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Application for a §1915(c) Home and
Community-Based Services Waiver

PURPOSE OF THE HCBS WAIVER 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 waiver’s target 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 a waiver
program will vary depending on the specific needs of the target population, the resources available to the State, service
delivery system structure, State goals and objectives, and other factors. A State has the latitude to design a waiver program
that is cost-effective and employs a variety of service delivery approaches, including participant direction of services.

Request for a Renewal to a §1915(¢) Home and Community-Based Services
Waiver

1. Major Changes

Desctibe any significant changes to the approved waiver that are being made in this renewal application:

Kansas recently amended the waiver application to include the new qualify measures in order fo comply with CMS
requirements. Kansas is submitting a renewal of HCBS/PD program requesting CMS approval for modification to the brief
description and the following changes to the program:

1) KDADS has developed a transition plan for the HCBS/PD settings that will assess and ensure Kansas provider settings
meet the reguirements of the HCBS Final Setting Rule within 5 years.

2) Kansas has contracted with Kansas University (KU) to evaluate the current assessment instrument in comparison to other
States to identify an assessment instrument with demonstrated reliability and validity. The purpose of this contract is to
develop a standardized eligibility assessment to assess level of care eligibility for alt HCBS populations served by Kansas
programs. Following final decision of a statewide eligibility assessment instrument, Kansas will develop a work plan to
implement a phase in assessment process to include dual assessment using the cuirent assessment tool and the new
statewide assessment instrument in order to evaluate outcome, Kansas anticipates a phase-in implementation of the new
statewide assessment instrument to begin by 01/1/15,

3) Kansas clarified the Managed Care Health Plans roles and responsibilities for service plan development in Appendix D-1
to be consistent with pre-KanCare State practices.

4} Kansas is proposing a change in service definition for Financial Management Services (FMS), a draft proprosal has been
submitted to CMS for review and input.

5) Changes to the projected numbers of unduplicated individuals served for each year of the renewal
6) Kansas has made general language changes from individual, consumer, or beneficiary to participant to be consistent with
CMS language and Aging and Disability Resource Center (ADRC) to coniracted assessor to be consistent across all

programs. Kansas has also made general language changes from Functional Assessment Instrument (FAI) to Functional
Eligibility Instrament (FEI),

7) KDADS has made general grammaticai changes or corrections throughout the waiver from Appendix A to Appendix J, as
needed,

8) Removed language that does not apply to the HCBS/PD waiver and was placed in error, including references to the
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HCBS/TBI program.

9) The State continues to consult with the US Department of Labor on the applicability of the DOL’s new interpretation of
the companionship exemption on Kansas seif-directed programs. The DOL has delayed its enforcement of the rule by six
months {to July 1,2015).

10) The State has reserved capacity for military personel entering info HCBS/PD services.

11} The state has reserved capacity for participants who have gone into a skilled nursing facility or hospital for a temporary
stay, This allows participants who have moved into a facility temporarily to have their position on the program reserved
while until their temporary stay ends,

12) Proposed Language Applicable to All HCBS Services For the Purpose of Mitigating Other Conflicts of Interests
{inserted in Service Definition of Personal Care Services Appendix C).

13) Consistent with {42 CFR 442,301}, the State will ensure policies, processes and protocols are in place to support the
person-centered planning process and to mitigate potential conflicts of interest. CMS reviewed and approved the KanCare
service planning process during the fransition to managed fong-term services and supports, so KDADS understands that
process to be compliant with the regulations on person-centered planning and potential conflicts. KDADS has requested
technical assistance from CMS to ensure that all other elements of the HCBS programs are compliant with CMS conflict of
interest regulations.

A cowt appointed legal guardian is not permitted to be a paid provider for the participant unless a court determines that all
potential conflict of interest concerns have been mitigated in accordance with KSA 59-3068. 1t is the responsibility of the
appointed or proposed guardian to report any potential conflicts to the court and to maintain documentation regarding the
determination of the court.

A copy of the special or annual report in which the conflict of interest is disclosed will be provided to the State or designee.
If the court determines that all potential conflict of interest concerns have not been mitigated, the legal guardian can:

a.  Select another family member or friend to provide the TICBS services to the participant. If a family member or fiiend
is not available, the participant’s selected MCO or FMS provider can assist the legal guardian in seeking alternative HCBS
service providers in the community; OR

b.  Select ancther family member or friend (who is not a legal guardian or DPOA) as a representative to develop or direct
the plans of care. In that case, the MCO will obtain the participant’s written consent of delegated representative to act on
behalf of participant, initially and annually thereafter; OR

¢. Select other legal guardian or activated DPOA to serve as the appointed representative to act on behalf of the participant.

An exception to the criteria may granted by the State when a participant/ guardian lives in a rural setting and the nearest
agency-directed service provider available to provide services is in excess of 50 miles from the participant residence,

Application for a §1915(c) Home and Community-Based Services Waiver

1. Request Information (1 of 3)

A. The State of Kansas requests approval for a Medicaid home and community-based services (HCBS) waiver under the
authority of §1915(c) of the Social Security Act (the Act).

B. Program Title (optional - this title will be used to locate this waiver in the finder).
Kansas Physical Disability Waiver

C. Type of Request: renewal

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

{(J 3years ® 5 years

Original Base Waiver Number: KS.0304

" Draft ID: KS.014.04.00
D. Type of Waiver (select only one): ‘
| Regular Waiver _ ™

&

Proposed Effective Date: (mm/dd/yy)
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[o101/15 | i

1. Request Information (2 of 3)

F. Level(s) of Care, This watver is requested in order to provide home and community-based waiver services to
- 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):
1 Hospital ‘
Select applicable level of care
{_ Hospital as defined in 42 CFR §440.10
If applicable, specify whether the State additionally limits the waiver to subcategories of the hospital level
of care:

ey
E]

B

O Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
. Nursing Facility
Select applicable level of care
‘&) Nursing Facility as defined in 42 CFR [111440.40 and 42 CFR 00440.155
If applicable, specify whether the State additionally Hmits the waiver to subcategories of the nursing facility
level of care:
N/A
(> Institution for Mental Disease for persons with mental illnesses aged 65 and older as provided in 42
CFR §440.140
1 Intermediate Care Facility for Individuals with Intellectual Disabilities (ICI/IID) (as defined in 42 CFR
§440.150)
If applicable, specify whether the State additionally limits the waiver o subcategories of the ICF/IID level of
care:

Kl

b

1. Request Information (3 of3)

G. Concurrent Operation with Other Programs, This waiver operates concurrently with another program (or
programs) approved under the following authorities
Select one:
{} Not applicable
@ Applicable
Check the applicable authority or authorities:
{1 Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix 1
{ | 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:

A

Specify the §1915(b) authorities under which this program operates (check each that applies):
[} §1915(b)(1) (mandated enrollment to managed care)

1 §1915(0)(2) (central broker)
£ §1915(b)(3) (employ cost savings to furnish additional services)
] §1915(b)(4) (selective contracting/limit number of providers)
"1 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:
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.1 A program authorized under §1915(j) of the Act.
/i A program authorized under §1115 of the Act,

Specify the program:
KanCare 1115 Demonstration Project

H. Dual Eligiblity for Medicaid and Medicare.

Check if applicable: _ ‘
i} This waiver provides services for individuals who are eligible for both Medicare and Medieaid.

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 purpose of the Kansas Physical Disability (PD) waiver is to provide eligible Kansans the option to receive services in
their home and community rather than in a more expensive, less-integrated nursing hone setting. PD services are available
to individuals who are between the minimum age of 16 years and the maximun age of 64 years, and who are financially
eligible for Medicaid. Individuals must also meet the minimum PD threshold score on a functional assessment conducted
by an Aging and Disability Resource Center (ADRC) acting as the State’s designee. Participants are annually reassessed by
an ADRC to determine if they continue to meet the level of care.

Services available through the PD waiver are: assistive services, financial management services, home-delivered meals,
medication reminder services and installation, personal emergency response system and installation, personal services (self-
directed and agency-directed), and sleep cycle support.

With this amendment, PD waiver services will be provided as a part of a comprehensive package of services provided by
KanCare health plans (Managed Care Organizations), and will be paid as part of a capitated rate. The health plans are
responsible for assigning a case manager who will conduct a comprehensive needs assessment and develop a person-centric
plan of care that includes both state plan services and, as appropriate, the PD services listed above.

The move to integrate PD waiver services into KanCare does not diminish the waiver’s focus on independent living and
consumer-driven services. Consumers will continue to have a choice between consumer-directed (self-directed) services
whereby they choose their personal care attendants, or they may choose agency directed (non-self-directed} services using
licensed home health agency staff as personal care attendants.

3. Components of the Waiver Request

The waiver application consists of the following components. Note: ftem 3-E must be completed,

A. Walver 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
watver, the number of participants that the State expects to serve during each year that the waiver is in 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-Centeréd 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 avaitable fo
participants who direct their services. (Select one):

{
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{€) Yes., This waiver provides participant direction opportunities, Appendix E is required,
{2 No. This waiver does not provide participant direction opportunities. Appendix E is not required.

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

Participant Safeguards. Appendix G describes the safeguards that the State has established to assure the health and
welfare of waiver participants in specified areas.

Quality Improvement Strategy, Appendix H contains the Quality Improvement Strategy for this waiver.

Financial Accountability. Appendix T describes the methods by which the State makes payments for waiver
services, ensures the inteprity 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,

B.

Comparability. The State requests a waiver 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.
Income and Resources for the Medically Needy. Indicate whether the State requests a waiver of §1902(a)(10)C)(i)

(IT1) of the Act in order to use institutional income and resource rules for the medically needy (sefect one):
{3 Not Applicable
() No
@ Yes

C. Statewideness. Indicate whether the State requests a waiver of the statewideness requirements in §1902(a}(1) of the

Act (select one):
@ No

() Yes
If yes, specify the waiver of statewideness that is lequested (check each that applies):
™ Geographic Limitation. A waiver of statewideness is 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.
Specify the areas fo which this waiver applies and, as applicable, the phase-in schedule of the waiver by
geographic areq:
N
ol

i Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to
make participani-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 ave in effect elsewhere in the State.

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

=
o

w7

5, Assurances

In accordance with 42 CFR §44l.302., the State provides the following assurances to CNVS:
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A. Health & Welare: The State assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safegnards include:

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

2. Assurance that the standards of any State licensure or certification requirements specified in Appendix C are
met for services or for individuals furnishing services that are provided under the waiver. The State assures
that these requirements are met on the date that the services are furnished; and,

3. Assurance that ali facilities subject to §1616{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. Fimancial Aceountability. The State assures financial accountability for funds expended for home and community-
based services and maintains and makes available to the Department of ITealth and Human Services (including the
Oftice 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 L

C. Evaluation of Need: The State assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for a level of care specified for this waiver, when there is a reasonable indication that an
individual might need such services in the near future {one month or less) but for the receipt of home and commaunity-
based services under this waiver. 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 deteninined to be likely to require the level of care
specified for this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if
applicable) is:

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

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

E. Average Per Capita Expenditures: The State assures that, for any year that the waiver is in 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 this waiver.

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

H, Reporting: The State assures that annually it will provide CMS 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. This information will be consistent with a data collection plan designed by CMS.

I. 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 individuoal through a local educationai 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. Services for Individuals with Chronic Mental llness. The State assures that federal financial participation {FFP)
will not be claimed in expenditures for waiver services including, but not limited to, day treatmeent or partial
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hospitalization, psychosocial rehabilitation services, and clinic services provided as home and community-based
services to individuals with chronic mental nesses if these individuals, in the absence of a waiver, 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 §440.140; or (3} age 21 and under and the State has not included the optional Medicaid benefit cited
ind42 CFR § 440.160.

6. Additional Requirements

Nofe: Item 6-1 must be completed.

A,

Service Plan, In accordance with 42 CFR §441.301(b)(1)(i}, a participant-centered service plan (of care} is developed
for each participant employing the procedures specified in Appendix D. Al 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 coimplement waiver services in meeting the
needs of the participant. The service plan is subject to the approval of the Medicaid agency. Federal 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.

Inpatients. In accordance with 42 CFR §441.301(b)(1)(ii), waiver services are not furnished to individuals who are
in-patients of a hospital, nursing facility or ICF/ID,

Room and Board. In accordance with 42 CFR §441,310(a)(2), FFP is not claimed for the cost of room and board
except when: (@) provided as part of respite services in a facility approved by the State that is not a private residence
or (b) claimed as & 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,

Access to Services. The State does not limit or restrict participant access to waiver services except as provided in
Appendix C.

Free Choice of Provider. In accordance with 42 CFR §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 §1915(b) or another provision of the Act.

FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third-
party {c.g., another third party health fnsurer or other federal or state program) is legally 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 a fee 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.

Fair Hearing: The State provides the opportunity to request a Fair Hearing under 42 CFR §431 Subpart E, to
individuals: (&) who are not given the choice of home and community-based waiver services as an alternative to
institutional level of care specified for this waiver; (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.

Quality Improvement. The State operates a formal, 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; (e} financial oversight and {f) administrative oversight of the waiver. The State further assures that ail
problems identified through its discovery processes are addressed in an appropriate and timely manner, consistent
with the severify and nature of the problem. During the period that the waiver is in effect, the State will implement the
Quality Improvement Strategy specified in Appendix H.

Public Input. Describe how the State secures public input into the development of the waiver:
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Tribal notice was sent as required within 60 days to inform tribal leaders, information regarding this renewal was
otfered in person and by phone in August 2014,

Kansas offered various opportunities for securing public comments regarding the proposed work plan in response fo
the HCBS Settings Final Rule. The draft transition plans were posted online and a 30 day comment period was open
between June 14, 2014 and July 15, 2014, Opportunities were provided through statewide conference calls and in-
person public information session held in {Lawrence, Topeka, Wichita) during the week of June 16-23,

2014. Additionally, the public was invited to submit comments through the HCBS general email address (HCBS-
KS@kdads.ks.gov)or by mail. The purpose of the sessions was to meet two primary objectives:

1)To meet requirements for public comment period on the HCBS transition plan 2)To listen fo comments from the
public, record the comments,and submit a summary with the transition plan to CMS,

Format for each session: Wichita State University Center for Community Support and Research (CCSR) staff
opened the meeting, logistics. KDADS state staff presented background information and draft transition work plan,
including information regarding providers self-assessment surveys (due June 30). KDADS staff provided handouts
on the statewide transition plan, IICBS Final Rule and FAQs relating to the final rule. The facilitator, CCSR ask the
following questions in each public sessions and conference call and provided opportunitics for attendees to dialogne
with each other in small groups, while KDADS listened to the discussions.

*What questions or understanding or clarification do you have? *Related to the rule you just heard about, what is
already working in Kansas? Where are we already complying? What do you Fike about home and community based
settings? *Based on what you heard today, what concerns do you have? What might need to be changed or improved
to come into compliance with the rule? What do you think our biggest compliance issues will be? *What other types
of settings should the state consider? »What other questions should the state be thinking about?

