georgiawill implement any required changes upon
approval of the Statewide Transition Plan and will make conforming changes to its waiver when it submits the next amendment
or renewal.

Effective March 17, 2014, the Centers for Medicare and Medicaid Services (CMYS) issued new regulations that require home and
community-based waiver services to be provided in community-like settings commonly referred to as the Home and
Community-Based Services Settings Rule (Rul€). The new Rule defines settings that are and are not community-like. Service
settings that do not have characteristics determined to be community-based cannot be reimbursed by Medicaid. The purpose of
the Rule isto ensure that people who receive home and community-based waiver services have opportunities to access their
community and receive servicesin the most integrated settings. The Rule stresses the importance of ensuring that individuals
who rely on home and community-based services are not isolated or segregated and are able to exercise rights, optimize
independence, and choose from an array of integrated service options and settings. This includes opportunities to seek
employment and work in competitive environments, engage in community life, control personal resources and participate in the
community just as people who do not receive home and community-based services do. The Rule reiterates and emphasizes that
services must reflect individual needs and preferences as documented by a person-centered plan. States are required to transition
to a status of full compliance with the Rule by March 2019. To demonstrate compliance with the new Rule, states are required to
develop a Statewide Transition Plan that describes how it will assess all settings subject to the Rule and apply a methodology
whereby the state will fully comply by the end of the transition period.

This document outlines Georgia s transition plan for the Comprehensive Supports Waiver.

The Plan was devel oped with stakeholder input including Public Comment through multiple modes. It is Georgias intent to
comply with the new Rule and implement atransition plan that assists membersto lead healthy, independent, and productive
lives; to have the ability to live, work, and participate in their communities to the fullest extent and most integrated way possible;
and to fully exercise their rights as residents, tenants, purchasers, and autonomous individuals. Further, that implementation of
the transition plan promotes the well-being of families whose loved ones are served by the waivers and supports providers to
engage in and ultimately embrace the spirit of the rule.

The Comprehensive Supports Waiver — COMP serves Individuals with Intellectual or developmental disabilities who meet an
ICF-1D level of care. Currently,7399 individuals are served by this waiver. The waiver offers home- and community-based
services for people with intellectual disabilities (D) or developmental disabilities (DD) including conditions such as cerebral
palsy, epilepsy, autism or neurological disorders. These disahilities require alevel of care provided in an intermediate-care
facility (1CF) for people diagnosed with ID/DD. Examples of services available in addition to core services described above
include supported employment, respite, and behavioral and nutrition supports.

The Department of Community Health as the designated State Medicaid Agency has direct responsibility for the Medicaid
program in Georgia, however, other state agencies assist in administering specific waiver programs. The Department of
Behaviora Health and Developmental Disabilities (DBHDD) is the operating agency for the NOW and COMP waivers.

The Transition plan includes the following:

I dentification of Settings and Stakeholders The plan includes a description of those settings in which waiver program services
may be delivered that are subject to the HCBS Rule, the identification of stakeholders for each service and setting type to whom
outreach and with whom engagement is critical, and the number of settings and members receiving services in those settings.

Outreach and Engagement The plan describes how DCH engaged and will continue to engage stakeholders in the transition
planning and implementation including the setting and systemic assessment and review process.

Assessment There are two parts of the Assessment, the Systemic Review and the Site-Specific Settings Assessment. Included in
each review are the Remediation Strategies of the plan. The plan will describe the state’ s strategy to ensure compliance with the
home and community-based setting requirements. The plan includes remediation for the state’ s standards, procedures and
policies as well as specific sites or providers. Also included are strategies for settings not in compliance that will culminate in
relocation of members.

Systemic Review - The plan describes the state’ s assessment of the extent to which its regulations, standards, policies, licensing
reguirements, and other provider regquirements ensure settings are in compliance. The plan will include a detailed crosswalk with
the outcomes of the state’' s systemic assessment of all documents.



Site-Specific Settings Review - The plan includes a description of those settings in which waiver program services may be
delivered that are subject to the HCBS Rule, the identification of stakeholders for each service and setting type to whom outreach
and with whom engagement is critical, and the number of settings and members receiving services in those settings.

The plan further describes the state’ s process by which it has and will continue to assess specific settings in which home and
community-based services are provided to determine whether the settings are in compliance with the rule.

Heightened Scrutiny The plan describes the evidence the state will submit in a heightened scrutiny process to demonstrate that a
setting is home and community-based including but not limited to information obtained during the site-specific assessment and
information the state received during the public input process.

Oversight and Monitoring The plan will describe the processes the state will implement to ensure that timelines and milestones
are met during the transition period as well as a description of its oversight and monitoring processes for continuous compliance
of settings after the transition period ends.

Several appendices following these sections provide supporting documentation and evidence of STP activities.
SECTION ONE — IDENTIFICATION OF SETTINGS AND STAKEHOLDERS

This section identifies all the elements of the Statewide Transition Plan that are pivota to athorough anaysis of home and
community based settings subject to the Settings Rule and the devel opment, implementation and monitoring of the Statewide
Transition Plan. The state has identified:

« All waiver services and providers of those servicesthat are subject to the Settings Rule

* All unique settings of HCBS that must be addressed by the Statewide Transition Plan (STP)

« All stakeholder groups who must be included in the development, implementation and monitoring of the STP

« AIll HCBS policies and related regulations that must be addressed by the STP

Further activities conducted as part of the STP will identify:

» Human and financial resources required to implement the STP and comply with the Settings Rule

Waiver Services Subject to the Settings Rule

The state has identified the following waiver services as being subject to the Rule due to the nature of the provider-owned and
operated setting in which the services are rendered:

e Community Access Group

e Community Residential Alternatives

* Pre-Vocationa Services

» Supported Employment Group

* Respite Out-of-Home Care

Thefollowing is a brief description of the services that are provided through these settings:

Community Access Group Services in facility-based and community-based settings outside the participant’s own or family home
or any other residential setting. Provision of oversight and assistance with daily living, socialization, communication, and
mohility skills building and supportsin a group. Assistance in acquiring, retaining, or improving: Self-help, Socialization and
Adaptive skills for active community participation and independent functioning outside the participant’'s own or family home,
such as assisting the participant with money management, teaching appropriate shopping skills, and teaching nutrition and diet
information. Provided in afacility or acommunity as appropriate for the skill being taught or specific activity supported.

Number of Community Access Group Settings - 635

Community Residential Alternatives Community Residential Alternative (CRA) services are designed for persons who need
concentrated levels of support. These services are arange of interventions that focus on training and support. Services are
individually tailored to meet specific needs and assist with changes in service needs. The service needs may be addressed in one
or more of the following areas: eating and drinking, toileting, personal grooming and health care, dressing, communication,
interpersonal relationships, mobility, home management, and use of leisure time.

Number of Community Residential Alternatives - 61
Pre-Vocational Services These services help people work towards paid or unpaid employment on a one to one basis or in a group

setting outside of the person’s home, family home or any other residential setting. The purpose of the service is to teach people
skills necessary to be successful in ajob in the community. Examples of service activities include but are not limited to:



following rules, attendance, completing tasks, problem solving, endurance, work speed, work accuracy, increased attention span,
motor skills, safety, and socia skillsin the workplace.

Number of Pre-Vocational Service Sites - 458

Supported Employment Group (SE) Supported Employment is available to eligible individua's, who express adesire and have a
goal for competitive employment in their Individual Service Plan and for whom the ability to perform in aregular work setting is
likely to require the provision of supports because of their disabilities. Services to obtain and retain competitive employment
include job location, job development, supervision and training and is based on the individual’ s strengths, preferences, abilities,
and needs.

Number of Supportive Employment Providers - 436

Out-of-Home Respite (RC) is a service that provides temporary relief to the caregiver(s) responsible for performing or managing
the care of afunctionally impaired person. Respite Care workers provide only non-skilled tasks and services that are normally
provided by the caregiver specifically for the respite care client.

Number of Out-of-Home Respite Providers— 150

The state began its identification of HCBS providers and members by reviewing current Medicaid enrollment data of all eligible
members as of November 2015 and extracting those members who had received any of the above services within the most recent
one (1) year period based on paid claims data thereby identifying active HCBS providers for the same one year period of time.
Further review was performed on each setting to determineif it was in, on the grounds of, or adjacent to an institutional setting.
By using Geo-tracking, the state was able to determine for each setting if it wasin, on the grounds or adjacent to an institutional
setting. The Geo-tracking process uses records in the provider enrollment dataset which included the providers address, city, or
ZIP code to compare with the geospatial data of all locations that are a publicly or privately operated facility that provides
inpatient institutional treatment. The process searches those physical addresses determined to be ingtitutional in nature and
through the satellite imagery validate the location of al providersto those institutional settings. The state will continue to use
thistool to monitor providers' locations during the enrollment process for settings.

Asaresult of this exercise, it was determined that these settings would need to be individually identified and verified on a
regular basis until the state’' s information technology could be enhanced to track at the detail needed. The state designed a report
that is produced monthly to identify all active providers within these specialty services by setting location to validate and that can
be used for reference purposes.

Total Settings Subject to Rule 1740

Table 4: Identification of Stakeholders

The following summary of stakeholders were identified to invite to and have been included in the STP process. Thisis further
detailed in the Outreach and Engagement Section. It includes Waiver Member/Family Stakeholder, Provider Stakeholders, and
other stakeholders.

* PeopleFirst

e Unlock the Waiting List

* Unite Our Voices

e All individuals and family members who attended public fora

» Service Providers Association for Developmental Disabilities

» United Cerebral Palsy of Georgia

» Jewish Family & Career Services of Atlanta

e Community Service Boards Association

* GA Association of Community Care Providers

» Georgia Advocacy Office

» Georgia Council on Developmental Disabilities

» Georgia Department of Behavioral Health & Developmental Disabilities

» Division of Developmental Disabilities Advisory Council

* ResCare

* The Neff Group

e Long Term Care Ombudsman

I dentification of Policies and Regulations
The state has completed itsinitial identification of existing waiver policies and associated regulations that must be addressed to



assure compliance with Settings Rule and identify needed modifications. Thisincludes:
e Policy Manuals
» State licensure regulations required by provider-owned settings

The state anticipates additional analyses and/or recommendations related to provider-specific policies to be made as aresult of
STP implementation.
Specific policiesidentified are reviewed in Section Three: Assessment — Systemic Review and Remediation.

SECTION TWO — OUTREACH AND ENGAGEMENT

Outreach and Engagement is very important to the state' s approach in designing, devel oping, implementing and monitoring the
Statewide Transition Plan. Georgiais committed to ensuring the successful transition to compliance with the Settings Rule
through communications and collaborative activities with stakehol ders that are transparent and allow for meaningful involvement
in informing the process and outcomes.

The State began its HCBS Rule transition work initially in July 2014. Letters of invitation were issued to over 30 associations
and organizations representing HCBS stakehol ders to attend the first public meeting on the Settings Rule. The invitations
reguested that each recipient identify and send representatives -- association leadership, individual waiver participants and family
members, providers and/or advocates. The goal of thisfirst meeting was to officially share information about the Rule with key
stakeholders and begin to seek input into the process by which waiver-specific transitions plans should be developed and what
the plans should include.