Comments are grouped by date and session type. CCSR collected general comments and confirmed attendees
understanding of information being presented. Comments fromn a single person that covered multiple issues may
have been divided into categories of facifitated questions as noted above; however, written comments are included
verbatim. Comments received in-person has been paraphrased by the facilitator and by confirming with the person
making coinments the information was captured correctly. The conferencing and in-person sessions attendance was
well represented by providers from various settings such as long-terin care facilities, group homes, private ICF-1D,
other interested stakeholders and advocates, Kansas hosted an additional week long public information session
statewide during the week of August 18-22, 2014 to recap the HCBS Setting Final Rule, This additional public
comment session also requested consumer and stakeholder feedback on the Department of Labor Rule, and proposed
waiver amendments (Autism and Technology Assisted) programs and renewals (Frail Elderly, Intellectual
Developmental Disability, Physical Disability and Traumatic Brain Injury) programs to be submitted 9/30/14. In
these sessions, Kansas provided a short summary of the HCBS Final Rule, the transition plan and what it means to
consumers. The session was well attended by many HCBS consumers and family members, the overall message
regarding the HCBS final rule and the transition plan was well received by the majority. Consistently, Kansas heard
consumer, family and provider concerns/ comments relating to the following examples:*Will every setting receiving
HCBS funding be assessed?Is the state expecting further guidance on person-centered planning and conflict-free
case management?+ Do other settings where people go have to cone under the HCBS final rufe guidelines? Like the
YMCA, or a cruise ship. Do these settings have to come into compliance? +In a group home, does the “able to lock
their own door” part apply to the whole house, or each individual?+It might not be safe for every individual to be
able to lock themselves behind a closed door. Will provision be made for those exceptions?«Where it says that
individuals should be able to access communication through text message and email, is it expected that providers
would provide those tools, or that the individuals would?*Where do we see this final ruling affecting individuals who
live in group hoines? They’ve lived there for 15-20 vears; this is a family for them. They have a few hours of
independent time during the day. Is this something where we're going to have to encourage them to move?*How
vulnerable is too vulnerable to live alone in the community?+Do all waivers have a full 5 years to get in compliance?
Some appear to have only 12 months. Kansas will assess settings and may request 5 years for transitions. The public
feedback sessions provided Kansas with valuable information as we move into the next phase of the transition plan,
Following the additional public comments sessions, Kansas will need to explore possible options to allow exceptions
for individuals where the HCBs setting may be assessed out of compiiance with the final rule and moving to an
alternative setting may threaten the health and welfare of the person. The facilitator (CCSR) collected and
summarized the comments and information from in-person meetings, teleconferencing, and by email and provided a
themed summary, The feedbacks have been reviewed and are ready to be incorporated into the waivers for
submission by September 30th.

All public session opportunities related to the HCBS Final Rule, DOL Final Rule, and proposed amendments and
renewals along with the public comments are available on the KDADS website at www.kdads ks.gov

J. Notice to Tribal Governments. The State assures that it has notified in writing ai! federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit
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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.

Limited English Proficient Persons. The State assures that it provides meaningful access to waiver services by
Limited English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000
{65 FR 50121) and (b} Departinent of Health and Human Services "Guidance to Federal Financial Assistance
Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting Limited English
Proficient Persons" (68 FR 47311 - August 8, 2003). 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 CMS should communicate regarding the waiver is:

Last Name:

I Graff-Hendrixson i

First Name:

fBobbie [
Title:

lSenior Manager, Contracts, State Plans and Regulations l
Agency:

|Kansas Departiment of Health and Environment l
Address:

|[Landon State Office Building, Room 900N |
Address 2:

L900 SW Jackson Street ]
City:

iTopeka
State: Kansas
Zip:

66612-1220

Phone:

1(785) 296-4109 | Ext I TTY
Fax:

{(785) 206-4813 ]
E-mail:

[BGraff-Hendrixson@kdheks.gov

T applicable, the State operating agency representative with whom CMS should communicate regarding the waiver is:

Last Name:
!DeCom‘sey ] i
" First Name:
IJames I
Title:
lPD Program Manager I
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Ageney: lKansas Department for Aging and Disability Services/Community Services & Programs E

Address:

!New England Building l

Address 2:
f503 S. Kansas Avenue ]
City: '
|Topeka
State: Kansas
Zip: .
66612-1570
Phone:
(785) 296-4980 | Ext |T] 1Y
Fax:
|(785) 296-0557 |
E-mail:

] jim.decoursey@kdads. ks.gov . l

8. Authorizing Signature

This document, together with Appendices A through J, constitutes the State's request for a waiver under §1915(c) of the
Social Security Act. The State assures that all materials referenced in this waiver application (including standards, licensure
and certification requirements) are readily available in print or electronic form upon request to CMS through the Medicaid
agency or, if applicable, from the operating agency specified in Appendix A, Any proposed changes to the waiver will be
submitted by the Medicaid agency to CMS in the form of waiver amendments,

Upon approval by CMS, the waiver application serves as the State's authority to provide home and community-based waiver
services fo the specified target groups. The State attests that it will abide by all provisions of the approved waiver and will
contintuously operate the waiver in accordance with the assurances specified in Section 5 and the additional requirements
specified in Section 6 of the request,

Signature: l I

State Medicaid Director or Designee

Submission Date: ‘ l

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

Last Name;

lMosier !
First Name:

|Susan J
Title:

iM.D., Medicaid Director, Director of Health Care Finance !
Agency:

]Km}sas Departinent of Health and Environment i
Address:
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l900 SW Jackson Ave., Suite 900 I

Address 2: )
City:
lTopeka - l
State: Kansas
Zip:
66612 |
Phone: .
(785) 296-0149 | Ext: | LTy
Fax:
|(785) 296-4813 - |
E-maik
Attachments Ismosier@kdheks.gov

Attachment #1: Transition Plan
Specify the transition plan for the waiver:

The integration of PD waiver services into KanCare health plans will take effect January 1, 2013, with the implementation
of KanCare. The change is limited to the delivery system. There is no change in eligibility for the waiver services or the
scope and amount of services available to waiver participants. Beneficiaries who are American Indians and Alaska Natives
will be presumptively enrolled in KanCare, but they will have the option of affirmatively opting-out of managed care.

The State’s plan for transition of PD services to KanCare is multi-pronged:

1. Beneficiary Education and Notification; Targeted Readiness for HCBS Waiver Providers. The State has conducted
extensive outreach to all Medicaid beneficiaries and providers regarding the integration of PD waivers services into
KanCare. There have been five rounds of educational tours to multiple cities and towns across the state since July

2012. These tours generally included daily sessions for providers and daily sessions for beneficiaries (and nsually included
two different beneficiary sessions in the day — one earlier in the day and one later in the day to accommodate a wide range
of schedules). Two of these tours were for all KanCare beneficiaries and providers; one focused on dental providers; and
one was specifically focused on those beneficiaries and providers that have not previously been in managed care. The final
tour is being conducted after member selection materials are distributed, in November 2012, designed specifically to assist
beneficiaries in fully understanding their options and selecting their KanCare plan.

In addition to beneficiary education, the providers that support HCBS waiver members have received additional outreach,
information, transition planning and education regarding the KanCare program, to ensure an effective and sinooth
transition. In addition to the broader KanCare provider outreach (including educational tours and weekly stakeholder
update calls), the providers that support HCBS waiver members have had focused discussions with state staff and MCO
staff about operationalizing the KanCare program; abouf transition planning (and specific flexibility to support this) for the
shift of targeted case management into MCQ care management; and about member support in selecting their KanCare
plan,

Beneficiaries received notices throughout November informing them of the changes that the KanCare program will bring
effective 1.1.13, pending CMS approval; advising them as to which of the three KanCare plans they had been tentatively
assigned to; explaining how to make a different choice if desired; describing the relative benefits available to them under
each of the three KanCare plans; describing grievances and appeals; and providing contact information for eligibitity and
the enrollment broker,as well as each of the KanCare plans. A further notice will be mailed in late November-early
December 2012 to HCBS beneficiaries specifically, which will specifically address the how the HCBS services will
transition into KanCare, how the HCBS waiver services will continue, the 180 day transition safeguard for existing plans of
care, and when applicable the role of new ADRC/level of care determination contractors. The materials provided are in
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languages, formats and reading levels to meet enrollee needs. The State will track returned mail and make additional
oufreach attempts for any beneficiary whose notification is returned,

During the first 180 days of the program, the State will continue with its educational activities after initial implementation to
ensure providers, beneficiaries, and stakeholders are reminded of their enrollment and choice options.

2. Efforts to Preserve Existing Provider Relationships, Wherever possible, the State has pre-assigned members to a health
plan in which its existing providers are participating, Beneficiaries will be allowed to access services with existing providers
during the first 90 days of implementation, regardless of whether the provider is in the plan’s network. If a new plan of care
is not established in this 90 day period, this protection of both services and existing providers will continue up to either 180
days or the time a new plan of care is established. This period is extended to one year for residential service providers. For
beneficiaries who do not receive a service assessment and revised service plan within the first 180 days, the health plan wilt
be required to continue the service plan already in existence until a new service plan is created, agreed upon by the enrollee,
and implemented. A member who does not receive a service assessment and revised service plan during the 90 day choice
period may disenrol} from his or her health plan “for cause” within 30 days of receiving a new plan of care, and select
another KanCare plan managed care organization.

3. Information Sharing with KanCare Health Plans. Once the member is assigned to a health plan, the State and/or current
case management entities will transmit the following data to the consumer's new MCO:

*» Qutstanding Prior Authorizations

» Functional assessments

» Plan of Care (along with associated providers)

* Notices of Action

+ Historical claims

* Historical Prior Authorizations

This information serves as a baseline for the health plan’s care management process and allows the care management team
to assess the level of support and education the member may need.

4. Continuity of Services During the Transition. In order to maintain continuity of services and allow health plans time to
outreach and assess the members, the State of Kansas has required the KanCare health plans to authorize and continue ali
existing PD services for a period of 180 days, or until a comprehensive needs assessment is completed face-to-face and a
new, person centric plan of care, is developed and approved.

Also, to ensure continuity of services, the State will allow providers to continue to use the State’s MMIS to enter claims,
The option will ease a technical consideration of the transition for providers who do not have experience billing directly to
commercial clearinghouses or other payers.

3. Intensive State Oversight. Kansas Department for Aging and Disability Services long term care licensure and quality
assurance staff will provide oversight and “ride alongs” with health plan staff to ensure a smooth transition for the first 180
days. The State will review any reductions or termination of services and must approve any reduction in advance of the
change.

Errolees will have all appeal rights afforded through the MCO and state fair hearing process, including the ability to
continue services during the appeal.

The State will require each health plan to maintain a call center and will review call center statistics daily. The State will
also hold regular calls with each health plan to discuss key operational activities and address any concerns or questions that
arise, Issues to be discussed can inciude, but are not limited to, network reporting and provider panel size reports, call
center operations, reasons for member calls, complaint and appeal tracking, health plan outreach activities, service planning,
data transfer, claims processing, and any other issue encountered during transition. The State will also review beneficiary
complaints and grievances/appeals during the initial implementation on a frequent basis, and will have comprehensive
managed care oversight, quality improvement and contract management,

6. Designation of an Ombudsman. There will be a KanCare Ombudsman in the Kansas Department for Aging and
Disability Services, The KanCare Ombudsman helps people in Kansas who are enrolled in a KanCare plan, with a primary
focus on individuals participating the HCBS waiver program or receiving other long term care services through KanCare.

The KanCare Ombudsman helps health plan members with access and service concerns, provides information about the
KanCare grievance and appeal process that is available through the KanCare plans and the state fair hearing process, and
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assists KanCare consumers seek resolution to complaints or concerns regarding their fair treatment and interaction with their
KanCare plan.

The KanCare Ombudsman will:

Help consumers to resolve service-related problems when resolution is not available directly through a provider or health
plan,

Help consumers understand and resolve notices of action or non-coverage.

Assist consumers learn and navigate the grievance and appeal process at the KanCare plan, and the State fair hearing
process, and help themn as needed.

Assist consumers to seek remedies when they feel their rights have been violated.

Assist consumers understand their KanCare plan and how to interact with the programs benefits.

7.There is no impact to children and adults currently served on the waiver, as the State is not reducing the number of
individuals served. Of the 13 youth curréntly on the PD wait list, four are enrolled in CHIP, and six in Medicaid. Three of
the 13 do not currently have coverage. Therefore, as the State previously had indicated, we are reserving five waiver slots
for individuals ages 16 to 19 applying for the waiver who may need (o enroll to secure Medicaid eligibility. With this
mechanism in place, there is no possibility that a child’s access to Medicaid eligibility would be restricted or slowed as a
result of the change in waiver slots

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 CMS guidance.

Consult with CMS for instructions before completing this item. This field describes the status of a transition process at the
point in time of submission. Relevant information in the planming 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 seltings requirements, including the compliance and transition requirements at 42 CFR 441,301
{ci(6), and that this submission is consistent with the portions of the statewide HCB settings transition plan that are germane
to this waiver. Quote or swmmarize 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
HCRB setting requirements as of the date of submission. Do not duplicate that information here.

Updaie this field and Appendix C-5 when submitting @ renewal or amendment to this waiver for other purposes. it is not
necessary for the state to amend fhe waiver solely for the purpose of updating this field and Appendix C-5. At the end of the
state's HCB settings iransition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
"Completed" in this field, and include in Section C-3 the information on all HCB settings in the waiver.

1. Developed Transition Plan for HCBS settings for HCBS Final Setting Rule

a, KDADS has developed a statewide transition plan for bringing HCBS provider-owned and provider-conirolled settings
into compliance with new HCBS settings. We propose a 5 year allowance to carry the transition plan for the HCBS
Programs. The plan is as follows:

The new Home and Community Based Services (HCBS) Settings Rule from the Centers for Medicare and Medicaid
Services (CMS) applies to all programs that provide HCBS, In Kansas, this rufe will apply to all settings where HCBS are
provided

This Transition Plan ensures that all programs are in compliance with the new settings requirements and meets the
expectations of CMS prior to submission of the Statewide HCBS Setiings Compliance Transition Plan. The Final Transition
Plan will include:

An Overall Summary ofl

+ Public comments received

* Inventory and description of all HCBS settings

» How setting types meet or does not meet the federal HCBS settings requirements

An Assessment Plan

+ To Complete assessments for HCBS Settings
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+ To identify areas of non-compliance that need to be addressed
+ To identify the number of individuals affected by the HCBS Settings Rule

A Compliance Plan

* To ensure the health and safety of participants who reside in locations that need to meet corrective action requirements for
setting to come into compliance during the State’s specified transition timeline '

+ To move individuals to compliant settings, if necessary

* In April, the KDADS, Medicaid operating agency, and KDHE, single State Medicaid agency, identified settings that
should be reviewed for compliance with the HCBS Finat Rule related to HCBS settings.

Over the first six months of the Transition Plan, KDADS will conduct provider assessments and develop a compliance
summary froin each provider type and identify areas of non-compliance for further review. This assessinent wiil provide the
basis for identifying, settings in compliance with the rule, seftings requiring heightened scrutiny, and settings no longer
gualifying for HCBS,

KDADS will assess all provider setting types to identify the scope of compliance and measure the impact on individual
HCBS participants within 180 days of approval of the Transition Plan. The assessment will identify non-compliant settings
and barriers to achieving compliance that require additional time to address. The assessment will also identify settings
which are deemed ineligibie by the new rule for which relocation of HCBS patticipants will be required. Kansas will use
self-assessments, attestations, policy and record review, participant and provider interviews, observations, and other tools to
determme compliance with respect to the new rule.

*» Non-residential settings will be reassessed if additional guidance from CMS warrants more information to determine
compliance with the new rule. Non-residential settings will be assessed pending CMS additional guidance and within 90
days of approval of the Transition Plan.

* Quality Management Specialists (QMS), Health Facility Surveyors, and MCO Care Coordinators will assist the State in
identifying compliance related issues through normally ocourring interactions, and targeted reviews when heightened
scrutiny is determined appropriate or when settings are determined likely ineligible for HCBS. Additional protocols will be
added to existing quality review materials as part of ongoing compliance and quality assurance.

» HCBS settings will be provided the results of the assessment. Non-compliant settings will be asked to participate in Focus
Groups following the completion of statewide assessment period. The Focus Groups will identify areas and reasons of non-
compliance and additional guidelines and benchmarks for compliance with the Final Rule to ensure compliance of all HCBS
settings. HCBS settings will be required to submit a plan of correction to address any identified areas of non-compliance
which will be reviewed and accepted or rejected by the state.

During the next 12 months, the State will review existing policies, regulations and statutes to identify barriers to compliance
or conflicting information that hinders compliance. State law changes will be initiated to ensure compliance with HCBS
Settings Rule and other elements of the CMS Final Rule, if appropriate.

Within 12 months of approvat of the Transition Plan, the State will notify all HCBS settings and providers of their
compliance with the new Final Rule. All settings that are currently in compliance will be identified and shared publically
with MCOs, stakeholders and consumers, HCBS settings that need additional time to come into compliance will be notified
of non-compiiance areas, timelines for compliance, and benchmarks to achieving compliance within the shortest timeframe
possible.

* HCBS participants over sixfy-five {65) who currently reside in a setting that is no longer determined eligible to provide
HCBS services under the New Rule will be grandfathered in their current sefting as HCBS eligible during the five (5) years
after the approval of the Transition Plan if their individual conditions indicate move from the current setting would
reasonably pose a risk to their physical or psychological well-being, or prohibited from accepting new HCBS participants
unless compliance with the new rule can be achieved,

+ Settings that have regalatory or statutory limitations will be notified of the process, plan and timeline to complete changes
to regulation and state law to comply with the new Final Rule. This process may take up to two (2) years to complete.
Compliance steps will be required for the parts of the Final Rule that are not affected by regulatory or statutory limitations.
Individuals and providers will be notified of the process, plan and timeline for all seftings to come into comphance,

+ The State will update all provider manuals, consumer handbooks, and guides to incorporate the Final Rule requirements
within 90 days of completion of the Assessment and Compliance Review activities, Ongoing updates will be made as
settings become compliant with the new rule or regulation and statutes changed, Non-compliant settings will be monitored
by the quality assurance and program infegrity group during the transition plan, Failure to comply by the established
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deadlines coukd result in a final determination that the setting is non-compliant, and the transition plan for individuals will
be implemented.

For settings that are not compliant with the new Final Rule, the State will ensure appropriate transitions by working with
stakeholders and conumunity partners. Additional stakeholder input will be required to develop a comprehensive plan for
transition. However, all HCBS participants will be afforded education and information about their rights and responsibilities
prior to a transition from a non-compliant setting to a compliant setting. The State will establish a transition policy for
relocation or transition to compliant setiings after public input and comment that will address the process for transition,
ensure choice is provided, and identify timeframes for appropriate transition. :

Over the next five years, the Kansas Department for Aging and Disability Services (KDADS) will ensure that all residential
and non-residential focations where a person receives home and

Community-based servieces (HCBS) through Medicaid allows individuals to be integrated in and have support for full access
to services in the greater community, including opportunities o seek

Employment and work in competitive integrated settings, to control personal resources, and to engage in community life in
the same way as individuals not receiving Medicaid HCBS.

in HCBS settings, the individual will have:

* A leasc or a written agreement with eviction and appeals rights

+ Choice of settings and roommates based on their needs, preferences, and resources

» Choice of services and supports, and who provides

* Rights of privacy (lockable doors), dignity, respect, and freedom from coercion and restraint
» Right to control personal resources and make money in a job in the community

* Support for choice of daily activities, physical environment, and with whom to interact

* Freedom and support to control their own schedules, activities, and access food at any time

* Right and ability to have visitors of their choosing at any time

+ A setting that is physically accessible, including ADA compliant

* Any limit or restriction supported by a specific assessed need, evaluated frequently, and be approved by the individual,
parent or guardian

All provider controlled and owned residential and non-residential settings will be reviewed (regardless of license
requirements), within 180 days of approval of the Transition Plan to identify settings that do not meet the rule and need
additional time to address. KDADS does not anticipate HCBS setting compliance fssues due to the program recipients being
primarily children who are served in their family homes, or similar settings, and the identified limitations in residentiai
settings will not apply to their services and supports. The settings will be evaluated for compliance regarding non-residential
seftings when federal guidance is available. Noncompliance will be addressed on a case-by-case basis.

During 2015, KDADS will assess all HCBS Settings by June 30, 20135 to identify settings that comply with the HCBS
Setting Rule and review state law and program policies that may need to be changed. KDADS will make changes to the
Transition Plan in 2015 to set more specific timelines and benchmarks for compliance. By December 31, 2015, KDADS
will identify all providers and individuals who may be affected by the changing rules and seck public input on timeframes
and benchmarks, During 2016, KDADS will notify all HCBS providers of non-compliance areas, timelines for compliance
and benchmarks for achieving compiiance in the shortest period possible, KDADS may change the Transition Plan to ensure
compliance with the HCBS Setting Rules based on the State’s Transition Plan for Access, Compliance and Public
Engagement

Additionai Needed Information (Optional)

Provide additional needed information for the waiver {optional):

N/A

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):

(.} The waiver is operated by the State Medicaid agency.
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Specify the Medicaid agency division/unit that has line authority for the operation of the waiver progratn (select
one).

() The Medical Assistance Unit,

Specify the unit name:

(Do not complete item A-2)
{} Another divisionfunit within the State Medicaid agency that is separate from the Medical Assistance
Unit,

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

e

yoA

(Complete item A-2-a).
@ The waiver is operated by a separate agency of the State that is not a division/unit of the Medicaid agency.

Specify the division/unit name:
Kansas Department for Aging and Disability Services/Community Services and Programs Commission

In accordance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the
administration and supervision of the waiver and issues policies, rules and regulations related to the waiver. The
interagency agreement or memorandum of understanding that sets forth the authority and arrangements for this
policy is available through the Medicaid agency to CMS upon request. (Complete 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:

As indicated in section 1 of this appendix, the waiver is not operated by another division/unit within the
State Medicaid agency. Thus this section does not need to be completed.

Ia

o
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:
Kansas Department of Health and Environment (KDHE), which is the single state Medicaid agency (SSMA),
and the Kansas Department for Aging and Disability Services (KDADS) have an interagency agreement
which, among other things:
« Specifies that the SSMA is the final authority on compensatory Medicaid costs.
* Recognizes the responsibilities imposed upon the SSMA as the agency authorized to administer the
Medicaid program, and the importance of ensuring that the SSMA refains final authority necessary to
discharge those responsibilities.
*» Requires the SSMA approve all new contracts, MOUs, grants or other similar documents that involve the
use of Medicaid funds,
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» Notes that the agencies will work in collaboration for the effective and efficient operation of Medicaid
health care programs, including the development and implementation of all program policies, and for the
purpose of compliance with afl required reporting and auditing of Medicaid programs.

* Requires the SSMA to provide KDADS with professional assistance and information, and both agencies to
have designated liaisons to coordinate and collaborate through the policy implementation process,

* Delegates to KDADS the authority for administering and managing certain Medicaid-funded programs,
including those covered by this waiver application.

» Specifies that the SSMA has final approval of regulations, SPAs and MMIS policies, is responsible for the
policy process, and is responsible for the submission of applications/amendments to CMS in order to secure
and maintain existing and proposed waivers, with KDADS furnishing information, recommendations and
participation. (The submission of this waiver application is an operational example of this relationship. Core
concepts were developed through collaboration among program and operations staff from both the SSMA
and KDADS; functional pieces of the waiver were developed collectively by KDHE and KDADS staff; and
overview/approval of the submission was provided by the SSMA, after review by key administrative and
operations staff and approval of hoth agencies' leadership.)

In addition to leadership-level meetings to address guiding policy and system management issues (both
ongoing periodic meetings aind as needed, issue-specific discussions}, the SSMA ensures that KDADS
performs assigned operational and administrative functions by the following means:

a. Regular meetings are held by the SSMA with 1eptesentatlves from KDADS to discuss:

* Information received from CMS;

* Proposed policy changes;

« Waiver amendments and changes;

« Data collected through the quality review process

» Eligibility, numbers of consumers being served

* Fiscal projections; and

+ Any other topics related to the waivers and Medicaid.

b. All policy changes related to the waivers are approved by KDHE. This process includes a face to face
meeting with KDHE staff.

c¢. Waiver renewals, 372 reports, any other federal reporting requirements, and requests for watver
amendments must be approved by KDHE.

d. Correspondence with CMS is copied to KDHE.

Kansas Departinent of Health and Environment, as the single state Medicaid agency, has oversight
responsibilities for all Medicaid programs, including direct involvement or review of all functions related to
HCBS waivers. In addition, under the KanCare program, as the HCBS waiver programs merge into
comprehensive managed care, KDHE will have oversight of all portions of the program and the KanCare
MCO contracts, and will collaborate with KDADS regarding IICBS program management, inclading those
items identified in part {a) above., The key component of that collaboration will be through the KanCare
Interagency Monitoring Team, an important part of the overall state’s KanCare Quality Improvement
Strategy, which will provide quality review and monitoring of all aspects of the KanCare program — engaging
program management, contract management, and financial management staff from both KDHE and KDADS,

The services in this waiver are becoining part of the state’s KanCare comprehensive Medicaid managed care
program. The quality monitoring and oversight for that program, and the interagency monitoring (including
the SSMA’s monitoring of delegated functions to the Operating Agency) will be guided by the KanCare
Quality Improvement Strategy. A critical component of that strategy is the engagement of the KanCare
Interagency Monitoring Team, which will bring together leadership, program management, contract
management, fiscal management and other staff/resources to coliectively monitor the extensive reporting,
review results and other quatity information and data related to the KanCare program and services. Because
of the managed care structure, and the integrated focus of service delivery/care management, the core
monitoring processes — including IMT meetings — will be on a quarterly basis, While continuous monitoring
will be conducted, including on monthly and other intervals, the aggregation, analysis and trending processes
will be built around that quarterly structure, Kansas will be amending the KanCare QIS to include the
concurrent HCBS waiver connections, and once the QIS is operational (and within 12 months of KanCare
launching) will be seeking CMS approval of amendments of the HCBS waivers that embed the KanCare QIS

structure.
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Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative
functions on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):
(€ Yes, Contracted entities perform waiver operational and administrative functions on behalf of the
Medicaid agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5

and A-6.:
The state's contracted Aging & Disability Resource Center (ADRC) conducts participant waiver assessment and
leve! of care evaluation activities for current and potential consumers, as well as options counseling,

Managed Care Organizations conduct plan of care development and related service anthorization, develop and
review service plans, assist with utilization management, conduct provider credentialing, provider manual, and
other provider guidance; and participate in the comprehensive state quality improvement strategy for the
KanCare program including this waiver,

{J No. Contracted entities do not perform waiver operational and administrative functions on behalf of the
Medicaid 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):

{8 Not applicable L
() Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.

Check each that applies:
["1 Local/Regional non-state public agencies perform waiver operational and administrative functions at the

local or regional level, There is an interagency agreement or memorandum of understanding between
the State and these agencies that sets forth responsibilities and performance requirements for these agencies
that is available through the Medicaid agency.

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

y
W

" Local/Regional non-governmental non-state entities conduct waiver operational and administrative
functions at the local or regionat level. There is a contract befween 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 responsibitities and performance requirements of the locai/regional entity. The contract(s)
under which private entities conduct waiver operational fimnctions are available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

Specifi 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 Local/Regional Non-State Entities. Specify
the state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state
entities in conducting waiver operational and administrative functions:

Kansas Department for Aging and Disabitity Services/ Community Services and Programs Commission

Appendix A: Waiver Administration and Operation
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6. Assessment Methods and Frequency. Describe the methods that are used to assess the performance of confracted

and/or local/regional non-state entities to ensure that they perform assigned waiver operational and administrative
functions in accordance with waiver requirements. Also specify how frequently the performance of contracted and/or
local/regional non-state entities is assessed:

Contracted entities, including both contracted entities/providers and the state’s contracted KanCare managed care
organizations, are monifored through the State’s KanCare Quality Improvement Strategy, which will provide quality
review and monitoring of all aspects of the KanCare program — €ngaging program management, contract
management, and financial management staff from both KDHE and KDADS. Al functions delegated to contracted
entities will be included in the State's comprehensive quality strategy review processes. A key component of that
monitoring and review process will be the KanCare Interagency Monitoring Team, which will include HCBS waiver
management staff from KDADS. In addition, the SSMA and the State operating agency will continue to operate
collaboratively under an interagency agreement, as addressed in part A.2.b above, and that agreement will including
oversight and monitoring of all HCBS programs and the KanCare MCOs and independent assessment contractors.

The KanCare Quality Improvement Strategy and interagency agreements/monitoriing teams will ensure that the
entities contracting with KDADS {the Waiver Operating Agency) are operating within the established

parameters. These parameters include CMS rules/guidelines, the approved KanCare managed care contracts and
related 1115 waiver, Kansas statutes and regulations, and related policies, Included in the QIS will be ongoing
assessment of the results of onsite monitoring and in-person reviews with a sample of HCBS waiver participants.
The KanCare Interagency Monitoring Team (IMT) will meet quarterly, and during the initial year of the KanCare
program will have additional meetings of members involved in HCBS quality activities at both the single state
Moedicaid agency (KDHE) and the operating agency (KDADS). During the first 12 months of KanCare, as noted in
the 1115 STC #45, the state will have flexibility in merging existing quality monitoring practices and protocols into
the Comprehensive State Quality Strategy addressed in STC #37, and reporting the results of the strategy in
connection of the HCBS waiver service oversight and monitoring, Once that review and merger process is
completed, and related HBCS waiver amendments are submitted {(by 12.13.13), the comprehensive KanCare SQS
will be revised within 90 days of approval of the IHICBS waiver amendments submitted. Included in the revised 5QS
will be a description of monitoring/assessment of the contracted entities, including the IMT’s quarterly review of the
results that monitoring/assessment.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or

entities that have responsibility for conducting each of the waiver operational and administrative functions listed
(check each that applies):

In accordance with 42 CFR §431.16, when the Medicaid agency does not directly conduct a function, it supervises the
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 Single State Medicaid
Agency (1) conducis 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 Contracted

Agency Agency Entity
Participant waiver enrollment Wi W Vi
YWaiver enrollment managed against approved limits W W Vi
Waiver expenditures managed against approved fevels v W i
Level of care evaluation o Y4
Revicw of Participant service plans . v Vv
Prior authorization of waiver services v Wi
Utilization management v ¥4
Qualified provider enrollment o Wi
Execution of Medicaid provider agreements 7 Pl
Establishment of a statewide rate methodology 7 P
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- . Medicaid Other State Operating Contracted
Funetion ;
Agency Agency Entity
Rules, policies, procedurcs and information development governing W/ W )
the waiver program I o )
Quality assurance and quality improvement activities M o

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State Medicaid

Agency

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the

State’s methods for discovery and remediation.

a. Methods for Discovery: Administrative Authority

The Medicald 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 eitities.

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
Jound 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 openings in 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 paossible, include numerator/denominator.

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

analyze and assess progress toward the performance measure. In this section provide information on the

method by which each source of data is analyzed statistically/deductively or inductively, how themes are

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

Performance Measure:

Number and percent of waiver poliey changes that were submitted to the State
Medicaid Agency prior to implementation by the Operating Agency N=Number of
waiver policy changes that were submitted to the State Medicaid Agency prior to
implementation by the Operating Agency D=Number of waiver policy changes

implemented by the Operating Agency

Data Source (Select one):
Other

If *'Other" is selected, specify:
Presentation of waiver policy changes

Responsible Party for Frequeney of data
data collection/generation ] collection/generation
(check each that applies): |(check each that applies)}:

Sampling Approachfcheck
each that applies):

.t State Medieaid i | Weekly /| 100% Review
Agency
W/ Operating Agency i | Monthly 71 Less than 100%

Review
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"t Sub-State Entity {1 Quarterly i1 Representative
Sample
Confidence
Interval=
1 Other {71 Annually 7} Stratified
Specify: _ » Describe Group:
g 4 A
? I ”
I T
i/t Continuously and 7} Other
Ongoing Specify:
7 B I‘j)’
1 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).

/i State Medicaid Agency

[} Weekly

Page 21 of 182

i Operating Agency [} Monthly
{ 1 Sub-State Entity {1 Quarterly
{_] Other i/ Annually

Specify:

§ e

i

| >

& Continuously and Ongoing

1 Other

i

i St

Performance Measure:

Number and percent of Long-Term Care meetings that were represented by the
program managers through in-person attendance or written reports N=Number of
Long-Term Care meetings that were represented by the program managers through in-
person attendance or written reports D=Number of Long-Term Care meetings

Data Source (Sefect one):
Meeting minutes
If 'Other’ is selected, specify:

Responsible Party for Frequency of data
data collection/generation | collection/generation
(check each that applies): | (check each that applies):

Sampling Approach{check
each that applies):
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/i State Medicaid [ Weekly W1 100% Review
Agency
/1 Operating Agency . | Monthly { 1 Less than 100%
Review
{77 Sub-State Entity 7 Quarterly I"i Representative
Sample
Confidence
Interval= |
i 1 Other 71 Annually { | Stratified
Specify: Describe Group: |
/i Continuously and | [ | Other
Ongoing Specify
7
gt

71 Other
Specify:

:
}
H
i

#y
B

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):

i

(/| State Medicaid Agency [ Weekly
i/l Operating Agency [ | Monthly
(7] Sub-State Entity [ ] Quarterly
{ | Other I/ Annually
Specify:
| #

[ Continuously and Ongoing

{ 1 Other

Specify:
!