In November of 2014, public outreach continued by holding twelve (12) HCBS Statewide Transition Plan

Public Forumsin preparation for posting public notices regarding the development of the Statewide Transition Plan. These
forums served as an opportunity for members, their families, advocates and providers to understand the new Final Rule and to
review the requirements of the statewide plan. It also served as an opportunity for participants to engage in face-to-face
discussions and participate in focus groups with DCH staff. To assist in executing these meetings, the State contracted with a
consultant, who is also a parent advocate. Direct outreach was conducted to 517 organizations and waiver specific advocatesto
notify them and their members of the public forums.

In addition to these forums, the state supported other organizations to share information as well. The Aging and Disability
Resource Connection (ADRC) Atlanta Office, Leading Age Georgia, Service Providers for Developmental Disabilities (SPADD)
and Georgia Association for Community Care Providers (GACCP), some of our partnering associations, also held meetings to
discuss the HCBS Settings Rule and the Statewide Transition Plan’s components.

The state provided copies of al materials viathe website and email. Materials were distributed via postal mail upon requests.
Likewise, materialsin alternative formats were made available to visually impaired stakeholders. During all public forumsasign
language interpreter was present. During the virtual meetings Communication Access Real-time Trandation (CART) services
were provided.

A total of 722 persons attended these events. From those that chose to self-identify the following participant data was gathered to
reflect that 118 or 38% of attendees were stakeholdersin the COMP Waiver.

As public Town Hall meetings were conducted across the state and by webinar, questions were raised concerning the plan. The
most frequently asked questions were placed into a FAQ and posted to the DCH website. Some of the FAQs and other feedback
have been incorporated as applicable within the STP to address concerns as STP implementation continues.

The required public notices were posted and comment period was conducted for the proposed transition plan. Asrequired by
CMS, DCH began a period of 30 days for Public Comment for the initial statewide transition plan. The original public notices
and public notice schedule can be found in the origina Statewide Transition Plan (12-16-14) posted at
www.dch.georgia.gov/waivers. Additionally, the public notice was distributed to all Waiver participants through their case
managers. DCH made Public Comment opportunities available in viawritten and mailed submissions, an online survey, fax, a
dedicated email site, direct contact to DCH staff, or verbally at one of the public meetings held in response to the regulations.

In addition to the comments and suggestions by the 722 public forum participants, written feedback received from multiple
advocates/advocacy organizations and other stakeholders was carefully considered and incorporated as appropriate following the
Public Comment period. Feedback has been categorized and summarized in Appendix B. All documentation from public forums
(e.g., sign-in sheet, the PowerPoint presentation, audio and visual recordings) as well as written feedback are retained in
electronic and paper archives at the state office.

For successive outreach activities following the development and publishing of the initial STP, the Outreach and Engagement
Plan for educating and informing stakeholders on the HCBS Settings Rule and the Statewide Transition Plan and process
included the following elements:

* TheHCBS Website

» Stakeholder Task Force

* Medicaid Operations and Waiver Advisory Committees

* Medicaid Fairs



* Webinarsfor Providers, Families and Advocates
» Consumer Surveys
¢ Online Email Distribution Tool

The stakeholder database holds approximately 2,000 emails that were collected from town hall meetings held in 2014.
Segmented lists were created for providers and family members to support and measure communication efforts.

In email marketing, an “open rate” is the measure of how many people on an email list view a particular email campaign.
According to March 1, 2016 reporting statistics from Mailchimp, the average open rate for government agencies is 26.36%.
Appendix C describes Georgia s email campaigns from November 2015 — March 2016. The email open rates for STP-related
email all surpass 26.36%.

Direct outreach to stakeholder and advocacy groups also played an important role in promoting HCBS activities. The Georgia
Council on Developmental Disabilities, Leading Age, Service Providers Association on Developmental Disabilities, Arc of
Georgia, Statewide Council on Independent Living, Shepherd Center, and Atlanta Regional Commission are examples of
stakeholder organizations that were directly contacted to assist with communication efforts.

Planned stakeholder and outreach activities for 2016-2019 include:

* Monthly email communication to service providers, advocates and providers on HCBS Settings Rule and Statewide
Transition Plan

» Effort to ensure that documents and other communications used and sent to members and other stakeholders contain “plain
language” which will emphasize clarity, brevity, and avoid use of technical terms when possible.

* Useof CART servicesfor al webinars to maximize accessibility in addition to sign language interpretation.

« Distribution of an annual survey to stakeholders using an online survey tool to capitalize on the success of the consumer
survey and continue the feedback loop to the Department of Community Health.

* Producing a short 5-7 minute informational video on the Statewide Transition Plan and the HCBS Settings Rule and post on
the Department of Community Health HCBS website.

* Asapart of the Remediation process, conducting facilitated discussions via webinar for service providers on technical

assi stance needs.

» Engaging Communication Workgroup in the of family and advocacy “friendly” training curriculum on the Settings Rule.

» Charting the progress of the stakeholder engagement activities via email analytics, webinar/event participation, eval uations,
and survey submission

» Establishing an online dashboard to track progress toward STP milestones that can be easily followed on the public DCH
HCBS website.

SECTION THREE — ASSESSMENT: SYSTEMIC REVIEW AND REMEDIATION

The state began its systemic review by utilizing the feedback of the HCBS Taskforce and subcommittee members who reviewed
all relevant policies, program and provider manuals for each of the five waiver programs. The subcommittees were additionally
charged with reviewing applicable state licensure regulations and making recommendations of changes necessary to come into
Rule compliance including modifying protocol, enrollment qualifications, and evaluation approaches and strengthening person-
centered planning and person-centered service delivery. DCH Policy Specialists for each waiver program were assigned to
Statewide Task Force subcommittees to facilitate research, coordination, and products and generally serve as a liaison back to the
DCH. Each subcommittee submitted its recommendations to the state.

Review of Waiver-Specific Policies

In partnership with the Georgia Health Policy Center (GHPC), the state continued the systemic review beginning with reviewing
recommendations made by the HCBS Statewide Taskforce on the relevant state policies for the waiver and continuing with
conducting a compliance review, comparing the policies and state regulations with the requirements of the federal Rule as
outlined in 42 C.F.R. § 441.301 (c)(4)-(5). Recommendations for updating state policies to ensure compliance with the settings
portions of the Federal Rule have a so been devel oped.

The systemic review examined the following documents:

Comprehensive Waiver Supports Program (COMP) Manuals

e Partl - Policies and procedures for Medicai d/Peachcare for Kids, Chapters 100 through 500,

e Part Il —Policies and procedures for New Options Waiver (NOW) and Comprehensive Supports Waiver Program (COMP),
Chapters 600 through 1200

e Part Il —Policies and procedures for Comprehensive Supports Waiver Program, Chapters 1300 through 3300, and

* Provider Manual for Community Developmental Disabilities Providers for the Department of Behavioral Health and
Developmental Disabilities (DBHDD), Fiscal Y ear 2016.



The following related state policies were also reviewed for compliance:

e Ga Comp. R. & Regs. r. 111-8-31, Rules and Regulations for Home Health Agencies,

e Ga Comp. R. & Regs. r. 111-8-62, Rules and Regulations for Personal Care Homes,

e Ga Comp. R. & Regs. r. 111-8-65, Rules and Regulations for Private Home Care Providers, and
e Ga Comp. R. & Regs. r. 290-9-37, Rules and Regulations for Community Living Arrangements.

Recommendations for updating state policies to ensure compliance with the settings portions of the Federal Rule were gathered
and include:

Personal Care Home regulations allow afacility to be certified for the care of patients with dementia (Ga. Comp. R. & Regs. r.
111-8-62-.19(11)); however, the settings Rule specifies that an ingtitution for mental diseases is not ahome and community-
based setting (42 C.F.R. § 441.301 (c)(5)(ii)). These latter two discrepancies could subject some facilities to the heightened
scrutiny requirements of the Rule (42 C.F.R. § 441.301 (c)(5)(V)).

The regulations for Home Health Agencies do not give the patient arole in their treatment plan or choice of provider (Ga. R. &
Regs. r. 111-8-31-.06), in conflict with the settings Rule (42 C.F.R. § 441.301 (c)(4)(v)).

The most common areas that require clarification involve landlord / tenant law protections, access to food, and access to visitors.
The federal settings Rule requires that residential agreements contain the same protections as those provided in applicable
landlord / tenant law (42 C.F.R. § 441.301 (c)(4)(vi)(A)).

Although most of the residential agreement provisions in the HCBS manuals and regul ations provide some protections for
residents they are not the same as those provided under landlord / tenant law. Therefore, these sections need to be updated to
reflect that residents have al the right’ s that they would have under Georgialaw for landlords and tenants. The settings Rule
also requires that residents have access to food and visitors at any time (42 C.F.R. § 441.301 (c)(vi)(C) & (D)). However,
current policies specify times that food must be provided and “mutual agreed upon times” for visitors. These provisions will be
updated to reflect that food must be available and visitors allowed “at any time” with certain exceptions specific to concerns of
the health and safety needs of members. Other areas that need to be updated involve access to employment opportunities,
lockable doors, choice of roommates, and procedures for exceptions to the settings requirements when necessary. These are
noted in the crosswalk tables contained in this report (pp. 27-98).

Finally, some policies will be updated to better reflect the intent of the federal settings rule in terms of community integration (42
C.F.R. §441.301 (c)(4)(i)), choice of setting and appropriate documentation (441.301 (c)(4)(ii)), autonomy and independence
(441.301 (c)(4)(iv)), and choice of services and supports (441.301 (c)(4)(V)).

The Statewide HCBS Taskforce also spent considerable time discussing and reviewing challenges related to city, county, and
state regulations that either create conflict at the HCBS setting level or that if addressed in a coordinated way could much more
efficiently support the integration of individuals relying on public supports to be integrated into their communities. Such issues
include Fire Code regulations at the local level that don’t align with Health Care Facility Regulation espoused by the state for
residential settings in which some waiver members receive services. Much has to do with the definitions by which local
ordinances are applied. If a provider agency purchases a home, it is considered commercial despite the intent for it to bea
residence and despite the fact it isindeed a home. But because of the fire code, the provider must accommodate sprinkler
installation and universal access requirements even if the individuals for whom this setting is to be home don’'t need ramps or
widened doorways, for examples. Coordination between regulatory officialsis an identified activity in the STP to achieve the
objectives of better alignment across the state’ s policy-making offices and greater support of community integration for waiver
members through alleviation or modification of ordinances/ regulations that were established for entities very different from
human service providers.

The state will engage in a process of revising existing manuals, conducting provider education on the new policies, and engage
the Healthcare Facility Regulation Division and Provider Enrollment areato ensure compliance.