: .
i
H

Performance Measure:

Number and percent of Quality Review reports generated by KDADS, the Operating
Agency, that were submitted to the State Medicaid Agency N=Number of Quality
Review reports generated by KDADS, the Operating Agency, that were submitted to
the State Medicaid Agency D=Number of Quality Review reports

Data Source (Select one):

hitps:/fwms-mmdl.cdsvde.com/WMS/faces/protected/35/print/PrintSelector.jsp

Page 22 of 182

12/31/2014



Application for 1915(c) HCBS Waiver: Dratt KS.014.04.00 - Jan 01, 2015 Page 23 of 182

Other
If'Other’ is selected, specity:
Quality Review reports

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
{check each that applies): | ({check each that applies):
| State Medicaid {1 Weekly /i 100% Review
Agency
W/ Operating Agency 1 Monthly 1 Less than 100%
Review
T} Sub-State Entity +/ Quarterly | Representative
Sample
Confidence
Interval= .
"ﬁ_;)
{1 Other T 1 Annually | | Stratified
Specify: Desctibe Group: |
% 5 p‘f'\é
g LY i
1 Continvously and {7} Other
Ongoing Specity:
. 5
7 Other
Specify: -
I
!
A i

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

/i Operating Agency [ 1 Monthly

1 Sub-State Entity W Quarterly '
L | Other [ Annually

Specify:

<

™ Continuously and Ongoing

| i Other
Specify: o
é 7 ’*’a
g o

Performance Measure:
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Number and percent of waiver amendments and renewals reviewed and approved by
the State Medicaid Agency prior to submission to CMS by the State Medicaid Agency
N=Number of waiver amendments and renewals reviewed and approved by the State
Medicaid Agency prior to submission to CMS D=Total number of waiver amendments
and renewals

Data Source (Select one):

Other

If'Other' is selected, specify:
Waiver amendments and renewals

Responsible Party for Frequency of data Sampling Approachicheck
data collection/generation |collection/generation each that applies):
(check each that applies): | {check each that applies): '
/i State Medicaid 7 Weeldy V1 100% Review
Agency
/| Operating Agency & Monthly i1 Less than 100%
Review
{1 Sub-State Entity 1 Quarterly i1 Representative
Sample
Confidence
Interval=
1 Other 71 Annually {1 Stratified
Specify: .. Describe Group:
- &
/. Continuously and [} Other
Ongoing Specify:

77 Other
Specify:
§ A
| v

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 i1 Weekly
/| Operating Agency 7] Monthly
{"} Sub-State Entity 71 Quarterly
[} Other i/, Annually
Specify: :
N, /,
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il.

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

{ i Other
Specify:

|

H L
¢

I 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.

Kansas Department of Health and Environment, Division of Health Care Finance {(KDHE), the single state
Medicaid agency, and Kansas Department for Aging and Disability Services (KDADS) work together to
develop state operating agency priority identification regarding all waiver assurances and minimum
standards/basic assurances. The state agencies work in partnership with consumers, advocacy organizations,
provider groups and other interested stakeholders to monitor the state quality strategy and performance
standards and discuss priorities for remediation and improvement. The state quality improvement strategy
includes protocols to review cross-service system data to identify trends and opportunities for improvement
related to all Kansas waivers, policy and procedure development and systems change initiatives.

Data gathered by KDADS Regional Staff during the Quality Survey Process is compiled quarterly for
evaluation and trending to identify areas for improvement. Upon completion of identified arcas of
improvement this information is compiled into reports and shared both internally and externally, including
with KDHE, As the KanCare program is operationalized, staff of the three plans will be engaged with state
staff to ensure strong understanding of Kansas’ waiver programs and the quality measures associated with
each waiver program, These measures and collection/reporting protocols, together with others that ave part
of the KanCare MCO contract, are included in a statewide comprehensive KanCare quality improvement
strategy which is regularly reviewed and adjusted. That plan is contributed to and monitored through a state
interagency monitoring team, which includes program managers, fiscal staff and other relevant
stafffresources from both the state Medicaid agency and the state operating agency.

b. Methods for Remediation/Fixing Individual Problems

i

il

Describe the State’s 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.

State staff and/or KanCare MCO staff request, approve, and assure implementation of provider corrective
action planning and/or technical assistance to address non-compliance with waiver and performance
standards as detected through on-site monitoring, survey results and other performance monitoring. These
processes are monitored by both program managers and other relevant state and MCO staff, depending upon
the type of issue involved, and results tracked consistent with the statewide quality improvement strategy and
the operating protocols of the Interagency Monitoring Team,

Monitoring and survey results are compiled, frended, reviewed, and disseminated consistent with protocols
identified in the statewide quality improvement strategy. Each provider receives annual data trending which
identifies Provider specific performance levels related to statewide performance standards and statewide
averages. Corrective Action Plan requests, technical assistance and/or follow-up to remediate negative
trending are included in annual reports where negative frending is evidenced.

Remediation Data Aggregation

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

Responsible Party(check each that applies): F::glll;sl;zgcz:;(a‘:z;,gtg;::ﬁ;ip(}i;?d
W/ State Medicaid Agency 7 Weekly

Wi Operating Agency [ | Monthly

{1 Sub-State Entity W/ Quarterly

{] Other /1 Annually
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Frequency of data aggregation and

Respousible Party{cheék each that applies): analysis{check each that applies):

Specify:

{1 Continuously and Ongoing

{1 Other
Specify:

c. Timelines
‘When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational.

& No
{2 Yes
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix B: Participant Access and 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. I
accordance with 42 CFR §441,.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 mavinum (if any)
age of individuals served in each subgroup:

Maximum Age |

Target Group Tneluded TFarget SubGroup Minimum Age | Maximum Age [No Maximum Age
Limit Limit

/i Aged or Disabled, or Both - General

A ped i
{Disabled (Physical) 16 64

Disabled (Other)
cific Recognized Subgroups

{7t Aged or Disa

Brain Injury

i HIV/ATDS il

P Nedically Fragile I

i Technology Dependent [

1 Entellectual Disability o Developmental Disability, or Both

P Autism i

Developmental Disability - i
Intellectual Disability ]

i Mental [llness

[ Vental Iliness
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MMaximum Age

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

i [Serious Emotionat Disturbanece

b. Additional Criteria. The State further specifies its target group(s) as fotlows:

Consumers must meet the level of care required for Nursing Facility placement determined by the Medicaid Long
Term Care (LTC) threshold score for Physical Disability (PD) based on an assessment using the functional
assessment instrument in order to be eligible for PD waiver services. Eligibility is assessed annually using the
functional assessment instrument. Consumers must also be determined physically disabled by Social Security
standards. Individual with [SPMI] diagnosis must also be defermined physically disabled by Social Security
standard.

The criteria excludes those persons who have only a diagnosis of severe and persistent mental illness [SPMI], and
severe emotional disturbance (SED), and must not meet the definition of having intelleciual or developmental
disability (I/DD) as established by Kansas Statute 39-1803.

If under age 21years, a PD waiver consumer must have a KAN-Be-Healthy (EPSDT) screening completed on an
annual basis. :

Contractors will conduct eligibility determination in accordance with the CMS approved level of care criteria. The
program eligibility criteria requires consumers meet the level of care reguired for Nursing Facility placement
determined by the Medicaid Long Term Care (LTC) threshold score for Physical Disability (PD) based on an
assessment using the functional assessment instrument in order to be eligible for PD waiver services. Eligibility is
assessed annually using the state approved functional assessment instrument in accordance with the established

criteria.

The criteria for PD waiver level of care eligibility are as follows:

1. Be between the ages of 16 and 64,

2. Consumer must bé a Kansas resident

3. Be determined physically disabled by the Social Security Standard as defined below. In the event the disability
determination does not clearly indicate a “physical disability”, the State will request additional documentation to
support the individual’s disability. The documentation provided must have relevant information to support the
person’s physical disability.

4. Need assistance to perform activities of daily living.

5. Meet the level of care required for Nursing Facility placement determined by the Medicaid Long Term Care
(LTC) threshold score for Physical Disability (PD) based on the functional assessment instinment.

6. If under age 21 years, the individual must have a current KAN-Be-Healthy (EPSDT) screening.

¢. Transition of Individuals Affected by Maximwmn 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 oneg}:

(> Not applicable. There is no maximum age limit

{® The following transition planning procedures are employed for participants who wilk reach the
waiver's maximum age limit.

Specifin

PD consumers who have participated in the WORK program have the option to return to the PID program and
bypass the waitlist, Consistent with CMS required annual eligibility redetermination, the consumer must be
reassessed for PD level of care eligibility within 90 days of leaving the WORXK program. If the consumer is
determined to not meet level of care eligibility, KDADS will terminate services using established process,
including appeal rights.

Consumers who are approaching their 65th birthday have a choice of remaining on the HCBS Physical
Disability (PD) waiver or transitioning to the HCBS Frail Elderly (FE) waiver provided they meet established
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criteria, KanCare MCOs consult with consumers to discuss options and to determine consumers' individual
choices. Consumers currently receiving HCBS-PD waiver services who choose to transition fo the HCBS-FE
waiver at aged 65 years are assisted by their chosen KanCare MCO to complete the necessary assessment and
Plan of Care development and related changes. The waiver consumer Plan of Care costs are paid by the HCBS-
PD waiver until the consumer's 65th birthday. The consumer Plan of Care costs are paid by the HCBS-FE
waiver from the consumer's 65th birthday through his/her termination of waiver services (HCBS/PD Policy and

Procedure Manual.)

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 derry home and
community-based services or enirance to the waiver to an otherwise eligible individual (sefect one). Please note that a
State may have only ONE individual cost limit for the purposes of determining eligibility for the waiver:

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

{.) Cost Limit in Excess of Institutional 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 a level of care specified for the waiver up to an amount specified by
the State. Complete ltems B-2-b and B-2-c.

-The limit specified by the State is (select one)

{3 Alevel higher than 100% of the institutional average.

Specify the percentage:{:]

{2 Other

Specify:

(2 Institufional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the State refuses enfrance 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.

(.} 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

a level of care specified for the waiver.

Specify the basis of the limit, including evidence that the limit is sufficient 1o assure the heaith and welfare of
waiver participants. Complete Ifems B-2-b and B-2-c.

The cost limit specified by the State is (select one):

> The following dollar amount:

Specify dollar amount:|:l

Fhe dollar amount (select one)

P

O Ts adjusted each year that the waiver is in effect by applying the following formula:
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Specify the formula:

- May be adjusted during the period the waiver js in effect, The State will submit a waiver
amendment to CMS to adjust the dollar amount,

¢ The following percentage that is less than 100% of the institutional average:
Specify percent:l:]
(& Other:

Specifi:

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:

ESN
Ea

87

¢. Participant Safeguards. When the State specifies an individual cost limit in Item B-2-a and there is a change in the
participant's condition or circumstances posi-entrance to the waiver that requires the provision of services in 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 (cireck each that applies).
{1 The participant is referred to another waiver that can accommodate the individual's needs.

71 Additional services in excess of the individual cost limi¢ may be authorized.

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

T

1 Other safegnard(s)

Specify:

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

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated
participants who are served in each year that the waiver is in effect. The State will submit a waiver amendment to
CMS to modify the number of participants specified for any year(s), including when a modification is necessary due
to legislative appropriation or another reason. The number of unduplicated participants specified in this table is basis
for the cost-neutrality calculations in Appendix JI:
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Table: B-3-a
Waiver Year Unduplicated Number of Participants
Y ear 1 5‘0‘9‘2“_!
Year 2 @—!
Year 3 %‘2“—_}
Year 4 IW’
Year 5 l.mgz—i

Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number

of participants specified in Ttem B-3-a, the State may limii to a lesser number the number of participants who will be
served at any point in time during a waiver year. Indicate whether the State limits the number of participants in this

way: (select one):

{’} The State does not limit the number of participants that it serves at any point in time during a

waiver year.

{® The State limits the number of participants that it serves at any point in tilme during a waiver year.

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

Fable: B-3-b

Waiver Year

Maximum Number of Participants
Served At Any Point During the Year

Year 1

16092 ]

[Year 2

l6092 !

Year 3

l 6092 ;

Yeanr 4

i6092 !

[Year 5

|6092 !

Appendix B: Participant Access and Eligibility

B-3: Number of Individuals Served (2 of 4)

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

J Not applicable, The state does not reserve capacity.

® The State reserves capacity for the following purpose(s).
Purpose{s) the State reserves capacity for:

Purposes

WORK Program

Temporary Insitutonal Stay

Money Follows the Person (MFF)

Military Inclusion

PD Eligible Participants 16-12 yecars
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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 lookup):
WORK Program
Purpose {describe):

The State reserves capacity for HCBS TBI program participants who have participated in the WORK
program have the option to return to the program and bypass the waitlist if the program maintains a
waitlist, Consistent with CMS required annual eligibility redetermination; participants must be
reassessed within 90 days of leaving the WORK program in accordance with program eligibility level
of care requirements. If the consumer is determined to not meet level of care eligibility, KDADS will
terminate services nsing established process, including appeal rights

Describe how the amount of reserved capacity was determined:

The amount of reserved capacity is determined using actual number of past participants who transition
back to the PD waiver from the WORK program,

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

Waiver Year Capacity Reserved
Year | 5
Year 2 5
Year 3 5.
Year 4 5
Year § 5

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 lookup):
Temporary Insitutonal Stay
Purpose (describe):

The state reserves capacity to maintain continued waiver eligibility for participants who enters into an
institution such as hospitals, ICF/ID or nursing facilities for the purpose of seeking treatment for
acute, habilitative or rehabilitative conditions on a temporary basis less than 90 days. Temporary stay
is defined as a stay that includes the month of admission and two months following

admission. Consumers that remain in the institution following the two month allotment will be
terminated from the HCBS program. The consumer can choose to reapply for services at a later date
and will be reinstated if the consumer meets program eligibility requirements or placed on a waiting
list if applicable.

Describe how the amount of reserved capacity was determined:
This amount is projected reserved capacity.

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

Waiver Year Capacity Reserved
Year 1 1150 |
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Waiver Year Capacity Reserved
Year 2 150
Year 3 150
Year 4 150
Year § 150

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 lookup):
Money Follows the Person (MFEP)
Purpose (describe):

The State reserves capacity for individuals fransitioning from the MFP grant program to the HCBS-
PD waiver. These individuals are moved onto the waiver inmediately following the expiration of
their MFP grant benefits,

In addition: State waiver appropriations historically have determined the number of individuals that
can be served in the waiver. Funding for slots will continue to be appropriated separately for each
waiver. To the extent annual appropriations remain constant or increase as savings from KanCare are
realized, the State intends to increase the number of individuals served and reserves the ability to
amend the waiver accordingly.

Describe how the amount of reserved capacity was determined:

MFP reserve capacity is based upon historial experience as to people who have chosen to enter the
MFP program and anticipated related transitions.

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

Waiver Year Capacity Reserved
Year |
Year 2
[Year 3
Year 4 . 110
Year 5 110

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 lookup):
Military Inclusion
Purpose (describe):

The State reserves capacity for military participants and their iinmediate dependent family members
who have been determined program eligible may bypass waitlist upon approval by KDADS,
Individuals who have been determined to meet the established PD waiver criteria will be allowed to
bypass the waitlist and access services.
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Describe how the amount of reserved capacity was determined:

There are no data to support this projection of reserved capacity. If the amount of need exceeds
reserve capacity,Kansas will submit an amendment to appropriately reflect the number unduplicated
persons served.

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

Waiver Year Capacity Reserved
[Year 1 5
Year 2 5
Year 3 5
Year 4 5
Year 5 5

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

Purpose (provide a title or short description o use for lookup):

PD Eligible Participants 16-19 years
Purpose {describe):
The State reserves capacity for PD waiver partipants age 16-19 years who may eligible o enter to the
program during waiver year 5 of this amendment, may bypass the waitlist if the individual meet the
criteria established by KDADS.
Describe how the amount of reserved capacily was determined:

The number of reserved capacity is based on actual PD waitlist data.

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

Waiver Year Capacity Reserved
Year 1
Year 2
Year 3
Year 4
[Vear 5 | 5

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

d. Scheduled Phase-In or Phase-Out. Within a waiver year, the State may make the number of participants who are
served subject to a phase-in or phase-out schedule (sefecr onej:

{® The waiver is not subject to a phase-in or a phase-out schedule,

s

{3 The waiver is subject to & phase-in or phase-out schedule that is included in Attachment #1 to
Appendix B-3. This schedule constitutes an intra-year limitation on the number of participants who
are served in the waiver,

e. Allocation of Waiver Capacity.
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Select one:

{8 Waiver capacity is allocated/managed on a statewide basis.
. Waiver capacity is allocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is allocated; (b) the methodology that is used to allocate
capacity and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity

among local/regional non-state entities:

L}

n 4

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

To be eligible for HCBS-PD waiver services, consumers must (a) be between the minimum age of 16 years and the
maximum age of 64 years; (b) meet the Medicaid long term care threshold; (c) be disabled according to Social
Security Disability Standards; and (d) be determined finctionally eligible for PD waiver services according to the
PD Uniform Assessment Instrument and threshold guide level of care score (K.A.R. 30-5-305; K.A.R. 30-5-309). In
the event the disability determination does not clearly indicate a “physical disability”, the State will request
additional documentation to support the individual’s disability. The documentation provided must have relevant
information to support the person’s physical disability.

Entry into the waiver is based on a first-come, first-served basis for applicants determined eligible. In the event
there is a waiting list, entry is based on the time and date the assessment is completed. Responsibility for managing
the witing list remains with the State (KDHE and KDADS).

1. Consumers may supersede the waiting list if they meet any one of the following groups:

2. Consumers transferring directly from another HCBS waiver;

3. Consumers transferring directly from the WORK program;

4, Applicants identified and approved as a Crisis Exceptions to the waiting list as established by Kansas Department
for Aging and Disability Services/ Community Services and Program Commission (KDADS);

5. Consumers exiting a Medicaid approved nursing facility through the Money Follows the Person program, who
previously gained access in this manner, will now gain access wnder reserve capacity,

6. Military participants and their immediate dependent family members (as defined by IRS) who have been
determined program eligible may bypass waitlist upon approval by KDADS if the individual meets the following
criteria:

a. A resident of Kansas or has maintained residency in Kansas as evidence by tax return or other documentation
demonstrating proof of residency

b. Must be active or recently separated (within 30 days) military personnel or dependent family members who are
eligible to receive TriCare Echo

¢. Have been receiving Tricare Echo at the time of separation from the military

d. Received an honorable discharge as indicated on the DD form 214

For the purpose of the military inclusion, IRS defines immediate family as a spouse, child, parent, brother or sister of
the individual in the military (IRS 1.25.1.2.2).

All individuals are held to the same criteria when qualifying for a crisis exception as in accordance with statewide

policies and guidelines.

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

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

Appendix B: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Waiver
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1. State Classification. The Siate is a (select one):
) §1634 State
(8 SSI Criteria State
{3 209(b) State
2. Miller Trust State.
Indicate whether the State is a Miller Trust State (select one):
® No
{J Yes
b. Medicaid Eligibility Groups Served in the Waiver, Individuals who receive services under this waiver are eligible

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

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

Low income families with children as provided in §1931 of the Act
i/; SSI recipients :
i Aged, blind or disabled in 209(b) states who are eligible under 42 CFR §435.121

[} Optional State supplement recipients
{1 Optional categorically needy aged and/or disabled individuals who have income at:

y

<

4

!
i

Select one:

> 100% of the Federal poverty level (FPL)
(O % of FPL, which is lower than 100% of FPL.

Specify percentage::,

{1 Working individuals with disabilities who buy into Medicaid (BBA working disabled group as provided in

------- §1902(a)(10)(A)(i)(XTID) of the Act)
"1 Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group as

* provided in §1902(x)(LO(A)G(XY) of the Act)
[ Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvement Coverage

" Group as provided in §1902(a)(10)(A)(i)(XVI) of the Act)
[ | Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134

eligibility group as provided in §1902(e)(3) of the Act)
1 Medically needy in 209(b) States (42 CFR §435.330)
/. Medically needy in 1634 States and SSI Criteria States (42 CFR §435.320, §435.322 and §435.324)
1 Other specified groups (include only statutory/regulatory reference to refiect the additional groups in the

State plan that may receive services under this waiver)

Specify:

™

BA

Special home and community-based walver group under 42 CFR §435.217} Note: When the special home and
community-based waiver group under 42 CFR §435.217 is included, Appendix B-3 must be completed

{J No. The State does not furnish waiver services to individuals in the special home and community-based
waiver group under 42 CFR §435.217. Appendix B-5 is not submitted

{8 Yes, The State furnishes waiver services to individuals in the special home and community-based waiver
group under 42 CFR §435.217,

Select one and complete Appendix B-35,
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(> All individuals in the special home and community-based waiver group under 42 CFR §435.217

@ Only the following groups of individuals in the special home and community-based waiver group
under 42 CFR §435.217

Check each that applies:

»/1 A special income level equal to:
Select one:

{® 300% of the SSI Federal Benefit Rate (FBR)
(> A percentage of FBR, which is lower than 300% (42 CFR §435.236)

Specify percentage: |:|

i A dollar amount which is lower than 300%.

Specify dolar amount:
{"] Aged, blind and disabled individuals who meet requirements that are more restrictive than the
SSI program (42 CFR §435.121)
/! Medically needy without spenddown in States which also provide Medicaid to recipients of SSI

{42 CFR §435.320, §435.322 and §435.324)
|t Medically needy without spend down in 209(b) States (42 CFR §435.33()

[ 1 Aged and disabled individuals who have income at:

Select one:

L7 100% of FPL
3 %% of FPL, which is lower than 100%.

M
o
H

e

Specify percentage amount:
[} Other specified groups (include only statutory/regulatory reference to reflect the additional
groups in the State plan that may receive services under this waiver)

Specify:

n

o,

E

Appendix B: Participant Access and 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 services to
individuals in the special home and community-based waiver group under 42 CFR §435.217, as indicated in Appendix B-4.
Post-eligibility applies only to the 42 CFR §435.217 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 §435.217:

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 services lo the 42 CFR §435.217 group effective at any
point during this time period. :

7 Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals

with 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 rules under §1924 of the Act.
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Complete ltems B-3-e (if the selection for B-4-a-i is S8 State or §1634) or B-5-f (if the selection for B-4-a-i is
209k State) and Trem B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time
periods before January 1, 2014 or afler December 31, 2018,
Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018 (select
onej. , .
{® Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals
with 2 community spouse for the special home and community-based waiver group.

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

® Use spousal post-eligibility rules under §1924 of the Act,
(Complete ltem B-5-b (SSI State) and lten B-5-d)

{J Use regular post-eligibility rules under 42 CFR §435.726 (SSI State) or under §435.735 (209b State)
(Complete Item B-3-b (SS1 State). Do nof complete ltem B-3-d)

(3 Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of individuals
with & community spouse for the special home and community-based waiver group. The State uses regular
post-eligibility rules for individuals with a community spouse,

(Complete ltem B-3-b (SSI State). Do not complete ftem B-5-d)

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (2 of 7)

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

b. Regular Post-Lligibility Treatment of Income: SSI State,

The State uses the post-eligibility rules at 42 CFR 435.726 for individuals who do not have a spouse or have a spouse
who is not a community spouse as specified in §1924 of the Act. Payment for home and community-based waiver-
services is reduced by the amount remaining afier deducting the following allowances and expenses from the waiver

participant’s income:

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

{_) The following standard included under the State plan

Select one:

Y

3 SSI standard
3 Optional State supplement standard
{} Medically needy income standard

P . . . ) N .
‘_} The special income level for institutionalized persons

(select one):

{2 300% of the SSI Federal Benefit Rate (FBR)
¥ A percentage of the FBR, which is Iess than 300%

Specify the percentage:[:

> A dollar amount which is less than 300%.

Specify dollar amount:{:l

{7 A percentage of the Federal poverty level

Specify percentage:l:i

{} Other standard included under the State Plan
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Specify:

' The following doHar amount

Specify dollar anlount:[: If this amount changes, this item will be revised.

{_* The following formula is used to determine the needs allowance:

Specify:

® Other

Specify:

Operationatly, the State will continue to calculate patient liability, or member Share of Cost, and
providers will continue to be responsible for collecting it. In practice, this means the State will reduce
capitation payments by the individual Share of Cost amounts. The reduction will be passed from the
MCO to the provider in the form of reduced reimbursement, and the provider will be responsible for
collecting the difference,

The dollar amount for the allowance is $727. Excess income will only be applied to the cost of 1915(c)
waiver services,

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

{8 Not Applicable
.} The state provides an allowance for a spouse who does not meet the definition of a community
spouse in §1924 of the Act. Describe the circumstances under which this allowance is provided:

Specify:

Specify the amount of the allowance (select one).

MY

b 8SI standard
_} Optional State supplement standard
{0 Medically needy income standard

{_) The folowing dollar amount:

P

Specify dollar amount:[:] If this amount changes, this item will be revised,

{_} The amount is determined using the following formula:

Specify:

iii. Alowance for the family (select one):

(_} Not Applicable (see instructions)
) AFDC need standard
® Medically needy income standard
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{ The following dollar amount:

Specify dollar amount:[:] The amount specified cannot exceed the higher of the need standard

for a family of the same size used to determine eligibility under the State's approved AFDC plan or the
medically needy income standard established under 42 CFR §435.811 for a family of the same size. If
this amount changes, this item will be revised.

{3 The amount is determined using the following formula:

Specify:

.

() Other

Specifi:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party,
specified in 42 §CFR 435.726:
a. Health insurance premiums, deductibles and co-insurance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered under the
State's Medicaid plan, subject to reasonable limits that the State may establish on the amounts of these

€XpEenses.

Select one:

() Not Applicable (see instructions)Note: If the State protects the maxinuum amount for the waiver
participant, not applicable must be selected.

(& The State does not establish reasonable limits,
) The State establishes the following reasonable limits

Specify:

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 afier 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 therefore this
section is not visible,

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

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

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

i. Allowance for the personal needs of the waiver participant

(select one);

{ $SIstandard

) Optional State supplement standard

0 Medically needy income standard

{2 The special income level for institutionalized persons
A percentage of the Federal poverty level

Specify percentage:l::l

{8 The following dollar amount:

Specify dollar amount: If this amount changes, this item will be revised

T L) ] k]
{ .} The following formula is used to determine the needs aillowance:

Specify formula:

£ Other

Specify:

5

i

ii., If the allowance for the personal needs of a waiver participant with a community spouse is different
from the amount used for the individual's maintenance allowance under 42 CFR §435.726 or 42 CFR
§435.735, explain why this amount is reasonable to meet the individual's maintenance needs in the
community.

Select one:

® Allowance is the same
) Allowance is different,

Explanation of difference:

£

b4

iii. Amounts for incurred medical or remedial care expenses not subject to payment by a third party,
specified in 42 CFR §435.726:

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

CXpEnses.
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Select one:

2 Not Applicable (see instructions)Note: [f the State protects the maximum amount for the waiver
participant, not applicable must be selected,

(@ The State does not establish reasonable limits.
{7 The State uses the same reasonable limits as are used for regular (non-spousal) post-eligibility,

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

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

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

Answers provided in Appendix B-5-a indicate that you do not need to complete this section and therefore this
section is not 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 therefore this
section is not 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 Jamuary 1, 2014,
g. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules - 2014 through 2018.

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

Answers provided in Appendix B-5-a indicate that you do not need to complete this section and therefore this
section is not visible.

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

As specified in 42 CFR §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 services in
the near future (one month or less), bul for the availability of home and commumity-based waiver services.

a. Reasenable Indication 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 conceming the
reasonable indication of the need for services:
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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):
{8 The provision of waiver services at least monthly
o Monthly monitoring of the individual when services are furnished on a less than 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:

#y

n
.

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (sefect one):
O Directly by the Medicaid agency -
{.} By the operating agency specified in Appendix A
@ By an entity under contract with the Medicaid agency.

Specify the entity:

State contracted assessors "Aging and Disablity Resource Center (ADRC)" contracting with Kansas is
responsible for performing the evalvation and reevaluation for level of care determination.

) Other
Specify:

"

n

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

applicants:
Qualifications of ADRC Level of Care assessors:

Four year degree from an accredited college or university with a major in gerontology, nursing, health, social work,
counseling, human development, family studies, or related area as defined by the ADRC; or a Registered Nurse
license to practice in the state of Kansas.

The ADRC must verify experience, education and certification requirements are met for assessors identified in
2.7.3.A2-4, The ADRC must maintain these records for five (5) years following termination of employment.

Successtully complete the Functional Assessment Instrument (FET) and Kansas Aging Management Information
System (KAMIS) training prior to performing assessments,

Assessors and interviewers must attend initial certification and recertification training sessions that cover the forms
(s) the assessor or interviewer is being certified to complete,

An assessor or interviewer that has not conducted any assessments or inferviews within the last six months must
repeat the fraining and certification requirements for the PD waiver functional assessment instrument,

KDADS shall have the responsibility for conducting all training sessions, certification and recertification of all FAT
Assessors, KDADS shalt provide training materials and written documentation of successful completion of fraining,

Assessors must participate in all state-mandated trainings to ensure proficiency of the program, services, rufes,
regulations, policies and procedures set forth by KDADS,

Assessors must complete 15 hours of training or continuing education annually, with an emphasis in aging and
disabilify topics, including, but not limited to: Annual training on the Independent Living Philosophy consisting of
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standardized training in history and philosophy of the National Independent Living Movement,

Tracking of staff training is a responsibility of the ADRC and should be recorded in the assessors€personnel file,

d. Level of Care Criteria. Fully specify the level of care criteria that 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/fool that is employed, State laws, regulations, and policies concerning level of
care criteria and the level of care instrument/too! are available to CMS upon request through the Medicaid agency or
the operating agency (if applicable), including the instrument/tool utilized, -

As established by state policy, consumers with physical disability must meet the level of care required for Nursing
Facility placement, determined by the Medicaid Long Term Care (LTC) Threshold score for PD utilizing the
functional eligiblity instrument (FEI). The FEI is a functional assessment of a consumer's Activities of Daily Living
{ADLs) and Instramental Activities of Daily Living (IADLs).

Currently, PD eligibile individuals must meet the level of care required for nursing facility placement as determined
by the Medicaid Long Term Care (LTC) threshold score using a Functional Eligibilitly Instrument. The Functional
Eligibility Instrument is an assessment of an individual's capacity for Activities of Daily Living (ADLs)and
Instrumental Activities of Daily Living(IADLs). The functional eligibility instrument measures an individual's
behavioral/lemotional deficits and cognitive limitations that will be critical to the development of a participant's Plan
of Care (POC),

Alternatively, Kansas has contracted with Kansas University (KU) to evaluate the current assessment instrisment in
comparison to other States to identify an assessment insttument with demonstrated reliability and validity. The
purpose of this contract is to develop a standardized eligibility assessment to assess level of care eligibility for all
HCRBS populations served by Kansas programs. This study seeks input from assessors, stakeholders and entities who
work with HCBS populations as subject matter experts, in order to provide input on assessment instruments
recommended for consideration. The contractor has concluded their study and has submiited recommendations to
Kansas for review and approval.

A draft of the standardized eligibility instrument has been developed based upon input collected the assessors,
stakeholders, and entities who work with the HCBS populations. The standardized eligibility instrument draft will
be tested and administered with the current functional eligibility instrument during a four to six month time

period. Following the conclusion of the testing, the standardized eligibility instrument will be refined and adjusted
based on data collected during the field testing until a final version of the eligibility instrument is developed. Input
from assessor, stakeholder, and entities who work with HCBS populations will contintted to be gathered throughout
the process and planning webinars about the eligibility instrument will be provided for additional providers and the
public. Once the eligibility instrument has been finalized, an in-depth training on the instrument will be provided to
A88€SS01S,

Following final decision of a statewide eligibility assessment instrument, Kansas will develop a work plan to
implement a phase in assessment process to include dual assessiment using the current assessment tool and the new
statewide assessinent instrument in order to evaluate outcome. Kansas anticipates a phase-in implementation of the
new statewide assessment instrument to begin by 01/1/15. In order to comply with CMS requirement, Kansas will be
submitting an amendment for all HCBS programs to include the new statewide assessment instrument for CMS
review and approval 90 days prior to planned implementation date.

e. Level of Care Instrument(s). Per 42 CFR §441.303{c}(2), indicate whether the instrument/iool used to evaluate level
of care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one);

(@' The same instrument is used in determining the level of care for the waiver and for institutional care
under the State Plan. )

.} A different instrument is used to determine the level of care for the waiver than for institutional care

under the State plan.