Additionally, the state is preparing to update its contract with the sister operating agency for the ID/DD waivers. This contract
update will incorporate STP elements as it pertains to provider education, enrollment, and auditing as well as new administrative
deliverables to support oversight by the DCH. The implementation for the updated contract istargeted for July 1, 2018.

Systemic Remediation Strategies

DCH will apply the following systemic remediation strategy to al policies, procedures and regulations. Understanding that these
regulatory changes will require legislative approval, it is the intent of the state to first update its waiver policy manualsfor HCBS
settings requirements. All manuals at this time contain language to address person-centered strategies when developing care
plans and providing choices to members. However, there is not any language that addresses non-compliance by a provider which
will be added. The state will also be looking to strengthen existing training and education curricula to establish expectations for



person-centered service delivery and how direct support providers carry out the Rule in their work.

Based on the findings from the reviewed policies of the Office of Inspector General/Provider Enrollment Division and
Healthcare Facility Regulation Division, meetings will be held with these divisions throughout the process to address policy
manual updates and revisions as well as regulation impact and resolution. DCH will ultimately be submitting waiver
amendment(s) that will align regulation, policy, and waiver authority to reflect the Settings Rule.

SECTION FOUR — ASSESSMENT: SITE-SPECIFIC REVIEW AND REMEDIATION

The state administered a three-pronged approach to site-specific assessment with 100% application of a provider self-assessment
survey, 5% random sampling of survey validation completed by case managers familiar with the site and the members receiving
services at that site, and a correlating member survey for which there was over a 5% response rate. This approach requiring
multiple stakeholder perspectives and most importantly including the perspective of the member and/or their representative, was
employed as the best way to accurately assess the extent to which the service system might already accommodate compliance as
well as the extent to which remediation might be necessary. This three-pronged approach was complex and encountered
technical difficulties. Nonetheless, the findings from the first round are valuable for initial analyses and in guiding the state’s
direction. The related processes of administration, collection, and analysis, and results are described below.

Provider Self-Assessment Tool

The HCBS site-specific settings assessment process began with the development of a provider self- assessment tool. Following
demographic questions required with completion of the self-assessment tool, providers were asked 55 questions about whether
the services that they provided complied with the new CM S community settings Rule. The questions spanned 19 categories and
posed questionsin alignment with exploratory questions found in CM S Settings Rule guidance. Thistool establishesif a
particular setting or aspect of how services are delivered in that setting is @) fully compliant, b) would be able to comply within a
specified period of time (six months-one year) with modifications, ) did not comply and will require remediation and finally, d)
settings that could not meet the federal requirements and would require providers to be removed from the program and relocation
of members.

A pilot was conducted from November 2014-September 2015 to test the tool design. The pilot phase afforded the state the
opportunity to receive feedback from the small test group and recommendations were made to adjust the tool’ s design and
enhance question logic. The state considered all of these concerns and refined the tool to address the issues concerning question
logic. Other areas of concern were presented to the taskforce for further review and consideration as to how to best address.

The revised tool was converted to an electronic format available through an online internet portal to facilitate ease of completion
and submission on the front end and ease of data assembly and analysis on the back end.

Appropriate user-interface security measures, limits, and edits established authentication measures and prevented duplicate entry,
for example. https://waiverproad.dbhdd.ga.gov/surveys/HCB SForm.aspx

Assessment |mplementation

DCH conducted two webinars to provide education on administration of the tool. One-hundred-eighty-five (185) provider agency
representatives participated. Official notification was sent to providers in November of 2015. It was purposely distributed to all
enrolled providersto blanket all potential settings subject to the Rule. The official notification included a letter re-explaining the
purpose of the assessment and including the electronic link to instructions for completion of the survey and a supporting FAQ
document with technical assistance guidance based on feedback from the pilot. Providers had 15 days to compl ete submission of
the assessment. Some did experience technical difficulties and the DCH provided troubleshooting assistance which required
some granted extensions for survey completion. Providers, upon request could complete the survey via afillable PDF. Sixty-
eight (68) such surveys were then manually entered into the tool by DCH administrative staff. The full set of raw data was then
extracted from the tool for analysis.

The letter sent to each provider indicated that failure to complete the assessment would result in the provider’s enrollment to be
set to “ pre-payment review” to indicate the importance of completing the assessment and implications for not doing so.

Many providers contacted the state to verify their need to complete the survey. Some were assured they were to complete and
submit it, while others were removed from the list because they did not provide servicesin a provider-owned or operated setting.

Due to constrained resources and the amount of technical assistance required by providers, it required a approximately four
months to compl ete the provider self-assessment.

Provider Self-Assessment Results



Analysis of al data provided the following summary:
A total of 798 surveys were completed by Comprehensive Supports Waiver Program providers. Most responding providers
rendered servicesin aresidential setting.

Validation

The state began its second level of surveying through case manager validation in February of 2016. An additional training
webinar on completion of the case manager validation had been conducted in January 2016. The state requested completion of
the case manager validation for 10% of the settings for which a provider self-assessment had been completed. Case Managers
were asked to compl ete the assessment tool for settings at which members on their case load received services. Case Managers
were expected to validate assessments during member visits, however, if the time period of the validation did not coincide with a
scheduled visit, they were allowed to complete a desk review based on familiarity with the setting. Thisyielded a 5% sample by
the deadline. The chart below contains the HCBS Provider Self-Assessment Survey and Case Manager Validation Survey
match. This match identified areas of agreement and misalignment between the provider self-assessment and the case
management validation.

Case Manager Validation Results

The assessment tool administered by the state included over 50 survey questions for which the intent of the case management
validation was to identify the alignment between the provider’ s self-assessment and case manager’ s assessment. Of those, we
highlight several for which the match, or comparison between the provider self-assessment and case manager validation was of
particular note either because of how well the responses aligned or how disparate they were.

Of overall note, surveys by both providers and case managers suggested a greater amount of perceived isolation than the member
surveys did. Follow-up surveys and remediation will allow the state to tease out much more specifically how real and accurate
both perspectives are. Additional analysis of important measures from the provider and case management surveys include the
following:

1) Case Management rated member choice of setting at 9% less than Providers did - CM 90% vs. Provider 99%

This comparison suggests that providers believe they appropriately avail to their members the opportunity to change
rooms/settings, case management doesn’'t agree as strongly. These percentages overall are high positives as compared to
member responses. It presents a contrast in what providers and case managers are reporting about choice, as compared to the
lower numbers reported by members related to choices given for their settings. It is an opportunity for improvement. Technical
assistance/training provided by DCH will include a recommendation that members be asked more frequently questions related to
choice of setting. If a specific issue arises that causes a member distress, and the member wishes to change where they live or
where/how they receive services, then he/she should be able to make that request at any point.

2) Case Management rated requesting a change in roommate at 16% less

— CM 56% vs. Provider 72%

We could glean from this 16% difference that case managers see less of an opportunity for a member to get a different
roommate. DCH isexamining if thisis a potential lack of capacity issue.

Knowing how to go about requesting a roommate change scored even lower

- CM 57% vs. Provider 75%

This suggests that self-advocacy will be akey component in the training offered to members statewide, asthe STPisrolled out.
3) Ease of accessto member’s personal funds

- 69% CM vs. Provider 81%

Members must have full accessto their personal funds at all times. DCH has monitored issues with providers inappropriately
controlling amember’ s funds. The 12% difference with case management could suggest they see providers withholding accessto
funds for a member, or know of afamily member doing so. For those membersresiding in an AL S facility, there is education
needed along with Long-term Care Ombudsman’s office, as well as Adult Protective Services, with members, providers and care
coordinators alike, to understand what is financial exploitation, and how do members self-advocate for control of their funds. On
the other side of allowing choice, DCH received a comment from a concerned parent regarding this part of the site specific
assessment, who said they had real concernsthat her child could spend her money however she wanted to. Her daughter has
autism and would want to buy sugary candy with her money. Parent stipulated that candy is bad for her daughter, and has a
negative impact on the effects of her autism. The parent was articulating that she would like a staff member to be able to step in,
and not allow her daughter to buy such candy.

4) Being ableto request different meals, or food from a menu shows some discrepancy between Case Management and
Providers

- CM 77% vs. Provider 90%

The 13% spread suggests that case management hears first-hand or witnesses first-hand that a member is not given any choice
with their meal planning or selection. Providers may have limited options due to storage space and affordability, or the options
are left entirely up to the home delivered meal provider. Some technical assistance will be provided to the State of Georgia's
home delivered meal service providersto ensure greater choice. Providers who have kitchens and feed their members, will have



to provide greater variety of food and drinks, and subseguent choices in meal options, as well as ensure members are given
freedom to have round-the-clock access to food and drinks in general.

5) Provision of training members on how to use public transportation had arelatively low response rate for both Case
Management and Providers. Keep in mind, public transportation can possibly guarantee a member full accessto their
community at-large.

- CM 70% vs. Provider 50%

Member survey results mirrored problems with transportation. DCH has identified this issue as an urgent needed concern for
technical assistance, education asto Medicaid responsibility, and process improvement.

6) To treat amember with dignity by asking if someone can enter his’her room, there was a wide discrepancy between Case
Management and Providers. There was a 22% differentiation.

- CM 60% vs. Provider 82%

Case managers score could suggest that they do not necessarily see aclient in his’her room, or it could suggest that they have
not been considerate to members' private space historically. The provider response score presents an opportunity for DCH to
provide technical assistance in terms of teaching principles of dignity and respect.

7) For amember to understand their role in the person-centered planning process, there was a 9% difference between Case
Management and Providers. Training on self-advocacy as well as person-centeredness in care planning will be very important,
to help ensure that members know they need to be at the center of that process.

- CM 91% vs. Providers 82%

Case managers and providers will be guided by person-centered principles, and shown how to collaborate with membersin this
very important process of inclusion.

8) Case management and providers had similar scores in both of the below categories. Members need to know they can work;
and more importantly, when they do work, they need to be working within an integrated setting reflective of adiverse
demographic and skill set.

Members having work as an option:

- CM 69% vs. Providers 65%

Members working within an integrated setting:

- CM 48% vs. Providers 43%

The philosophy of Employment First, afederal initiative originally established ten years ago for seeing gainful employment as a
means to inclusion and increased community integration, is the key message. Moreover, such a philosophy insists that waiver
populations earn minimum wage or higher. Georgia has adopted this philosophy for those members with intellectual and
developmental disabilities. Georgiarecently formed a special council dedicated to thiswork in the Fall of 2015. Of provider,
case management and member groups surveyed, each group expressed concerns about members being able to work. More
importantly, having that work experience be purposeful in alarge variety of skills-training, as well as exposure to a greater
assortment of people and work environments, both disability and non-disability alike, and earning fair wages, have al been
identified as critical.

Remediation around these numbers and survey results will include education, training and technical assistance regarding ready-
to-work, employment integration and diversity principles. DCH recognizes provision of additional resources and solution-
focused mapping isimportant, in order to bring together more collaboration between the provider, case management and member
communities.