Describe how and why this instrument differs from the form used to evaluate institutional level of care and
explain how the oufcome of the determination is reliable, valid, and futly comparable.

Eat

i
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f. Process for Level of Care Evaluation/Reevaluation: Per 42 CFR §441.303(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:

The level of care criteria utilized for initial assessments of HCBS PD waiver applicants and yearly reassessments of
waiver services consumers is the level of care criteria utilized by Nwsing Facilities. The contracted assessors will
screen for reasonable indicator of meeting the level of care eligibility prior to administering the functional eligibility
instrument. Applicants and current consumers must meet the Medicaid Long Term Care Threshold score based on
an assessment completed with the functional eligibility instrument (FEI). The fevel of care assessment and
reassessment process is conducted by a qualified assessors contracted with Kansas. Information used to determine
scores and other eligibility criteria can come from a variety of sources. The consumner is the primary source of
information. The ADRC uses interview techniques that are considerate of any limitations the consumer might have
with hearing, eyesight, cognition, etc. Family members and other individuals who might have relevant information
about the consumer can also be interviewed. The contracted assessors may also use clinical records, if available,
and/or discuss the consumet’s status with the appropriate medical professional.

All community referrals may contact the ADRC directly, the ADRC will intake pertinent referral information and
conduct preliminary screening for reasonable indicators of meeting the program level of care criteria. Required
docimentations for determining reasonable indicator for level of care eligibility are as follows:

Documentation of Social Security determination; and documentations with relevant inforination to support the
person’s physical disability. Applicant may utilize the KDADS template as documentation of relevant information
signed by attending healthcare professional. Once the ADRC intake staff completes tire above step, they will forward
the referral to the ADRC assessor. The assessor will conduct functional eligibility determination using the State
approved functional eligibility instrument. The assessor will submit the completed assessment and supporting
documentations to the KDADS system of record. If additional documentation is needed, KDADS will request
additional documentation from ADRC or applicant as necessary. KDADS program manager will review the
submitted documentation for program eligibility and communicate eligibility determination to applicant and DCF.

If the applicant is applying for the PD waiver or Money Follows the Person Program and has met the required stay of
90 days in an ICF-MR or nursing facility. Applicants will be pre-screened for indicators of program eligibility, if
reasonable indicators of meeting program criteria is present, the ADRC will schedule face fo face visit fo assess the
applicant’s functional needs. If during the intake, the assessors discovers the applicant to not meet the PD program
criteria, the assessor must take the following action if; The applicant has a primary diagnosis of /DD, the assessor
will must make a referral to the CDDO in which the applicant resides for evaluation,

If the applicant has a primary diagnosis of SPMI or SED, the assessor must make a referral to the CMHC for
evaluation. The following criteria should be used to determine if the applicant may have a qualifying SPMI and
should be referred to a CMHC:

a. 295,10 Schizophrenia, Disorganized Type

b. 295.20 Schizophrenia, Catatonic Type

¢, 295.30 Schizophrenia, Paranoid Type

d. 295.60 Schizophrenia, Residual Type

¢. 295,70 Schizoaffective Disorder

f. 295.90 Schizophrenia, Undifferentiated Type

g. 296.34 Major Depressive Disorder, Recurrent, Severe, with Psychotic Features

Bipolar [ Disorders that are Severe, and/or with Psychotic Features

h. 298.9 Psychotic Disorder NOS

Al Other Bipolar I Disorders, not listed in Category 1

i. 296.89 Bipolar II Disorder

j-296.23 Major Deplesswe Disorder, Single Episode, Severe, Without Psychotic Features
k. 296.24 Major Depressive Disorder, Single Episode, With Psychotic Features

1. 296.32 Major Depressive Disorder, Recurrent, Moderate

m. 296.33 Major Depressive Disorder, Recurrent, Severe, Without Psychotic
Features
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. 296.35 Major Depressive Disorder, Recurrent, In Partial Remission
0. 296.36 Major Depressive Disorder, Recurrent, In Full Remission
Deiusional Disorder
p. 300.21 Panic Disorder With Agoraphobia
q. 300.3 Obsessive-Compulsive Disorder
r. 301.83 Borderline Personality Disorder
2. Reevaluation Schedule. Per 42 CFR §441.303(c)(4), reevaluations of the level of care required by a paiticipant are
conducted no less frequently than annually according to the following schedule (sefect one):

{2 Every three months
) Every six months
@ Every twelve months

{J Other schedule
Specify the other schedule:

|

h, Qualifications of Individuals Who Performn Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):
(® The qualifications of individuals who perform reevaluations are the same as individuals who perform
initial evaluations,

O The qualifications are different.
Specify the qualifications:

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

Timely re-evaluations are a component part of the state's contract with the ARDC. Both expectations and guidelines
are specified in the waiver program's policies and procedures, which the contracted assessors must

follow, Assurance is provided through ongoing contract monitoring and review, and quality reviews conducted by
state or MCO staff,

j- Maintenance of Evaluation/Reevaluation Records, Per 42 CFR §441.303(c)(3), the State assures that written
and/or clectronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum
period of 3 years as required in 45 CFR §92.42. Specify the location(s) where records of evaluations and
reevaluations of level of care are maintained:

Written and/or electronically retrievable documentation of all evaluations and reevalnations is maintained by the
ADRC. The state's contracting ADRC is using the state's KAMIS data base and the State’s MIS.

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

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

a. Methods for 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's level of care consistent with level of care provided in a
hospital, NF or ICF/AID,

i. Sub-Assurances:

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

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

Performance Measure:

Number and percent of waiver participants who were determined to meet Level
of Care requirements prior fo receiving HCBS services N=Number of waiver
participants who were determined to meet Level of Care requirements prior to
receiving HCBS services D=Total number of enrolled waiver participants

Data Source (Select one):
Other

If 'Other’ is selected, specify:

Operating Agency's data systems and Managed Care Organizations (MCOs)
encounter data

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):
/i State Medicaid ™ Weelkly [ 1 100% Review
Agency
i Operating Agency | | i Monthly /i Less than 100%
Review
{1 Sub-State Entity {71 Quarterly /1 Representative
Sample
Confidence
interval =
95%
Wi Other I/ Annually [} Strafified
Specify: Describe
Contracted assessors Group: |
and Managed Care .
Organizations )
(MCOs) I '
{% Continuously and {1 Other
Ongoing Speeify:

[ Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):
; that applies):
3/ State Medicaid Agency {1 Weekly
' Operating Agency ] Monthly
{1 Sub-State Entity W Quarterly
W Other /1 Annually
Specify:

Contracted assessors participate in
analysis of this measure's results
as determined by the State
operating agency

Continuously and Ongoing

{ | Other
Specify:

7

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

Performance Measures

For each performarnce 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 analvze and assess progress foward the performance megsure. In this section provide information
on the method by which each source of data is analyzed statistically/deductively or inductively, how

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

Performance Measure:

Number and percent of waiver paritipcants who receive their annual Level of
Care evaluation within 12 months of the previous Level of Care determination N
= Number of waiver participants who receive their annual Level of Care
evaluation within 12 months of the previous Level of Care determination D =
Number of waiver participants who received Level of Care determinations

Data Source {Select one):
Other

If 'Other is selected, specify:

Operating agency's data systems: “Kansas Assessment Management Information
(KAMIS) System or its related web applications”

Responsible Party forr | Frequency of data Sampling Approach
data collection/generation {check each that applies);
collection/generation (check each that applies).
{check each that applies):
/i State Medicald 1 Weekly {1 100% Review
Agency

Wi Operating Agency | [T} Monthly
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4/ Less than 100%
Review

{1 Sub-State Entity

7 Quarterly v

Representative

Sample
Confidence
inferval =
95%

—

i/ Other
Specify:
Contracted assessors

{1 Annually

W Stratified.
Describe
Group:
Proportionate
by MCO- -

Continuously and
Ongoing

i i Other
Specify:

Fab]
Eog]

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):

W/ State Medicaid Agency

7] Weekly

/i Operating Agency

{1 Monthly

L.

i 1 Sub-State Entity

Wi Quarterly

iZ: Other

Specify:

Contracted assessors participate in
analysis of this measure's results
as determined by the State
operating agency

/i Annually

{1 Continuously and Ongoing

i 1 Other

PR

Specify:

ot
3
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e. Sub-assurance: The processes and instruments described in the approved waiver are applied

appropriately and according 1o the approved description to deterntine participant level of care.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following, Where possible, include numerator/denominator.
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For each performance measure, provide information on the aggregated data that will enable the State
to analyze and assess progress toward the performance measure, In this section provide information
on the method by which each source of data is analyzed statistically/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated where
appropriate.

Performance Measure:

Number and percent of initial Level of Care (LOC) determinations made where
the 1.OC criteria was accurately applied N=Nuntber of initial Level of Care
(LOC) determinations made where the 1LOC criteria was accurately applied
D=Number of initial Level of Care determinations

Data Source (Select one):
Other

If*Other’ is selected, specify:
Record reviews

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):

{1 State Medicaid {1 Weekly [T 100% Review
Agency

i/ Operating Agency | { | Monthly &/ Less than 100%

Review
{7 Sub-State Entity W Quarterly /i Representative
Sampie
Confidence
Interval =
95%

i Other { i Annually L Stratified
Specify: Describe
Contracted assessors Group:

Proportionate
by MCO
{1 Continuously and | { | Other
Ongoing _'S_p_eiisz_
[ 1 Other
Specify:
E 2
1 iy
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):
/i State Medicaid Agency [ Weekly
/1 Operating Agency 1 Monthly
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that applies):

Responsible Party for data
aggregation and analysis {check each

Frequency of data aggregation and
analysis{check each that applies).

{7t Sub-State Entity

&/ Quarterly

¢ Other
Specify:

operating agency

Contracted assessors participate in
analysis of this measure’s resuits
as determined by the State

{1 Continuously and Ongoing

Specify:

('R

Performance Measure:

Number and percent of initial Level of Care (LOC) determinations made by a

Page 50 of 182

qualified assessor N=Number of initial Level of Care (LOC) determinations made
by a qualified assessor D=Number of initial Level of Care determinations

Data Source (Select one):
Other

If'Other' is selected, specify:
Assessor and assessment records

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

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

Sampling Approach
(check each that applies).

7] State Medicaid 171 Weekly W 100% Review
Agency
Wi Operating Agency | [ ] Monthly {1 Less than 100%

Review

_i Sub-State Entity

[} Quarterly

Sample
Confidence
Interval =

7 Stratified

Wi Other W Annually
Specify: Describe
Contracted assessors Group: |
{71 Continuously and i Other
Ongoing Specify:
E4
{71 Other
Specify:
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Data Aggregation and Analysis:

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

Responsible Party for data
aggregation and analysis (check each

that applies):

W/ State Medicaid Agency

{1 Weekly

&/ Operating Agency

{1 Monthly

| ¢ Sub-State Enfity

11 Quarter

ly

Wi Other
Specify:

operating agency

Contracted assessors participate in
analysis of this measure's results
as determined by the State

i/ Annually

{ i1 Continu

ously and Ongoing

I 1 Other

Specify:

Fa

Nt

Performance Measure:

Number and percent of waiver participants whose Level of Care (LOC)
determinations used the state's approved screening tool N=Number of waiver
participants whose Level of Care determinations used the approved screening
tool D=Number of waiver participanis who had a Level of Care determination

Data Source (Select one):
Other

if *Other' is selected, specify:

Record reviews

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 {1 Weekly 1 100% Review
Agency
Wi Operating Agency | | | Monthly &/ Less than 100%
Review
1 Sub-State Entity i/ Quarterly +/! Representative
Sample
Confidence
Interval =
95%
i/ Other T 1 Annually W/ Stratified
Specify: Describe
Contracted assessors Group:
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Proportionate
by MCO
{ 1 Continuously and [ Other
Ongeing - Specify:
I 7 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):

W State Medicaid Agency i | Weekly

Wi Operating Agency {1 Monthly

{1 Sub-State Entity +; Quarterly

&/ Other 1 Annually

Specify:

Contracted assessors participate in
analysis of this measure's results
as determined by the State
operating agency

] Continuously and Ongoing

{71 Other
Specify:

L

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.

These performance measures will be included as part of the comprehensive KanCare State Quality
Iinprovement Strategy, and assessed guarterly with follow remediation as necessary. In addition, the
performance of the functional eligibility contractors with Kansas will be monitored on an ongoing basis to
ensure compliance with the contract requirements,

b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s 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,

These measures and collection/reporting protocols, together with others that are part of the KanCare MCO
contract, are included in a statewide comprehensive KanCare quality improvement strategy which is
regularly reviewed and adjusted. That plan is contributed to and monitored through a state interagency
monitoring team, which includes program managers, contract managers, fiscal staff and other relevant
staff/resources from both the state Medicaid agency and the state operating agency.

State staff request, approve, and assure implementation of confractor corrective action planning and/or
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technical assistance to address non-compliance with performance standards as detected through on-site
monitoring, survey results and other performance monitoring. 'These processes are monitored by both
contract managers and other relevant state staff, depending upon the type of issue involved, and results
tracked consistent with the statewide quality improvement strategy and the operating protocols of the
Interagency Monitoring Team.
ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)
Frequency of data aggregation and analysis
(check each that applies):

Responsible Party(check each that applies):

&/ State Medicaid Ageney 1 Weekly
W/} Operating Agency { ! Monthly
| Sub-State Entity Y Quarterly
i Other [ i Annually

Specify:
KanCare MCOs participate in analysis

i/: Continuously and Ongoing

{ i Other
Specify:

¢. 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
£} Yes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

i
b

Appendix B: Participant Access and Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR §441.302(d), when an individual is determined to be likely to require a level of
care for this waiver, the individual or his or her legal representative is:

i informed of any feasible alternatives under the waiver; and
il. given the choice of either institutional or hame and community-based services.

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

During the plan of care development process, the KanCare MCO selected by the consumer informs eligible
consumers, or their lepal representatives, of feasible alternatives for long-term care, and documents their choice of
either institutional or home and community-based waiver services utilizing the HCBS-PD Waiver Consumer Choice
Form,

b. Maintenance of Forms. Per 45 CFR §92.42, writien copies or electronically retrievable facsimiles of Freedom of
Choice forms are maintained for a minimum of three years. Specily the Iocations where copies of these forms are
maintained.
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HCBS/PD Waiver Consumer Choice forms are documented and maintained by the consumer's chosen KanCare
MCO in the consumer's case file.

Appendix B: Participant Access and Eligibility
B-8: Access to Services by Limited English Proficiency Persons

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

KDADS has taken steps o assist staff in communicating with their Limited English Proficient Persons, and to meet the
provisions set out in the Department of Health and Human Services Policy Guidance of 2000 requiring agencies which
receive federal funding to provide meaningful access to services by Limited English Proficient Persons. In order to comply
with federal requirements that individuals receive equal access to services provided by KDADS and to determine the kinds
of resources necessary to assist staff in ensuring meaningful communication with Limited English Proficient consumers,
states are required to capture language preference information. This information is captured in the state’s KAMIS data base.

The State of Kansas defines prevalent non- English languages as langnages spoken by significant number of potential
enrollees and enrollees. Potential enroliee and enrollee materials will be transiated into the prevatent non-English languages.

Each contracted provider is required by Kansas regulation to make every reasonable effort to overcome any barrier that
consumers may have to receiving services, including any language or other communication barrier. This is achieved by
having staff available to communicate with the participant in his/her spoken language, and/or access to a phone-based
translation services so that someone is readily available to communicate orally with the consumer in his/her spoken

language. (K.A.R. 30-60-13).