Member Survey

The state also wanted to gain a better understanding of the members’ experience of care within HCBS settings. The survey
would not be used to validate providers' responses but could be used to understand possible opportunities for improvement of
settings not identified within the provider self-assessment and areas for further member/provider education.

Survey Design

An electronic survey was designed by a parent advocate who also serves on the statewide taskforce. The taskforce also had an
opportunity to review and test the tool prior to implementation. While questions were similar in nature to those on the provider
survey they did not duplicate. Questions were written from a member perspective. Responses were in the yes or no format and
comments were also solicited at the end to include within the FAQ document.

Survey Implementation

Survey notification was made to 18,435 Medicaid waiver members (of whom just under 8,000 were enrolled in the COMP
waiver) vialetter, partnering state organizations, advocacy websites and case management entities. The letter contained a brief
description of the final rule, purpose of the survey and reiterated that participation was not mandatory and they were not
obligated to participate to retain benefits as well as the link that members or their proxy would use to complete the survey. If the
member was unable to complete the survey electronically, members were given the HCBS phone number to complete the survey
by speaking with a DCH staff member by telephone.

Member Survey Results



The majority of respondents were currently enrolled in Medicaid’ s Comprehensive Supports Waiver Program (n=514). Most
respondents received servicesin aresidential setting. Members or their representatives filled out 48 yes/no questions about the
services that they receive. The vast majority of questions (47 of the 48) spanned 16 categories. The questionnaire also gave
respondents an opportunity to provide general comment. The most common theme in the comments was that, because many of
the questions were specific to residential settings, they did not apply to individuals receiving services in anon-residential setting.
Other frequent themes included satisfaction with services, requests for more transportation, and the notion that questions did not
apply to consumers who were severely disabled. Please see Appendix | for the full table of responses.

Average “no” response rates ranged from 4% in the “physical environment meets individualized needs’ category, to 49% in the
“employed in the community” category.

Higher percentage negative responses by membersin surveys were reflected in the ability to be Employed in the Community
(49%), Controls Schedule (31%), Full Accessto Community (30%), and Legally-Enforceable agreement (44%). The state will
use the data obtained from this analysis to stratify training and provide technical assistance.

These concerns were a so echoed during the formal public comment period (8/9-9/9/16) by information provided from People
First. Their top complaints from 36 additional submitted member surveys were not being able to set their own schedules, limits
of transportation, not having jobs, wanting to do more community activities, the inability to refuse an outing or activity, and
feeling like providers and their staff are not disability-sensitive.

The state studied misaligned provider and consumer surveys, and looked at the largest differences and what they suggest. The
biggest discrepancies between provider and consumer surveys were in the following areas: members requesting new housing and
knowing how to navigate that change; members not feeling free in requesting changes in services, members not being aware of
their role in the person-centered planning process; and the biggest outlier was found in members not having accessto public
transportation and/or being provided appropriate training in navigating public transportation systems. Other less marked
discrepancies were found in these areas: members not being provided adequate choice and options in housing; members not
working in truly integrated settings with non-disability groups; members not having choice with their roommates and being
afforded options to change roommates, members feeling asif there are not enough assistive devices and durable medical
equipment accommodations made in order to support more independence for themselves; and members not holding a lease
agreement with providers.

Analysis between Provider and Member responses were completed to identify areas of agreement and misalignment. The datais
based upon exact matches on provider name only, using the provider and consumer surveys. Because the analysis was based on a
relatively small sample of matches, Georgia plans on a second administration of the survey. The state will revisit the strategy and
approach in the administration of all three assessments and the validation processes used and specifically the methodology for
matching and validation between the provider, case manager, and consumer surveys to assure a more reliable and meaningful
sample. Strategic redesign of the methodology and administration will also target greater participation and resolution of some
technical issues related to use of a combined survey to address both residential and non-residential settings. With slight tweaks to
the approach and instrument and greater participation, we will assemble the data needed to finalize the STP and successfully
carry out the implementation strategy.

The Negative Responses below also illustrate those questions from the provider and member surveys that were misaligned and
presented possible noncompliance to the final rule. These responses as well as the member themes presented in the survey results
will help inform remediation.

Negative Responses
A. Provided choice in whereto live, or whereto receive services
Provider 1% Member 30% (discrepancy of 29%)

B. Members knowing how to relocate or request housing change

Provider 5% Member 46% (discrepancy of 41%)

C. Members employed in an integrated setting

Provider 6% Member 41% (discrepancy of 35%)

D. Choice of Roommate

Provider 1% Member 50% (discrepancy of 49%)

E. Member knowing how to regquest roommate change

Provider 4% Member 67% (significant discrepancy of 63%)

F. Do members freely make choices regarding where and how they receive services

Provider 2% Member 43% (discrepancy of 41%)

In A through F members are likely not being told and/or reminded they have a choice, and self-advocacy will be critical here.
G. Can members describe themselves and their role in the person-centered process



Provider 14%  Member 54% (discrepancy here of 40%)
- Members needing training in self-advocacy, and providers evolving in their philosophy and overall approach to person-centered

practices.
H. Assistive Devices and Durable Medical Equipment made available in order to support independence
Provider 0% Member 36% (discrepancy here of 36%)

— Providers not acknowledging the disconnect here; self-advocacy for members could be critical in obtaining assistive devicesin
order for them to become less dependent, and more empowered and integrated into the community.

I. Do members have access to Public Transportation

Provider 13%  Member 77% (significant discrepancy of 64%)

- Members' facility or home may not be convenient to bus stop or train, and/or caregivers are uncomfortable with members
taking public transportation and perceived risks.

J. Training provided for taking/using Public Transportation

Provider 15% Member 75% (discrepancy of 60%)

— Access to community at-large is very important, and public transportation can potentially extend/grow that access. More
training development in taking public transportation is a very important step here. Possible opportunity to develop conversations
with local transportation authorities.

Site-Specific Settings Remediation and Reported Compliance by Providers

Provider settings with 100% compliance with HCBS settings requirements--11%
Provider settings with one or more areas of noncompliance--76%

Provider settings determined non-compliant for failure to compl ete assessment--13%

Site-Specific Remediation

All providerswho indicated “No” and “Not Yet” responses will receive some type of remediation beginning with general
education as outlined below. Providers who responded “Not Yet” had the option of providing atimeline in which areas of
concern would come into compliance (based on established “drop-down” choicesin the tool. Times ranged from “One Month,
Six Months and One Year”. DCH has identified these settings for follow-up within the designated times indicated on the
milestone document.

For all providers who are not in 100% compliance, the remediation platform detailed below will be enacted. These strategies
serve to enforce the Final Rule and may include actions such as a) On-line Report Card or Performance Dashboard (for public
access), b) Sanction (remove from referral/rotation list if applicable),c) Adverse Action (assign fine/fee schedule), d) Suspension
(with period of time to correct deficiencies to avoid termination, further suspension period, and prepayment review) and
e)Termination. The settings remediation strategy consists of the following activities and tasks.

The state will record in MS Project all outreach steps for remediation purposes. DCH has cross-referenced provider enrollment
lists and site locations on record with the Office of Decision Support Services to determine provider enrollment validity.
Providers who failed to compl ete a self-assessment will be contacted to confirm if a self-assessment is required and if further
remediation will be conducted.

Glaobal provider education and training: During the survey analysis phase the state conducted a stratification process within the
tool in order to address areas of non-compliant commonality and misalignment between providers, case managers and members.
Stratification was based upon the number of the questions with “No” responses between the provider and member surveys as
well as case manager validation. The state focused on those characteristics of HCBS deemed to be most critical to compliance
with the Rule.

1. Exerciseof afull spectrum of choicein residence and activities of daily living

2. Ability to modify the day’ s activities and freedom to make requests for changesin the way services or supports are delivered

3. Familiarity with and role in the person-centered plan development process
4. Sufficient environmental, physical, and emotional accommodations (available to individual s who need them
5. Residential rightsincluding alease or written residency agreement for the setting?

The state has determined that these significant areas are where more Education and Training are needed. This will include
interactive dial ogues between providers and the state to strengthen understanding of the requirements of the rule as well as how
the state is expecting them to achieve compliance in routine activities and in overall auditing purposes.

All non-compliant HCBS providers will be instructed to undergo comprehensive training on the HCBS settings rule provided by
the state.

OVERSIGHT AND MONITORING



A monitoring schedule will be created and vetted through the Statewide Task Force.
The Statewide Task Force will continue to serve as the primary oversight partner to the state. The schedule
will address the following activities:

-Continued refinement of tools to support compliance

-Achieve regulatory changes needed to support compliance

-HCBS guidance incorporated into all consumer satisfaction surveys

-HCBS guidance incorporated into program integrity audits

-Corrective Action Plans (CAP) for non-compliant providers

-Reassessment

-Waiver Operations and Amendments

-Heightened Scrutiny

Systemic Remediation Milestones

Citation -Regulatory Changes

*Ga. Comp. R. & Regs. r. 111-8-1, Rulesand

Regulations for Adult Day Centers

*Ga. Comp. R. & Regs. r. 111-8-31, Rules and Regulations for Home Health Agencies
*Ga. Comp. R. & Regs. r. 111-8-62, Rules and Regulations for Personal Care Homes
*Ga. Comp. R. & Regs. r. 111-8-65, Rules and

Regulations for Private Home Care Providers

*Ga. Comp. R. & Regs. r. 290-9-37, Rules and

Regulations for Community Living Arrangements

Remediation Tasks

Notify / discuss changes with stakeholders
Start Date 1/1/2017
Completion Date 4/30/2017

Draft new language
Start Date 3/1/2017
Completion Date 7/1/2017

DCH board / NPRM adopt language
Start Date 10/1/2016
Completion Date 10/31/2017

Open for comment
Start Date 10/1/2016
Completion Date 10/31/2017

Public Hearing
Start Date 10/1/2016
Completion Date 10/25/2017

Incorporate comment
Start Date 10/25/2017
Completion Date 11/2/2017

DCH board approves fina rule
11/9/2017

Obtain legidative approval if necessary
Start Date 1/1/2018
Completion Date 5/1/2018

Publish Final Rule
Start Date 7/1/2018
Completion Date 8/1/2018



Manual Changes
COMP (Part II COMP, Part 111 COMP)

Draft new manual language
Start Date 1/1/2018
Completion Date 3/1/2018

Get sister agency approval where necessary
Start Date 3/1/2018
Completion Date  6/1/2018

Incorporate feedback
Start Date 6/1/2018
Completion Date 7/1/2018

Edit manual
Start Date 7/1/2018
Completion Date 8/1/2018

Release changes in quarterly manual update

Start Date 8/1/2018
Completion Date 9/1/2018

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):



(continued from Main 6-1 Public Comment Process)
Public Comment Opportunities related to the proposed amendment changes:
An opportunity for public comment was held on January 16, 2019. Written comments were due on or before February 12, 2019.

One written comment was received as follows:
There was concern about the changes to behavior support services and behavior support consultation relative to the rates which
are not proposed for change in this amendment.

DCH Response: The changes to Behavior Support Services represent a renaming with delineation of service activities aligned
with professional licensure authority as outlined in Georgia Code. Review of rates for the same services offered through
Medicaid Waiver Programs in Southeastern states indicates that Georgia' s rates are higher than all other Southeastern states with
the exception of North Carolina’ s rates in one of its waiver programs. CMS guidance to states relative to rate-setting advises that
an acceptable methodology involves analyzing “ Rates for similar HCBS waiver services from bordering states and/or states with
demographically similar programs.”

Second comment from the same submission:
"Changing service definitions and creating a new structure for provider reimbursement ... will have a high probability of
removing necessary supports to members by eliminating the pool of providers."

DCH Response:  Service definitions have not been changed in the renaming of Behavior Support Consultation. The renamed
service describes allowable tasks in clearer terms but does not represent a significant change to the service, the provider
enrollment process. or the currently-enrolled provider pool. While one professional license type, registered nurse, has been
removed from the list of allowable professional licenses or certifications no currently-enrolled provider will be impacted by the
changes.

The third comment from the same submission notesthat " [a] process that allows for “authorization to be determined based on
individual assessed need” would require a uniform methodology applied that evaluates the acuity of the member.

DCH Response: Services are authorized according to medical necessity as established by the Supports Intensity Scale and
Health Risk Screening Tool as appropriate for members. Removing the cap for services will alow for the most appropriate
service to be provided as indicated by member choice, assessed need and required tasks. No additional reviews or evaluations
are proposed as part of this amendment.

From the same submission, the commenter notes that in the case of newly proposed Interpreter Services, "There must be a
verifiable rate methodology based on market trends, cost reports, or comparable Medicare data.”

DCH Response: In technical guidance to states, CM S recommends to statesto “compare Medicaid rates: Between states with
similar programs, or Within the state’ s similar services.” Georgia Medicaid does not offer coverage for asimilar service under
the State Plan or another waiver program. Review of other state waiver programs for interpreter service definitions and rates
provided the basis for Georgia s proposed rate for Interpreter Services.

From the same submission, the comment regarding out-of-home respite services, "There must be a verifiable rate methodology
based on market trends, cost reports, or comparable Medicare data. Utilizing cost studies for other types of servicesisinadequate
in defining the nature and type of service delivery."

DCH Response: DBHDD in partnership with DCH conducted a rate study for Residential and Respite servicesin 2015. The
rates for Respite — Daily (Category 1 and Category 2) services were established as part of this study. The rates weretied to Host
Home rates — which are similar services delivered outside of a member’s family residence with a 20 percent premium to account
for the intermittent nature of the service. Thiswaiver amendment distinguishes the daily rate as an out of home respite service
model.

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):



O 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):

O TheMedical Assistance Unit.

Specify the unit name;

(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).

® Thewaiver is operated by a separ ate agency of the state that isnot a division/unit of the M edicaid agency.

Specify the division/unit name:

The Georgia Department of Behavioral Health and Developmental Disabilities, Division of Developmental
Disabilities

In accordance with 42 CFR 8431.10, 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
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 is not operated by another division/unit within the
State Medicaid agency. Thus this 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:



The Waiver is operated by the Department of Behavioral Health and Developmental Disabilities, Division of
Developmental Disabilities. The State Medicaid Agency delegates the operational management of the waiver to
the Division through interagency agreement that isin draft for final review at this time. Functions of the operating
agency are outlined in this agreement, and continue as defined in the master agreement and supplement specific to
management of the waiver programs. The interagency agreement builds expectations for the operating agency
through the use of indicators, methods for assuring waiver requirements, deliverables, and the frequency of receipt
of the deliverables. Formal monitoring of the waiver requirements by the State Medicaid Agency is performed
quarterly with response to the Operating Agency following review of deliverables. In addition to the formal
review of assurance reports from the Operating Agency, monthly and quarterly face-to-face reviews of waiver
assurances provide the opportunity to review data, trends, remediation activities and outcomes.

Asthe operational entity for the COMP Waiver Program, the Division is responsible for the following activities:

Assessment to support diagnostic and functional eligibility validation. The Operating Agency does not perform
Title X1X €ligibility determination.

Development of individual service plans and arrangement of services

Management of the wait (planning) list and admission prioritization

Recruitment, review and recommendation for enrollment of service providers

Monitoring for health and safety concerns of waiver participants

Prior authorization for waiver services

The DBHDD provides reports to the State Medicaid Agency to assure the following: individual service plans are
consistent with assessed needs; screening of provider applications and recommendation for new provider
enrollment following criteria established by both agencies; assurance that the health and safety needs of waiver
participants are met; assurance that services are authorized as ordered and within cost limits of the approved
waiver; and assurance of monitoring and training of enrolled service providers.

Methods used by the State Medicaid Agency to assure that waiver requirements are fulfilled by the Operating
Agency include review of the following deliverables outlined in the Interagency Agreement:

- Waiver Participant Data:

- monthly report of all currently enrolled, wait listed, and discharged individuals to include statewide totals and
regional totals

- waiver participant contacts that meet the frequency outlined in policy

- monitoring and follow up of individual service plansfor the following: services ordered are appropriatein
type, frequency, duration and delivery based on assessed need

- monitoring and follow up regarding member safety and/or health issues with categorization of problemsand
outcome

- death reports along with results of inquiries and/or investigations conducted by the Mortality Review
Committee

Provider Data:

- quarterly reports of provider applications received and screened with percentage of those recommended for
enrollment

- report of provider monitoring with the status of corrective action plansis provided annually and at the end of
every fiscal year along with proof of required certification or licensure of providers

- adherence to the HCBS settings rule relative to completion of setting self-assessment, compliance with person-
centered service delivery, evidence of supporting individual choice, and successful efforts to remediate and
correct concerns or areas of non-compliance

- report of all technical assistance and training for service providers to focus on areas for correction or
remediation

- outcome of the corrective action

- monthly report of case management activities that includes monitoring results in the following areas:
standards of promptness related to development of service plans; assessment; response to identified needs; and
follow up on identified problems and/or issues



Using Operating Agency data provided relative to standard assurances, the State Medicaid Agency

- develops provider policy

- distributes provider policy viaelectronic means

- communicates with service providers regarding new or amended policy

- reviews new provider applications, Operating Agency recommendation, and determines the enrollment of new
providers

- through its Program Integrity Unit, provides on-site reviews of enrolled providers, including support
coordination, resulting in request for corrective action plans and/or recoupment of Medicaid funds as required by
CMS

- provides Title X1X €ligibility determination

- monitors prior authorization of services and claims data to assure waiver cost limits

- prepares and submits all federal reportsincluding CMS 372 and CM S 64 reports

- develops and amends provider reimbursement rates in collaboration with the operational partner

- provides a methodology and system for reimbursement of provider claims

- providestraining for enrolled providersin claims submission

The State Medicaid Agency monitors deliverables according to its Interagency Agreement as outlined above on a
quarterly basis. Datathat reflects need for remediation or correction resultsin arequest for corrective action
required from the Operating Agency. Subsequent datais reviewed by the Program Specialist, Supervisor, and
Director which can result in request for policy or process changes, training or system revision.

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):

® ves 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.:

The DBHDD contracts with an administrative services organization which operates under the name "the Georgia
Collaborative ASO." The Operating Agency contracts with the ASO to perform the following functions: manage a
waiver information system which includes electronic transfer of prior authorization for Medicaid claims based on
individual service plans; maintain an electronic record system that supports all functions of the support coordination
and field operations activities including assessment, service planning, support notes, and generation of the prior
authorization. The administrative services organization also provides external review of service providers using data
analytics aswell ason site review and evaluation. The ASO works with DBHDD to organize and conduct general
training and focused technical assistance in response to needs identified through reviews.

The Medicaid Agency uses a contracted entity to determine level of care for the COMP Waiver. The Entity isa
medical management contractor that provides multiple functions for the State including review of hospital outlier
claims, review and approval of DME items, assessment and level of care determination in the State's Waiver
Program for people with severe physical impairment and/or TBI, review of eligibility and assessment for medically-
fragile children served through the Georgia Pediatric Program, nursing home admission review, ventilator-care prior
authorization and other medically-related functions.

The medical management vendor reviews provider agencies using both data analytics and through onsite review in
its contract status as extension of the Medicaid Agency’ s Program Integrity function.

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 acontract 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
conducting waiver operational and administrative functions:

The DBHDD assesses the performance of the Administrative Services Organization through established contract
deliverables. The ASO is monitored continuously by the operating agency with both the contract and deliverables
reviewed by the State Medicaid Agency. Data analytics provided by the ASO offer opportunity to review the
performance of the contract agency in identifying provider performance, functioning of the electronic records system and
operation of the crisis and non-crisis point of entry into service.

The DBHDD provides aformal annual report to the State Medicaid Agency to include: Number and percent of providers
monitored and outcome of the monitoring Provider training as aremediation strategy for identified performance problems

Outcome of remediation activities
Number and percent of individual service plans for person-centered approach

The Medicaid Agency meets with both the medical management agency and the Operating Agency monthly for the
purpose of evaluating the data provided, determining any need for remediation, and assisting in the development of
remediation plansif necessary.

State Medicaid staff, through direct participation in team conference or through electronic record reviews, evaluate the
performance of both the Operating Agency and the medical management contractor with regard to level of care
determination. Review of the assessment data gathered for the purpose of level of care determination and care planning
is performed by the Operating Agency with confirmation by the Medicaid Agency’s Program Integrity staff through
onsite record review.
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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:

Both the Operating Agency and the medical management agency perform functions of the waiver under the authority of
the Medicaid Agency through Interagency Agreement and/or Contract. Those agreements outline the roles, standards and
operating expectations under the assurances.

Examples of functions provided by the two agenciesinclude:

« Determination of level of care prior to providing waiver services

« Plans of care developed around needsidentified at assessment

» Compliance with standards of promptness for waiver participant contact and other activities

» Reporting, follow up and outcomes of critical incidents

« Monitoring of service delivery to ensure that ordered services are delivered according to the plan of care

The Medicaid Agency meets with the Operating partner and the medical management agency quarterly and monthly
respectively for the purpose of evaluating the data provided, determining any need for remediation, and assisting in the
development of remediation plansif necessary. Monthly evaluation meetings go over concerns related to policy and
procedures. Quarterly meeting focus on health and safety issues. The Georgia Medicaid Agency validates all reports of
the contracted entity with arandom sample that has a .95 confidence level annually for each QIS sub-assurance. Daily
oversight of the medical management agency and Operating Agency is also completed in the form of individual provider
and member follow up via phone call and email.

State Medicaid staff, through direct participation in team conference or through electronic record reviews, evaluate the
performance of both the Operating Agency and the medical management contractor with regard to level of care
determination. Review of the assessment data gathered for the purpose of level of care determination and care planning
is performed by the Operating Agency with confirmation by the Medicaid Agency’s Program Integrity staff through
onsite record review.