Access to a phone-based translation system is under contract with KDADS and avaitable statewide,

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of2)

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

Service Type Service
Statutory Service Persenal Care Services
Supports for Participant Direction Financial Management Services
Other Service Assistive Services
Other Scrvice Home-Delivered Meals Service
Other Service Medication Reminder Services
Other Service Personal Emergency Response System and Installation
Other Service Sleep Cycle Support

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

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

Service Type:

Statutory Service A4

Service: e

\Personal Care v
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Alternate Service Title (if any):
Personal Care Services

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
I W
Category 3: Sub-Category 3:
I ¥
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that veplaces an existing waiver, Select one
P a s . . . . ' . .
L./ Service is included in approved waiver. There is no change in service specifications.
@ Service is included in approved waiver. The service specifications have been modified.

P . . . N .
L./ Service is not included in the approved waiver.

Service Definition (Scope):

Personal Care Service (PCS) is not available as a State plan service. The functions of a PCS includes but is not
limited to assisting with activities of daily living ADLs (bathing, grooming, toileting, transferring), health
maintenance activities {including but not limited to extension of therapies), feeding, mobility and exercises,
socialization and recreation activities. The PCS supports the participant in accessing medical services and
normal daily activities by accompanying the participant to accomplish tasks as listed within the scope of service
in accordance with K.S.A 65-5115 and K.A.R. 28-51-113.

PCS can be provided and reimbursed based on the assessed needs of the participant as identified on the
participant’s Plan of Care (POC).

This service provides necessary assistance for individuals both in their home and community. Home is where
the individual make his/her residence, and must not be defined as institutional in nature and must comply with
the HCBS final rule setting. PCS may be provided in a setting where the individual lives with a family, A
family is defined as any person immediately related to the participant, such as parents/ legal guardian, spouse; or
when the participant lives with other persons capable of providing the care as part of the informal support
system.

It is the expectation that waiver participants who need assistance with daily living (ADL) or independent
activities of daily living (IADL) tasks and who live with persons capable of performing these tasks, should rely
on these informal/natural supports for this assistance unless there are extenuating or specific circumstances that
have been documented in the plans of care. In accordance with this expectation, PCS should not be used for
lawn care, snow removal, shopping, ordinary housekeeping (as this is a task that can be completed in
conjunction with the housekeeping/laundry done by the person with whom the recipient lives), ot meal
preparation during the times when the person with whom the recipient lives would normally prepare a meal for
themselves. PCS may be reimbursed for preparation of a specialized diet that is designed specifically for the
participant's dietary needs.

The service must occur in the home or community location meeting the setting requirements as defined in the
“HCBS Setting Final Rule”. Service provided in a home school setting must not be educational in
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purpose. Services furnished to an individual who is an inpatient or resident of a hospital, nursing facility,
intermediate care facility for persons with Intellectual Developmental Disability (IDD), or institution for mental
disease are not covered.

PCS service will be coordinated by the KanCare MCO Care Manager and arranged for, and purchased under the
individual or legally responsible party’s written authority, and paid through an enrolled fiscal management
service agent consistent with and not exceeding the individuals Plan of Care.

Individual or legally responsible individual with the authority to direct services who may at some point
determine that they no longer want to participant-direct his/her service will have the opportunity to receive the
previously approved waiver service, without penalty.

A PCS may not perform any duties not delegated by the participant or participant’s representative with the
authority to direct services or duties as approved by the participant's physician and must be identified as a

necessary task in the plans of care. PCS may not be provided by the parent or legal guardian for the minor
waiver Participant.

The cost associated with the provider traveling to deliver this service is included in the rate paid to the provider.
Non-emergency Medical Transportation (NEMT) service is a state plan service and can be accessed through the
participant’s chosen KanCare MCO.

Participants under the age of 21 who are eligible to receive EPSDT services may access those services through
the Medicaid state plan, PCS targeted for this population are non-duplicative of services provided under
EPSDT,

Proposed Language Applicable to All HCBS Services For the Purpose of Mitigating Conflict of Between
Guardian and Consumer.

CMS has requested Kansas to provide specific information on how it mitigates potential conflict of interest and
ensures that the guardian being paid as the provider and developing the plan of care with MCOs is in the best
interest of the consumer in compliance with 42 CFR §441.301(b)}(1)). Kansas is committed to supporting
families and individuals who are aging and disabled, so that they can be independent and included in their home
and community. To comply with the HCBS Final Rule, the following assurances are proposed to mitigate
potential conflicts between the role of guardian, legal guardian, durable power of attorney, and other legally
responsible individuals divecting the plan of care and the guardian as a paid care giver of services for the
participant. This is proposed langnage, open for public comment, based on Oregon’s model.

a. The home and community based services final rule prolibits providers of 1915(c) waiver services and those
with an interest in or employed by a provider of HCBS services from developing the person-centered
services. Since the individuals or entities responsible for person-centered plan development must be
independent of the HCBS provider, a legal guardian, durable power of attorney, and other legally responsible
individuals who receive payment for providing HCBS may not be responsible for development of the person-
centered plan.

b. Court-appointed legal guardians of adults receiving Medicaid-funded home and community based services
must comply with state law regarding guardianship and reporting of potential conflicts of interest to the court
(K.5.A. 59-3068). If a contflict of interest exists, legal guardians of adults receiving Medicaid-funded home and
community based services must designate a representative to direct the services of an individual the guardian
provides supports to and represents. Annually, the legal guardian will provide the State or designee with a file-
stamped copy of the special or annual report in which the conflict of interest is disclosed.

¢. Care coordinators and financial management service providers who identify situations in which a conflict of
interest exists must provide information to the individual and the legal guardian to address the conflict. This
action will allow legal guardians to address conflict of interest, while retaining the right to be a paid care
provider,

d. An exception to the criteria may granted by the Stale when a participant/ guardian lives in a rural setting and
the nearest agency-directed service provider available to provide services is in excess of 50 miles from the

patticipant residence; or
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e. CMS provides an exception to this rule if there is only one willing and qualified provider in a geographical
area who provides HCBS, case management, and develops the person-centered plan. However, in these
situations, the state must develop conflict of interest protections to separate provider functions and obtain
approval from CMS. [n additional, individual recipients of services must have an alternate dispute resolution
process available.

Proposed Language Applicable to All HCBS Services For the Purpose of Mitigating Other Conflicts of
Interests. :

“Providers of HCBS for the individual, or those who have an interest in or are employed by a provider of HCBS
for the individual must not provide case management or develop the person-centered service plan, except when
the State demonstrates that the only willing and qualified entity to provide case management and/or develop
person-centered service plans in a geographic area also provides HCBS. In these cases, the State must devise
conflict of interest protections including separation of entify and provider functions within provider entities,
which must be approved.” (42 CFR §441.301(b}(1))

In general, an HCBS provider, its employees and related entities, cannot provide service planning or case
management for the beneficiary, HCBS state-plan services require conflict of interest standards and safeguards.
At a minimum, assessor, case manager, and agent determining eligibility cannot be:

1. Related by blood or marriage fo the consumer;

2. Related to any paid service provider for the consumer;

3. Financially responsible for the consumer,

4, Empowered to make the consumer’s financial or health related decisions; or

5. Hold a financial interest in any entity paid to provide “care” for the consumer.

If the only willing and qualified provider in a rural area provides case management, and develop the person-
centered service plan, also provides direct services, the state will ensure administrative firewalls are present.
The State will ensure the following:

» The agency does notf case manage the clients to whom it provides services.

* The governing structure is transparent with stakeholder involvement.

+ Staff should not be rewarded or penalized based on care planning results.

+ Case management functions and direct service provision are separated

+ Agency should have a conflict of interest policy available for consumers

* Agency should have and maintain a participant complaint system and track and monitor complaints that are
reported to the State

The State will ensure policies, processes and protocols are in place to that directs and supports the person-
centered planning process and mitigates potential conflicts of interests.

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

Personal Services are limited to the assessed level of service need, as specified in the plan of care, not to exceed
10 hours per 24-hour time period.Personal Services can exceed the limitation established by the State given one
or more of the following critical situations:

1.The participant is returning to the community from an institutional setting, ie,nursing facility, TBI
rehabilitation facility, or other medical facility. Personal Services that exceed 10 hours per 24-hour time period
must be critical to the participant’s ability to return to and remain int the community, The duration is subject to
medical necessity & approval by KanCare MCO.

2.A TBI waiver participant is in a situation where there is: »Confirmation by Adult Protective Services that the
participant is a recent victim of abuse, neglect or exploitation, as defined in state policy;*Confirmation by
Children and Family Services that the participant is a recent victim of abuse or neglect, as defined in state
policy; *Documentation showing that the participant is a recent victim of domestic violence, as defined in state
policy. In each case, Personal Services must be critical to the remediation of the participant’s abuse, neglect,
exploitation, or domestic violence situation and be necessary for the participant to remain in the community.
3.A TBI waiver participant has an assessed health and safety need that requires more than a total of ten {10)
hours per 24-hour period and is at risk for institutional placement. Health and safety needs may include:
two-person transfers; *certain medical interventions, ; «supervision for elopement that is likely to result in
danger to the participant or others.

All participants are held to the same criteria when qualifying to exceed the limitation in accordance with
statewide policies and guidelines. Children who may require Personal Services that do not meet the criteria may
receive the service through the Medicaid State Plan if medically necessary.
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All Personal Services will be arranged for, reviewed, and approved by the KanCare MCQO’s Care Coordinator
with the participant’s written authorization, & paid for through an enrolled home health agency, when services
are agency-directed, or an enrolled Financial Management Services provider, when services are participant-
directed. Payment for services must be made within the approved reimbursement range established by the state.
A person may have several personal assistants providing him/her care on a variety of days at a variety of times,
but a person may not have more than one assistant providing care at any given time. Plans of Care for which it is
determined that the provision of Personal Services would be a duplication of services will not be approved. The
MCO will not make payments for multiple claims filed for the same time on the same date of service

CMS prohibiis payment to legally responsible person who has a duty under State law to care for another person
and typically includes payment to:

(a)the parent (biological or adoptive) of a minor child; or the gnardian of a minor child who must provide care -
to the child; or

(b)a spouse of a waiver participant

Kansas will allow payments to legally responsible person for a participant under extraordinary circumstances
per state program policy. Payment may not be made to a legally responsible individual for the provision of
personal care or similar services that the legally responsible individual would ordinarily perform or be
responsible to perform on behalf of a waiver participant and as defined under the capable person policy.

It is the expectation that program participants who need assistance with instrumental activities of daily living
{IADL) tasks receive those supports from informal supports, if available. These informal supports may include
relatives or friends that live with the person receiving HCBS services. These informal supports should not be
replaced by formal supports for the purpose of accessing services. Participants, who live with persons capable of
performing these tasks, should rely on these informal/natural supports for IADL assistance unless there are
extenuating or specific circumstances that have been documented in the plan of care.

In accordance with this expectation, a participant who has access to the informal supports of a capable person
will not be allotted PCS for instrumental activities of daily living (FADL) tasks on their plan of care,
Specifically, no time will be allowed on the Plan of Care for PCS to complete activities that can be provided by
the capable person as this is a task that can be completed in conjunction with the housekeeping/laundry done by
the individual with whom the participant lives with and would normally complete the (IADL) task for
themseifithemselves. These tasks include, but not limited to, the following:L.awn care,Snow
removal,Shopping,Ordinary housekeeping or laundry,Meal preparation-as these tasks can be completed in
conjunction with activities done by the capable person.

General Exceptions: :

+1f a capable person refuses to or is unable to provide informal support for instrumental activities for daily
living, the refusal or inability to perform the task(s) must be documented in writing & signed by the Capable
Person. The capable persen will not be reimbursed to perform these services, but the individual may have the
services allocated on their plan of care & provided by an agency-directed service or through a new PCS
provider, who is not a capable person for the participant.

*PCS may be reimbursed for preparation of a specialized diet that is medically prescribed & requiring
specialized preparation or designed specifically for the participant's dietary needs as assessed by the MCO and
identified on the integrated service plan/plan of care.

Children receiving care in licensed foster care settings do not have the option to self-direct services. All
services must be provided through the agency directed service model.

Service Delivery Method (check each that applies)

/] Participant-directed as specified in Appendix E
V! Provider managed

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

/| Legally Responsible Person
»/i Relative
{71 Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Agency Home Health Agency that provides Personal Services
Individual Personal Care Attendant/Personal Services provider
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Personal Caie Services

Provider Category:
\Agency V|
Provider Type:
Home Health Agency that provides Personal Services
Provider Qualifications

License (specify):

K.8.A. 65-5001 et seq.

Certificate (specify):

N/A.
Other Standard (specifil):
*Must be employed by and under the direct supervision of a home health agency licensed by the
Kansas Department of Health and Environment, enrolled as a Medicaid provider and contracted with
a KanCare MCO (In accordance with K.S.A 65-5115 and K.A.R. 28-51-113).
a. Must have a High School Diploma or equivalent or be at least eighteen years of age or older;
b. Complete KDADS Approved Skill Training requirements,
¢. Must reside outside of waiver recipient's home;
d. Complete any additional skill training needed in order care for the waiver recipient as
recommended either by the participant or legal representative, qualified medical provider, or
KanCare MCO.

All standards, certifications and licenses that are required for the specific field through which
service is provided including but not limited to: professional license / certification if required;
adherence to KDADS's training and professional development requirements; maintenance of clear
background as evidenced through background checks of; KBI, APS,CPS, Nurse Aid Registry, and
Motor Vehicle screen". Any provider found identified to have been substantiated for prohibited
offenses as listed in KSA 39-970 & 65-5117 is not eligible for reimbursement of services under
Medicaid funding.

Verificafion of Provider Qualifications
Entity Responsible for Verification:
KDHE/KDADS, through the state fiscal agent, and the KanCare MCOs,
Frequency of Verification:
As deemed necessary by KDHE/KDADS

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type; Statutory Service
Service Name: Personal Care Services

Provider Category:
HIndividual Vi
Provider Type:
Personal Care Attendani/Personai Services provider
Provider Qualifications
License (specify):
N/A
Certificate (specifi):
N/A
Other Standard (specify):
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A. Must sign an agreement with a Medicaid-enrolled Financial Management Services (FMS)
provider

B. Must have a High School Diploma or equivalent OR be at least eighteen years of age or older;
C. Complete KDADS Approved Skill Training requirements.

D. Must reside outside of waiver recipient's home;

E. Complete any additional skill training needed in order care for the waiver recipient as
recommended either by the participant or legal representative, qualified medical provider, or
KanCare MCO.

All standards, certifications and licenses that are required for the specific field through which
service is provided including but not limited to: professional license / certification if required;
adherence to KDADS's training and professional development requirements; maintenance of clear
background as evidenced through background checks of; KBI, APS,CPS, Nurse Aid Registry, and
Motor Vehicle screen". Any provider found identified to have been substantiated for prohibited
offenses as listed in KSA 39-970 & 65-5117 is not eligible for reimbursement of services under
Medicaid funding.

Verification of Provider Qualifications
Entity Responsible for Verification:
KDHE/KDADS through the state fiscal agent; and KanCare MCOs,
Frequency of Verification:
As deemed necessary by KDHE/KDADS

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

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

ServieeType:

| Supports for Participant Direction V|

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

Support for Participant Direction: o

[information and Assistance in Support of Participant Direction Vv

Alternate Service Title (if any):

Financial Management Services

HCBS Taxonomy:
Category 1: Sub-Category 1:
- g
i ST Bl
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:
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i A gl

i

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one

@ Service is included in approved waiver. There is no change in service specifications.
{_’ Service is included in approved waiver. The service specifications have been modified,

! N . . . .
) Service is not ineluded in the approved waiver,

Service Definition (Scope):

Kansas is promoting true choice by making options available to the participant or responsible party by entering
into an employment support with the Financial Management Services (FMS) provider and to work
collaboratively with the FMS to ensure the receipt of quality, needed support services from direct support
workers. The participant retains the primary responsibility as the common law employer, FMS service will be
provided through a third pasty entity.