Quarterly contract progress review report cards are completed by the Medicaid agency to document contractor (operating
agency) performance. Contract progress report cards report on each deliverable as outlined in the interagency agreement.
In instances of non-compliance corrective action plans may be administered by the Medicaid agency. Corrective action
plans may include training, technical assistance, aformal plan of correction, and liquidated damages.
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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 8§431.10, when the Medicaid agency does not directly conduct a function, 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 policies related to the

function.
Function Medicaid Other State Operating Contrgcted
Agency Agency Entity

Participant waiver enrollment
Waiver enrollment managed against approved limits []
Waiver expenditures managed against approved levels ]
Level of care evaluation [] []
Review of Participant service plans




Function Medicaid Other State Operating Contrgcted
Agency Agency Entity
Prior authorization of waiver services []
Utilization management L]
Qualified provider enrollment [] ]
Execution of Medicaid provider agreements L]
Establishment of a statewide rate methodology []
\I?V::\ippcillo(;ﬁrocedur% and information development governing the D
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 Measures

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 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:

Number and per centage of waiver applicant screenings conducted according to policy as
reported by the contracted agency. N=Number timely waiver applicant screenings
conducted according to policy requirements; D=Total number of waiver applicant
SCreenings

Data Sour ce (Select one):

Other

If 'Other" is selected, specify:

Reportsto State M edicaid Agency on delegated Administrative functions



Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
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 =

+/5%

[ Other
Specify:

[] Annually

[ stratified
Describe Group:

[] 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:

Operating Agency's - Annually

Administrative Services
Organization




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

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

[] Continuously and Ongoing

[] Other
Specify:

Performance Measure:

Number and per cent of waiver applicant assessments conducted according to policy as

reported by the operating agency - N=timely # of waiver applicant assessments conducted

per policy requirements; D= # of total waiver applicant assessments

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions

If 'Other’ is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(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

External Quality
Review Organization

Sample
Confidence
Interval =
+/-5%
Other Annually [ Stratified
Specify: Describe Group:

Continuously and
Ongoing

] Other
Specify:

[ Other
Specify:




Data Aggregation and Analysis:

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
Spedty: [ Annually
Operating Agency ASO

[ Continuously and Ongoing

[] Other
Specify:

Performance Measure;

Number and percent of initial LOC deter minations performed prior to waiver service
delivery. N=LOC deter mination performed prior to waiver service delivery; D=Total initial
L OC determinations

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

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):
State M edicaid LI weexly 100% Review
Agency
[] Operating Agency [] Monthly [] L essthan 100%
Review
[] Sub-State Entity Quarterly [] Representative
Sample
Confidence
Interval =




Other [] Annually [] Stratified
Specify: Describe Group:
Medicaid Agency
Medical Management
Contractor
Continuously and [] Other
Ongoing Specify:
[T other
Specify:

Data Aggregation and Analysis:

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

Management Contractor

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

[ Continuously and Ongoing

[] Other
Specify:

Performance M easur €

Number and percent of L OC redeter minations performed annually at a minimum. N=LOC
redeter minations performed annually at a minimum; D=Total number of enrolled waiver
participants.



Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions

If 'Other' is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
each that applies):

State M edicaid [ weexly [ 100% Review
Agency
Operating Agency [] Monthly L essthan 100%

Review

[] Sub-State Entity

Quarterly

Representative

Sample
Confidence
Interval =
+/- 5%
Other [ Annually [ Stratified
Specify: Describe Group:
Medicaid Agency
Medical Management
Contractor

Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

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
Specify: [ Annually




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

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

[] Continuously and Ongoing

[] Other
Specify:

Performance M easur e

Number and per cent of service plansreviewed according to waiver policy. N=Service plans

reviewed according to waiver policy; D=Total service plansduefor review.

Data Sour ce (Select one):

Reportsto State M edicaid Agency on delegated Administrative functions

If 'Other' is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Freguency of data

each that applies):

collection/gener ation(check

Sampling Approach(check
each that applies):

[ state Medicaid [T weekly [T 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
+/-5%
Other [ Annually [ Stratified
Specify:

Operating Agency
ASO

Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:




Data Aggregation and Analysis:

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
Spedty: [ Annually
Operating Agency ASO

Continuously and Ongoing

[] Other
Specify:

Performance M easure:

Number and per centage of wait listed applicant rescreened according to waiver policy.
N=Number of wait listed applicant rescreened according to waiver policy; D=Total number
of wait listed applicants.

Data Sour ce (Select one):
Reportsto State Medicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

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):
[J state Medicaid [ weekly [ 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =




+/-5%
Other [] Annually [] Stratified
Specify: Describe Group:
Operating Agency
ASO
Continuously and [] Other
Ongoing Specify:
[ Other
Specify:
Data Sour ce (Select one):
Other
If 'Other' is selected, specify:
Responsible Party for data | Frequency of data

each that applies):

collection/gener ation(check

each that applies):

collection/gener ation(check

Sampling Approach(check
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 =
L other Annually [ stratified
Specify:

Describe Group:

[] Continuously and

Ongoing

[ Other

Specify:




[ Other
Specify:

Data Aggregation and Analysis:

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
Specity: [] Annually
Operating Agency ASO

Continuously and Ongoing

[] Other
Specify:

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



The Department of Behavioral Health and Developmental Disabilities, as the Operating Agency, compiles data
using direct, internal monitoring processes and data provided by the External Quality Review Organization.
Reports are provided to and reviewed by the State Medicaid Agency in the following areas that reflect waiver
assurances:

0 - quarterly report of the percentage of level of care determinations completed timely

0 quarterly report of the percentage of individual service plans completed timely, reflecting consumer
participation, and appropriate in type, frequency, duration and delivery of service

o0 annual report of provider monitoring by percentage of the total provider network with the status of corrective
action plans

0 - quarterly reports of provider applications received and screened with percentage of those recommended for
enrollment

0 Quarterly report of monitoring and follow up regarding member safety and/or health issues with
categorization of problems and outcome

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.

In addition to the description of the formal review process of the Operating Agency outlined in the Interagency
Agreement, the two Departments meet both monthly and quarterly to review datain a more informal setting.
Minutes of the interagency meetings are maintained in order to track the history and outcomes of quality
improvement strategies. The meetings provide an opportunity for the agenciesto review data from both sources:
the DBHDD internal sources and data analysis by the operating Agency’s administrative services organization;
and the Medicaid Agency’s data analysis by the medical management contractor and its Program Integrity review
data. Trends and patternsin provider noncompliance are the focus of remediation plans to include training, policy
review and recommendations/decisions for policy changes.

Any problems or concerns with waiver compliance or assurances are reviewed during these meetings and a
plan of correction is developed either collaboratively or by the Operating Agency at the request of the Medicaid
Agency.

Specific methods for remediation of various activitiesinclude:

- provider remediation activities including training, suspension, etc.

- follow up monitoring to monitor the outcome of the remediation activities

- plansfor immediate and long term response to health and safety concerns

- follow up reportsrelated to individual health and safety risks to include investigation, provider training,
recommendation for provider sanctions, and assurance of waiver participant saf ety

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




Responsible Party(check each that applies): Frequenq;;:eiit:aiﬁg:;?it;gn ;r;d analysis

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.
O No
® ves

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

Through its work under the corrective action plan with CMS, DCH has developed and operationalized a
Performance, Quality and Outcomes Unit which works collaboratively with the Waiver unit management in
designing and managing the performance measures, continuous analysis of the data and development of necessary
remediation strategies. These activities are overseen by a Quality Review Committee comprised of stakeholders
from all impacted

State agencies, representative service provider agencies, and waiver participants and/or representatives. The Quality
Review Committee provides insight from those perspectives and guides quality improvement from the perspective
of day-to-day operating and user experiences. Appendix H outlines several initiatives designed to promote

coordination across and within agencies to support the goals of the programs. Greater detail isfound in Appendix
H.

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
[l Aged or Disabled, or Both - General
[] Aged []
L] Disabled (Physical)
[] Disabled (Other)
[ Aged or Disabled, or Both - Specific Recognized Subgroups
|:| Brain Injury D




Maximum Age

Target Group Included Target SubGroup Minimum Age Maximum Age |NoMaximum Age
Limit Limit
] HIV/AIDS ]
L] Medically Fragile ]
] Technology Dependent []

Intellectual Disability or Developmental Disability, or Both

|:| IAutism D

Developmental Disability

Intellectual Disability 0
[] Mental Iliness

|:| Mental |lIness D

|:| Serious Emotional Disturbance

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




The target group for the Comprehensive Supports Waiver Program includes individuals with intellectual disabilities
and/or related conditions who require comprehensive and intensive services, meet Intermediate Care Facility for People
with Intellectual Disabilities (ICF/ID) level of care, and who do not otherwise qualify for the New Options Waiver
Program.

Eligibility through diagnosis of an intellectual disability is defined by the following three criteria:

(1) Age of Onset: Onset before the age of 18 years;

(2) Significantly Impaired Adaptive Functioning: Significant limitations in adaptive functioning (as defined by the testing
instrument but typically at least two standard deviations below the mean) in at least one of the following skill areas:
conceptual skills (e.g., language; reading and writing; and money, time, and number concepts); social skills (e.g.,
interpersonal skills, social responsibility, self-esteem, gullibility, naiveté or wariness, follow rules/obeys laws, avoids
being victimized, and socia problem solving; and practical skills (e.g., activities of daily living or personal care,
occupational skills, use of money, safety, health care, travel/transportation, scheduled/routines, and use of the telephone)
OR an overall score on a standardized measure of conceptual, social, and practical skills; and

(3) Significantly Sub-average General Intellectual Functioning: Significantly sub-average genera intellectual functioning
defined as an intelligence quotient (1Q) of about 70 or below (approximately two standard deviations bel ow the mean).
Individuals with an IQ of 70 to 75 with appropriately measured, significant impairments to adaptive behavior that directly
relate to issues of an intellectual disability may be considered as having an intellectual disability.

Findings of the significant limitations in adaptive functioning and general intellectual functioning must be consistent with
adiagnosis of intellectual disability and not solely the result of mental/emotional disorders, neurocognitive disorders,
sensory impairments, substance abuse, personality disorder, specific learning disability, or attention-deficit/hyperactivity
disorder.

Eligibility through a*“Related Condition” is defined as having a diagnosis of a condition found to be closely related to an
intellectual disability and attributable to: (a) severe forms of cerebral palsy or epilepsy; or (b) any other condition, other
than mental illness, found to be closely related to an intellectual disability because this condition results in substantial
impairment of general intellectual functioning or adaptive behavior similar to that of persons with an intellectual
disability and requires treatment or services similar to those required for these persons; and that meets the following
criteria:

(1) Theindividual must experience onset of the related condition and associated substantial adaptive functioning
deficits before the age of 22 years;

(2) Theindividua requiresan ICF/ID level of care without home and community-based treatment or services similar to
those required for individuals with a diagnosis of an intellectual disability;

(3) Theindividua exhibits limitations in adaptive functioning (as defined by the testing instrument but typically at least
two standard deviations below the mean) in three or more of the following areas of functioning: self-care, receptive and
expressive language, learning, mobility, self-direction, and capacity for independent living; and the adaptive impairments
must be directly related to the devel opmental disability and cannot be primarily attributed to mental/emotional disorders,
sensory impairments, substance abuse, personality disorder, specific learning disability, or attention-deficit/hyperactivity
disorder; and

(4) Thedisahility resultsin current substantial deficitsin intellectual functioning or in three or more of the specified
areas of adaptive behavior or functioning and is likely to continue indefinitely.

c¢. 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):

® Not applicable. Thereisno maximum age limit

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



Specify:

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 individua 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

Soecify:

O Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), 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 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.

Thecost limit specified by the state is (select one):

©) 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 Thefollowing percentage that islessthan 100% of the institutional average:

Specify percer1t:|:|

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.

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:

¢. Participant Safeguar ds. When the state specifies an individual cost limit in Item B-2-a and thereis a change 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 accommodate theindividual'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 Accessand 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 CM S to modify the
number of participants specified for any year(s), including when amodification is necessary dueto legislative
appropriation or another reason. The number of unduplicated participants specified in thistableis basis for the cost-
neutrality calculationsin Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants
Year 1 8056
Year 2 8153
Year3 8251
vear 4 8350
Year 5 8450

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 thisway: (select one)

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

® The state limitsthe 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 Point During the Year
Year 1 7323
Year 2 7412
Year 3 7501
Y ear 4 7591
Year S 7782

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 CM S review and approval. The State (select one):

O Not applicable. The state does not reserve capacity.

® The gatereserves capacity for the following purpose(s).
Purpose(s) the state reserves capacity for:



Purposes

Reserve Capacity

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

Purpose (provide a title or short description to use for |ookup):

Reserve Capacity
Purpose (describe):
The reserve capacity is for individuals who will transition from ICF</ID and/or nursing facilities to the
community through the Money Follows the Person grant.
Describe how the amount of reserved capacity was deter mined:
Reserve capacity is based on an estimated persons/year who will transition from ICFS/ID or nursing
facilities to the community through the Money Follows the Person grant

The capacity that the State reservesin each waiver year is specified in the following table:

Waiver Year Capacity Reserved
Year 1 150
Y ear 2
Y ear 3
Y ear 4
Year 5 150

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. Thisschedule 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/r egional 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 methodol ogy 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
waiver:

The Operating Agency manages both the number of waiver applicants admitted to the COMP Waiver and the process
through which applicants are selected. Interested individuals make application through the Operating Agency’sfield
offices which serve as regional operation hubs. At present applications may be submitted by U.S. mail or by facsimile;
however the development of the Operating Agency’s electronic record system by the administrative services organization
(ASO) will automate the process, allowing individuals and representatives to submit application electronically.
Applications are considered complete when documentation to support the diagnosis and adaptive functioning to be used
for level of care determination is received.

A screening process is used to review all diagnostic documentation and the level of need of the individual and family.
Should applicants be unable to provide supporting documentation, they can request assistance from the field offices to
obtain necessary documentation. A licensed psychologist is responsible for reviewing documentation and making a
diagnostic pre-eligibility determination. Written notification is sent to each applicant within 14 business days of
determination of diagnostic eligibility. Appeal rights are extended through the written notification should the applicant be
determined ineligible.

Selection for Available Waiver Services— When diagnostic eligibility is determined, each applicant is evaluated for level
of need. The availability of State match funds determines the ability and the number of applicants to be admitted to the
waiver program. The Operating Agency manages admission centrally, reporting the number of admissions and
discharges by month to the Medicaid Agency through quarterly deliverable reports. While waiting, individuals
determined as meeting high priority are contacted on aregular basis to determine any changes in need and the
opportunity to link the applicant with other community resources or state-funded services. The frequency of the contact
is dependent on the level of need, either experienced by the applicant or the primary caregiver.

Evaluation of the Methodology: In August 2017 the Operating Agency began using an evidence-based evaluation tool to
enhance screening objectivity relative to wait list prioritization. The selected tool is also used to determine prioritization
of need in the Elderly & Disabled Waiver Program but was adapted for the population through devel opment of additional
screening for behavioral needs specific to individuals with intellectual and/or developmental disabilities. Thetool was
tested by aresearch team with Agency field staff to determine its applicability for telephonic administration and follow
up, thus enhancing the capability of the Operating Agency to update the priority of applicants on areal time basis as
additional information is provided from various sources. Additionally, enhanced system capabilities offered by the
administrative services organization will allow screening information to be captured and maintained in an electronic
format to facilitate objective comparison of al applicants when limited waiver admission capacity determines a specific
number of applicants to be admitted.

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 Accessand Eligibility

B-4: Eligibility Groups Served in the Waiver

a. 1. State Classification. The state is a (select one):
® 51634 State



O sgi criteria State
O 209(b) State

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

® ves
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 familieswith children as provided in 81931 of the Act

SSI recipients

[] Aged, blind or disabled in 209(b) states who are dligible under 42 CFR 8§435.121
[ Optional state supplement recipients

[ Optional categorically needy aged and/or disabled individuals who haveincome at:

Select one:

O 100% of the Federal poverty level (FPL)
O o 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
§1902(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 (TWWIIA Medical Improvement Coverage
Group as provided in §1902(a)(10)(A)(ii)(X V1) 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)

Foecify:

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 §435.217 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 Allindividualsin 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 8§435.217

Check each that applies:

A special income level equal to:

Slect one:

® 300% of the SSI Federal Benefit Rate (FBR)
Oa 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 8435.121)

[] M edically needy without spend down in states which also provide Medicaid to recipients of SSI (42
CFR 8435.320, 8435.322 and §435.324)

[] Medically needy without spend down in 209(b) States (42 CFR 8§435.330)
[] Aged and disabled individuals who haveincome at:

Sdect one:

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

Specify percentage amount:IZI

[] 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 Income (1 of 7)

In accordance with 42 CFR §441.303(€), 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 8435.217, asindicated in Appendix B-4. Post-eligibility
applies only to the 42 CFR 8435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility
for the special home and community-based waiver group under 42 CFR 8435.217:

Note: For the five-year period beginning January 1, 2014, the following instructions are mandatory. The following box
should be checked for all waivers that furnish waiver servicesto the 42 CFR §435.217 group effective at any point during
thistime 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 §1924 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 December 31, 2018.

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

® 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 acommunity spouse, the state elects to (select one):

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

©) Useregular post-eligibility rulesunder 42 CFR 8435.726 (SSI State) or under 8435.735 (209b State)
(Complete Item B-5-b (SS State). 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-
eligibility rulesfor individualswith a community spouse.

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

Appendix B: Participant Access and Eligibility
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: SS| 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 acommunity spouse as specified in §1924 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):

® Thefollowing standard included under the state plan

Sclect one:

O ss standard

O Optional state supplement standard

o M edically needy income standar d

® The special incomelevel for institutionalized per sons

(select one):

® 300% of the SSI Federal Benefit Rate (FBR)
O A per centage of the FBR, which islessthan 300%

Specify the percentage:lZl

O A dollar amount which is lessthan 300%.

Specify dollar amount::

Oa per centage of the Federal poverty level

Specify percentage:



[ 1

O Other standard included under the state Plan

Specify:

O Thefollowing dollar amount

Specify dollar amount:III If this amount changes, thisitem will be revised.
o Thefollowing formulais used to determine the needs allowance:

Soecify:

O other

Soecify:

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

® Not Applicable

O Thegate provides an allowance for a spouse who does not meet the definition of a community spousein
§1924 of the Act. Describe the circumstances under which this allowanceis provided:

Specify:

Specify the amount of the allowance (select one):

O ssi standard

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

Specify dollar amount:|:| 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 Medically 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 ligibility under the state's approved AFDC plan or the medically
needy income standard established under 42 CFR §435.811 for afamily of the same size. If this amount
changes, thisitem will be revised.

O Theamount is determined using the following formula:

Soecify:

O Other

Foecify:

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

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedia 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.

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

Soecify:



Incurred Medical Expenses (IME) include the following:

- Health and/or dental insurance premiums not covered by Medicaid
- Co-insurance and deductible payments not covered by Medicaid
- Prescription drugs that are not covered on a member's Medicare Part D plan or Medicaid
- Other Medical services not covered by Medicaid up to the amount listed on the Department of Medical
Assistance (DMA) pricing document such as the following:

*dental services

*medical supplies

*orthopedic services

*physician services

*prescribed over the counter drugs

*psychiatric or psychological services

*orthopedic services

The DMA pricing document utilizes current market values for items purchased in a private pay setting.

Appendix B: Participant Access and 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.

¢. 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 Accessand 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 acommunity spouse toward the cost of home and community-based care if it determines
theindividua's eligibility under 81924 of the Act. There is deducted from the participant's monthly income a personal
needs allowance (as specified below), acommunity spouse's allowance and afamily 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 ssl standard

O Optional state supplement standard

o M edically needy income standard

® The special income level for institutionalized persons
Oa per centage of the Federal poverty level

Specify percentage:lzl

o Thefollowing dollar amount:

Specify dollar amount:|:| If this amount changes, thisitem will be revised

o Thefollowing formulais used to deter mine the needs allowance:



Foecify formula:

O Other

Specify:

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 Allowanceis different.

Explanation of difference:

iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR 8435.726:

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.

O The gtate does not establish reasonable limits.
® 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 that you do not need to completethis section and therefore this
section isnot visible.

Appendix B: Participant Access and Eligibility

B-5: Post-Eligibility Treatment of Income (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-5-a 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 (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 thr ough 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 acommunity 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 that you do not need to complete this section and therefor e this
section isnot visible.

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

As specified in 42 CFR 8§441.302(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 servicesin 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
® Monthly monitoring of theindividual when services ar e furnished on a lessthan 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:

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:



Level of care evaluations and reevaluations for applicants/participants are performed by the Operating Agency and
facilitated using an assessment team. DBHDD team members include psychologists, registered nurses, social
workers, behavior specialists, and physicians, either the applicant’s personal physician or the DBHDD medical
director. Each discipline conducts specialized assessments which inform the level of care determination and the
development of the individual service plan. Members of the team participate as needed with minimum participation
by physicians, psychologists, and registered nurses. The base evaluation for initial level of care includes a
psychologist assessment of the intellectual/developmental disability in order to establish the base threshold for
digihility. Registered nurses use the Health Risk Screening Tool (HRST) to identify any medical risksfor
consideration in service plan development and if indicated, behavior specialists incorporate evaluation specific to
behaviors which may influence the type of services required by the applicant/participant.
Assessments/reassessment(s)performed by the DBHDD team are reviewed by the State's Medical Management
Entity for the purpose of level of care validation. The Medical Management Contractor uses a team of registered
nurses and physicians to review assessment documentation and validate level of care. The Medical Management
Contractor may request additional information as needed through aformal communication process to establish level
of care digibility.

O other
Foecify:

c¢. Qualifications of Individuals Performing I nitial Evaluation: Per 42 CFR §441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:

The educational/professional qualifications of persons performing initial evaluations include several disciplines employed
by the Operating Agency to provide evaluations used to inform level of care determination. The Operating Agency’s
Intake and Evaluation Team includes a registered nurse, social worker, a behavior specialist and a psychologist. The
Agency’ sregiona medical directors are available for consultation and review of service plans devel oped for medically at
risk individuals. Each discipline contributes to the evaluation used for of level of care determination.

The Medicaid Agency uses its Medical Management vendor to determine level of care eligibility at initial admission and
annual reevaluation. The Medical Management vendor employs nurses registered to practice in Georgia who have access
to a consultant psychologist as well as physicians for review of documentation as necessary.

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
the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteriaand
the level of care instrument/tool are available to CMS upon request through the Medicaid agency or the operating agency
(if applicable), including the instrument/tool utilized.

Initial Level of Care Criteria
The criteriais outlined in Section B-1(b). The same criteria used for ICF-I1D admission are applied to waiver applicants
and those applying for annual re-evaluation of level of care.

Re-evaluations of LOC

Re-evaluations of level of care determination use the same criteriaas used for initial level of care determination. Level of
care at annual evaluation may be supported by assessment using both a supports intensity scale (SIS) and a health risk
screening tool (HRST). Both tools are widely used and accepted and validated for the target population. These two
assessment tools with supporting documentation and in some cases, standardized adaptive functioning scores, are used to
establish the adaptive functioning and support needs required by the participant that are related directly to the
intellectual/devel opmental disability. Adaptive functioning scores are the final determinant of eligibility.

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):



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

O A different instrument is used to determine the level of care for the waiver than for ingtitutional 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.

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:



Initial Evaluations

Each person applying for waiver services does so through a Department of Behavior Health and Developmental
Disahilities Regional Office. For persons recommended by the DBHDD region for enrollment in COMP waiver services,
acomprehensive evaluation is completed by the DBHDD Regional Intake and Evaluation, including aLevel of Care
(LOC) determination. Asan integral part of the LOC process, the DBHDD Regional Intake and Evaluation determines
whether the individual's needs place the individual at risk of institutionalization in an ICF/ID. The form used to document
the LOC for initial level of careis called the DMA-6 form. This DMA-6 form is the same form used for ICF/ID
admission.

Theinitial assessment of LOC begins with assessments completed by Intake and Evaluation teams and includes a social
work, psychological/behavioral, a Health Risk Screening Tool (HRST) and/or nurse assessment as indicated based on
screening tool indicators. Intake and Evaluation teams are comprised of professionals that include social workers,
registered nurses, behavior specialists, psychologists and physicians. In theinitial assessment and based on the individual
needs of each person, alead Intake and Evaluation professional is designated. For example, if a person has medical needs,
aregistered nurse is assigned lead; if they have behavioral needs, a behavioral specialist is assigned lead.

Clinical assessments are used to document this determination of eligibility and are reviewed by the Regional Intake and
Evaluation team for LOC determination.

The DMA-6 is signed and dated by a physician and approved by the Regional Intake and Evaluation (LOC unit). To
assure accuracy and timeliness of LOC determination, the physicians, nurse practitioner, or physician assistants signature
isonly accepted within 30 days of the request for LOC determination.

Initial Level of Care determinations are made by the Regional Intake and Evaluation reviewing the instrument (DMA-6
form), all assessments to determine ICF/ID or SNF level of care and forwarded to the Medical Management contractor
for validation. The signatures of the physician, nurse practitioner, or physician assistant on the DMA-6 must be present.

Once an individual is determined to be at imminent risk of institutionalization a DBHDD affiliated psychologist reviews
the available documentation and in some cases, meets with the individua to determine if the criteria set forth in Section
B-1ismet. The psychologist drafts areport recommending eligibility to be provided to the State Medicaid Agency's
Medical Management Contractor for level of care validation.

Re-evaluation of Level of Care

Annual update assessments include the completion of a Health Risk Screening Tool (HRST). Thisis administered
annually or more often for individuals who have regression during the past year, including having a stroke, diagnosis of
Alzheimer's, anew diagnosis or behavioral changes that severely impact functioning, or any medical diagnosis that
resultsin severe regression of functioning from prior year.

If the participant's condition or life circumstances have changed significantly during the previous 12 months (e.g., loss of
caregiver, extended hospitalization, or significant change), these changes would necessitate an updated assessment in the
affected area (nursing, behavior or social work). The Level of Care Re-evaluation is accompanied by copies of the
updated assessments in which such changes are evidenced.

The Leve of Care Nurse confirms that the HRST and clinical updates/assessments have been completed per waiver
policies. The HRST is updated when medical needs change. Thisinformation isincluded in the Health and Safety Section
of the ISP. The Health and Safety Section lists medications, what they are given for, possible side effects, frequency of
medical appointments, and required tracking. If awaiver recipient has high blood pressure or diabetesthereis
documentation on frequency of blood pressure checks, as well as diabetes testing when needed. If aperson is morbidly
obese, there isinformation on daily exercise, diet monitoring, and other designated activities for weight monitoring and
reduction. It is also expected that all waiver recipients receive disease prevention and health promotion measures, (such
as mammograms, GY N evaluations, flu shots, etc.) as occurs with general population.

The Level of Care Re-evaluation isreceived and reviewed by the Support Coordinator and forwarded to the LOC nurse
for review and approval. Each LOC isin effect for up to 365 days but is reviewed on or before a persons birth date. The
completed LOC can be submitted to the LOC unit up to 30 days prior to the persons date of birth (which isthe expiration
date of the LOC), but the new approved LOC date (payment date/effective date) is the individuals date of birth (DOB).



This process allows for assessments to portray all current needs but also allows for timely completion of LOC without the
LOC expiring prior to DOB.

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
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 asindividuals who perform initial
evaluations.

O The qualifications ar e different.
Foecify the qualifications:

i. Proceduresto Ensure Timely Reevaluations. Per 42 CFR 8441.303(c)(4), specify the procedures that the state employs
to ensure timely reevaluations of level of care (specify):

DBHDD operates an electronic database, the Waiver Information System (WI1S), which has two (2) reports relating
specifically to the timely management of Level of Care (LOC). Thefirst report (LOC Expiration Dates) predictsall LOC
that are 30, 60 and 90 days before expiration. This report allows sufficient and repeated (3 months) notification of the
expiration of any and all LOCs. Thereport is reviewed monthly to identify each person in need of are-evaluation and
assists in the deployment of staff to complete the LOCs.

The second report (Expired LOC) indicates any L OCs that were not completed prior to the expiration date. From this
report, DBHDD tracks, monitors and reports the timeliness of LOC and | SP reassessments monthly. Any deficiencies are
reviewed by DBHDD with appropriate action taken if deficiencies are noted and unexplained. DBHDD requires a
corrective action plan when complianceis less than 100 percent. Each monthly report is forwarded to DCH to show
current level of compliance for each region on a quarterly basis. DCH reviews each report and provides oversight as
indicated from data in these reports.

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 reevaluations are maintained for a minimum period of 3
years asrequired in 45 CFR 8§92.42. Specify the location(s) where records of evaluations and reevaluations of level of care

are maintained:

Electronically retrievable records of evaluations and reevaluations are maintained for a minimum of six years by the
regional Intake and Evaluation teams but in an electronic system available to both the Operating and Medicaid Agencies.
Copies are also provided to the appropriate Support Coordination agency and each provider of service through a
retrievable electronic record to which support coordination and provider agencies have access.

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/11D.

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 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 M easure:
Number and per centage of waiver participantswho receive an initial level of care
determination prior to receipt of waiver services. N=L evel of care determinations

made prior to receipt of waiver services, D=total number of initial level of care
determinations.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

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:




Medical

Management
contractor
Continuously and [ Other
Ongoing Specify:
[ Other
Specify:
Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:
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:
Medical
Management
Contractor

Continuously and
Ongoing

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

[ Continuously and Ongoing

[] Other
Specify:

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 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 Stateto
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:

Number and per cent of level of care determinationsreevaluated within 12 months of
the previous determination. N=L evel of Careredeterminations evaluated within 12
months of the previous determination; D=Total number of redeterminations.

Data Sour ce (Select one):



Record reviews, off-site

If 'Other' is selected, specify:

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 =
+/- 5%
Other [ Annually [ Stratified
Specify: Describe Group:
Medical
management
Contractor
Continuously and [] Other
Ongoing Specify:
[ Other
Specify:
Data Sour ce (Select one):
Other

If 'Other' is selected, specify:

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 [] L essthan 100%

Review




[] 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:




¢. 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 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 M easure:
Number and per cent of level of care deter minations conducted by qualified evaluator.

N=L evel of care determinations conducted by a qualified evaluator; D=Total humber
of level of caredeterminations

Data Sour ce (Select one):

Reportsto State M edicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

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 =
=/-5%
L other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

] Other




Specify:

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions

If 'Other' is selected, specify:

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 [] L essthan 100%

Review

[] 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 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;

Number and per cent of level of care deter minationsreviewed and approved by a
qualified professional as specified in the waiver. N=L evel of care determinations
reviewed by a qualified professional; D=Total number of level of care determinations

Data Sour ce (Select one):
Reportsto State Medicaid Agency on delegated Administrative functions
If 'Other’ is selected, specify:

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 =
=/-5%
[ Other [ Annually [ Stratified
Specify: Describe Group:




[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Sour ce (Select one):

Reportsto State M edicaid Agency on delegated Administrative functions

If 'Other' is selected, specify:

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 [ 100% Review
Agency
Operating Agency [] Monthly Lessthan 100%

Review

[ Sub-State Entity

Quarterly

Representative

Sample
Confidence
Interval =
=/-5%
[ Other [ Annually [ Stratified
Specify: Describe Group:

[] Continuously and
Ongoing

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

[ Continuously and Ongoing

[] Other
Specify:

Performance M easure:

Number and per cent of level of care deter minations using the approved assessment
instruments(s). N=L evel of care determinations using the approved assessment
instruments(s); D=Total number of level of care deter minations

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

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 =
=/-5%
[] Other [ Annually [ Stratified
Specify: Describe Group:
[] Continuously and [] Other
Ongoing Specify:
[] Other
Specify:
Data Sour ce (Select one):

Reportsto State M edicaid Agency on delegated Administrative functions

If 'Other' is selected, specify:

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
Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
=/-5%
[ other LI Annually [ stratified

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:

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.

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 COMP waiver program is managed in part through the use of a web-based information management system
to record and track participants’ initial and annual LOC assessments, house evaluation information, | SPs and
support notes. Thisweb-based information management system provides reports for use in tracking pending LOC
expirations, participant transfers across regions and participants discharge from services. The system provides
alerts monitored by support coordination agencies, service providers and the Operating Agency’ s field offices.

Expiring level of care determinations prompt follow up by field office staff to the extent that they facilitate and/or
perform immediate reassessment to support level of care continuation.

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

Responsible Party(check each that applies): Frequmw(z;scfgag]g:gaxgigq analysis

[] 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.
® 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 repres