The MCO will ensure that persons seeking or receiving participant-directed services have been informed of the
benefits and responsibilities of the participani-direction and provide the choice of FMS providers. The choice
will be presented to the person initially at the time participant-direction is chosen and annually during histher
plan of care planning process, or at any time requested by the participant or the person directing services on
behalf of the participant. The MCO is responsible for documenting the provider choice. In addition, The MCO
will be responsible for informing the participant of the process for changing or discontinuing an FMS provider
and the process for ending participant-direction. The MCO will be responsible for informing the participant that
agency-directed services can be made at any time if the participant no longer desires to participant-direct his/her
service(s).

The FMS provider will provide information regarding participant direction relating to employer responsibilities,
including potential liabilities associated with participant direction. Participant-direction (K-PASS participant-
direction tool kit) is available to all participants through the KDADS website. The participant and participant's
representative are responsible for working collaboratively with their FMS provider to meet shared objectives.
These objectives may include:

« Participant is receiving high quality services,

» Participant receives needed services from qualified workers.

» Tasks are provided in accordance with state law governing participant-direction, Medicaid and the State of
Kansas requirements, and the plan of care is authorized by MCO.

FMS support is available for the participant (or the person assigned by the participant, such as a representative,
family member, parent, spouse, adult child, guardian) who has chosen to participant-direct some or all services,
to assist the participant by performing administrative and payroll fimctions. FMS support will be provided
within the scope of the Employer Authority model, The FMS is available to participants who reside in their own
private residences or the private home of a family member and have chosen to participant-direct their services,
FMS assists the participant or participant’s representative by providing two distinct types of tasks: (1)
Administrative Tasks and (2) Information and Assistance (I & A) Tasks. The FMS provider is responsible for
certain administrative functions, tasks include, but are not limited to, the following:

* Verification and processing of time worked and the provision of quality assurance;

* Preparation and disbursement of qualified direct support worker payroll in compliance with federal, state and
tocal tax; labor; and workers® compensation insurance requirements; making tax payments to appropriate tax
authorities;

« Performance of fiscal accounting and expenditure reporting to the participant or participant’s representative
and the state, as required.

« Assistance to ensure the basic minimum qualifications set by the State are met in order to ensure participant
safety, health and welfare.

Information and Assistance Responsibilities

t. Explanation of all aspects of participant-direction and subjects pertinent to the participant or participant’s
representative in managing and directing services;

2. Assistance to the participant or participant’s representative in arranging for, directing and managing services;
3. Assistance in identifying immediate and long-term needs, developing options to meet those needs and
accessing identified supports and services;

4, Offers practical skills training to ¢enable participants or representatives to independently direct and imanage
waiver services such as recruiting and hiring direct service workers, managing workers, and providing effective
communication and problem-solving,

This service does not duplicate other waiver services including case management. Where the possibility of
duplicate provision of services exists, the participant plan of care shall clearly delineate responsibilities for the
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performance of activities.

In addition to the MCO’s responsibility above, the FMS provider is a!so responsible for informing participant
that he/she must exercise responsibility for making the choice to participant-direct his/her attendant care
services, understand the impact of the choices made, and assume responsibitity for the results of any decisions
and choices that was made. The FMS is responsible for clearly communicating verbally and in writing the
participants responsibilities relating his/her role as an employer of a direct service worker, the information and
assistance provided, at a minimum must include the following:

« Act as the employer for Direct Support Workers (DSW), or designate a representative to manage or help
manage Direct Support Workers. See definition of representative above,

+» Negotiate a FMS Service Agreement with the chosen FMS provider ihat clearly identifies the roles and
responsibilities of the participant and the FMS provider

» Establish the wage of the DSW(s)

+ Select Direct Support Worker(s)

+ Refer DSW to the FMS provider for completion of required human resources and payroll docunentation. In
cooperation with the FMS provider, all employment verification and payroll forms must be completed.

» Negotiate an Employment Service Agreement with the DSW that clearly identifics the responsibilities of all
parties, including work schedule.

« Provide or arrange for appropriate orientation and training of DSW(s).

* Determine schedules of DSW(s).

» Determine tasks to be performed by DSW(s) and where and when they are to be performed in accordance with
the approved and authorized POC or others as identified and/or are appropriate.

« Manage and supervise the day-to-day HCBS activitics of DSW(s).

* Verify time worked by DSW(s) was delivered according to the POC; and approve and validate time worked
electronically or by exception paper timesheets.

+» Assure ufilization of EVV system to record DSW time worked and all other required documents to the FMS
provider for processing and payment in accordance with established FMS, State, and Federal requirements. The
EVV/timesheet will be reflective of actual hours worked in accordance with an approved POC.

* Process for reporting work-related injuries incurred by DSW{(s) to the FMS provider.

s Develop an emergency worker back-up plan in case a substitute DSW is ever needed on short notice or as a
back-up (short-term replacement worker).

+ Assure all appropriate service documentation is recorded as required by the State of Kansas HCBS Waiver
program policies, procedures, or by Medicaid Provider Agreement.

« Inform the FMS provider of any changes in the status of DSW(s), such as changes of address or telephone
number, in a timely fashion.

» Inform the FMS provider of the dismissal of a DSW within 3 working days.

« Inform the FMS provider of any changes in the status of the participant or participant’s representative, such as
the participant’s address, telephone number or hospitalizations within 3 working days.

» Participate in required quality assurance visits with MCOs, and State Quality Assurance Staff, or other Federat
and State authorized reviewers / auditors.

FMS Provider Requirements

Enrolled FMS providers will furnish Financial Management Services according to Kansas model. The provider
requirements will be published and placed on the Kansas Medical Assistance Program (KMAP) website and/or
in the KanCare MCO provider manuals and websites.

Organizations interested in providing Financial Management Services (FMS) are required to submit a signed
Provider Agreement to the State Operating Agency, KDADS, prior to enrollment to provide the service. The
agreement identifies the waiver programs under which the organization is requesting to provide FMS and
outlines general expectations and specific provider requirements. The agreement will be renewed annually and
approval is subject to satisfactory completion of required financial audit. In addition, organizations are required
to submit the following docwments with the signed agreement:

+ Community Developmental Disability Organization {CDDO} agreement (I/DD only)

* Secretary of State Certificate of Corporate Good Standing

+ W-9 form

» Proof of Liability Insurance

* Proof of Workers Compensation insurance

 Copy of the most recent quarterly operations report or estimate for first quarter operations

* Financial statements (last 3 months bank statements or docurentation of line of credit)

» Copy of the organization's Policies and Procedures manual, fo include information that covers requirements
listed in the FMS Medicaid Provider Manual.

o Including process for conducting background checks
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o Process for establishing and tracking workers wage with the participant

The FMS provider agreement and accompanying documentation are reviewed by the State Operating Agency
and all assurances are satistied as part of a readiness review prior to signing by the Secretary of KDADS (or
designee). KanCare MCOs should not credential any application without evidence of a fully executed FMS
Provider agreement.

Payment for FMS

FMS providers will be reimbursed a monthly fee per member per month. The per member per month payment
was estimated based upon a formula that included all direct and indirect costs to payroll agents and an average
hourly rate for divect care workers. Information was gathered as part of a Systems Transformation Grant study
conducted by Myers & Stauffer. Under the KanCare program, FMS providers will contract with MCOs for final
payment rates, which cannot be less than the current FMS rate.

Limitations

Access to this service is limited to participants who chose to participant-direct some or all of the service(s) when
participant-direction is offered.

FMS service is reimbursed per member per month. FMS service may be accessed by the participant at a
minimum monthly or as needed in order to meet the needs of the participant. A participant may have only one
FMS provider per month,

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

Access to this service is limited to participants who chose to participant-direct some or all of the service(s) when
participani-direction is offered.

FMS service is reimbursed per member per month. FMS service may be accessed by the participant at a
minimum monthly or as needed in order to meet the needs of the participant. A participant may have only one
FMS provider per month.

Service Delivery Method (check each that applies):

/1 Participant-directed as specified in Appendix E
] Provider managed

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

71 Legally Responsible Person
] Relative

{ ] Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency Envolled ¥edicaid Provider of Financial Management Services

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction
Service Name: Financial Management Sevvices

Provider Category:
|Agency V!
Provider Type:
Enrolled Medicaid Provider of Financial Management Services
Provider Qualifications
License (specify):
N/A
Certificate (specify):
N/A
Other Standard (specify):
Enrolled FMS providers will furnish Financial Management Services according to Kansas
maodel, The provider requirements will be published and placed on the Kansas Medical Assistance
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Program (KMAP) website and/or in the KanCare MCO provider manuals and websites.
Organizations interested in providing Financial Management Services (FMS) are reguired to submit
a signed Provider Agreement to the State Operating Agency, KDADS, prior to enroliment to provide
the service. The agreement identifies the waiver programs under which the organization is
requesting to provide FMS and outlines general expectations and specific provider
requiremenis. The agreement will be renewed annually and approval is subject to satisfactory
completion of required financial audit. In addition, organizations are required to submit the
foltowing documents with the signed agreement:
« Community Developmental Disability Organization (CDDO) agreement (I/DD only)
« Secretary of State Certificate of Corporate Good Standing
« W-9 form
« Proof of Liability Insurance
* Proof of Workers Compensation insurance
+ Copy of the most recent quarterly operations report or estimate for first quarter operations
+ Financial statements (fast 3 months bank statements or documentation of line of credit)
+ Copy of the organization's Policies and Procedures manual, to include information that covers
requirements listed in the FMS Medicaid Provider Manual.
o Including process for conducting background checks
o Process for establishing and tracking workers wage with the participant
The FMS provider agreement and accompanying documentation are reviewed by the State
Operating Agency and all assurances are satisfied as part of a readiness review prior to signing by
the Secretary of KDADS (or designee). KanCare MCOs should not credential any application
without evidence of a fully executed FMS Provider agreement.

Verification of Provider Qualifications
Entity Responsible for Verification:
Kansas Department of Health and Environment, KDADS and KanCare MCOs are responsible for
ensuring the FMS provider met the approved standards.
Frequency of Verification:
At a minimum,annually or more frequently as deemed necessary by KDHE and KDADS.

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

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

Service Type: -

Other Service Vi

As provided in 42 CFR §440.180(b)}(9), the State requests the authority to provide the following additional
service not specified in statute.

Service Title:

Assistive Services

HCBS Taxonomy:

Category 1: Sub-Category 1:
Category 2; Sub-Category 2:
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Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

[

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

{J Service is included in approved waiver. There is no change in service specifications,

Sy . . . . 2 . . ]
®} Service is included in approved waiver, The service specifications have been modified.

oy

{} Service is not included in the approved waiver.

Service Definition (Scope):

Assistive Services are those services which meet an individual assessed need of a consumer with a disability by
modifying or improving a consumer’s home through environmental modifications or otherwise enhdncing the
consumer’s ability o live independently in his/lier home and community through the use of adaptive
equipment, Tangible equipment or hardware such as technology assistance devices, adaptive equipment, or
environmental modifications may be substituted for a Personal Service when it is identified as a cost-effective
alternative on the consumer’s Plan of Care.

Assistive Services may include such things as ramps; lifis; modifications to bathrooms and kitchens specifically
related to accessibility; and specialized safety adaptations and assistive technology that improve mobility and
communication and enhance overall independence. Modifications that add to the total square footage of the
home are excluded from this benefit except when necessary to complete a modification (for example, in order to
improve entrance/egress in a residence or to configure a bathroom to accommodate a

wheelchair), Environmental modifications may only be purchased in rented apartments or homes when the
landlord agrees in writing to maintain the modifications for a period of not less than three years, and will give
first rent priority to tenants with physical disabilities. Home accessibility adaptations are not furnished to adapt
living arrangements that are owned or leased by providers of waiver services.

Reimbursement for this service is limited to the consumer’s assessed level of service and based on the
annualized plan of care. All Assistive Services will be arranged by the KanCare managed care orgagnization
chosen by the consumer, with the consumer's written authorization of the purchase. Consumers will have
complele access o choose any qualified provider with consideration given to the most economical option
available to meet the consumer's assessed needs. Provision of Assistive Services is arranged and paid for by the
consumer's chosen KanCare managed care organization, or by the consumer's FMS provider, If a related
vendor, such as a Durable Medical Equipment provider, does not wish to contract with the MCO or FMS
provider, the State shall provide a separate provider agreement which will allow the vendor to receive direct
payment from Medicaid.

To avoid any overlap of services, Assistive Services are limited to those services not covered through regular
State Plan Medicaid and which cannot be procured from other formal or informal resources (such as Vocational
Rehabilitation, Rehabilitation Act of 1973, or the Educationat System.) HCBS-PD waiver funding is used as the
funding source of last resort and requires prior authorization from the consumer's chosen KanCare MCO,
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Purchase is limited to a maximum lifetime expenditure of $ 7,500 per conswmner, across all waivers.

Assistive Services are limited to the conswmer’s assessed level of service need, as specified in the consumer’s
Plan of Care, subject to critical situation criteria as established by the state. All consumers are held fo the same
criteria when qualifying for critical situation approval as in accordance with statewide policies and

guidelines. Children who may require Assistive Services whose situation does not meet critical situation criteria
may receive services through the Medicaid State Plan if medically necessary.

Effective January 1, 2010, Assistive Services is available, with prior authorization from the consumer’s chosen
KanCare MCO, to HCBS/PD waiver consumers for situations defined as “critical.” The foltowing three
conditions must be met, applicable to the critical situation:

1. The Assistive Sexrvices purchase is critical to the remediation of the consumer’s abuse, neglect, or

hitps://wms-mmdl.cdsvde.com/WMS/faces/protected/35/print/PrintSelector. jsp 12/31/2014




Application for 1915(c) HCBS Waiver: Draft KS5.014.04.00 - Jan 01, 2015 Page 66 of 182

exploitation., or
domestic violence issue; _
2. The Assistive Services purchase Critical to the consumer’s ability to remain in the community, AND
3. The Assistive Services purchase is a necessary expenditure within the first three months of the consumer’s
retun to the
community.

Critical situations are defined as and limited to:
1. Consumer is a recipient of state policy MFP funding to access HCBS/PD or HCBS/TBI waiver services. The

Assistive Services
purchase is critical to the consumer’s ability to return to the commumity from the nursing facility and is a

necessary
expenditure within the first three months of the consumer’s refurn to the community, Planning for the use

of any Assistive

Service shall occur prior to a person’s return to the community, when applicable, In all cases, the
consumer's chosen KanCare managed care organization must provide documentation that demonstrates how the
Assistive Service is necessary to remediate the previously-described

situations.

2. Consumer previously left waiver services for a Planned Brief Stay, and the Assistive Services request is

critical to the -
consumer’s ability to return to the community from the nursing facility or medical facility and is a

necessary expenditure
within the first three months of the consumer’s return to the community. Planning for the use of any

Assistive Service

shall occur prior to a person’s return to the community, when applicable. In all cases, the consumer's
chosen KanCare managed care organization must

provide documentation that demonstrates how the Assistive Service is necessary to remediate the
previously-described

situations.

3, Consumer’s situation has met the criteria for, and there has been an DCF confirmation outcome of one of the
following
situations:
a. An Aduit Protective Services investigation outcome of abuse, neglect or exploitation; or
b. A Children and Family Services investigation outcome of abuse or neglect.
—-OR-—-
¢. The consumer is a recent victim of documented domestic violence.

Service Delivery Method (check each that applies).

»/| Provider managed
Specify whether the service may be provided by (check each that applies):

. | Legally Responsible Person
7] Relative
1 Legal Guardian

Provider Specifications:

Provider Category Provider Type Fitle
Agency Durable Medical Equipment provider
Individual Contractor
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Assistive Services

Provider Category:
[Agency Vi
Provider Type:
Durable Medical Equipment provider
Provider Qualifications
License (specify):
N/A
Certificate (specify):
N/A
Other Standard (specifi):
+ As described in K.A.R. 30-5-59
» Medicaid-enrolled provider
« Applicable work must be performed according to local and county
codes
Verification of Provider Qualifications
Entity Responsible for Verification:
Kansas Department of Health and Environment (KDHE), through the state fiscal agent; and
KanCare MCOs.
Erequency of Verification:
As determined by KDHE.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Assistive Services

Provider Category:
| Individual |
Provider Type:
Contractor
Provider Qualifications
License (specifi):
N/A
Certificate (specify).
N/A
Other Standard (specify):
+ Must affiliate with a recognized Center for Independent Living or licensed home health agency (as
defined in K.8,A. 65-5001 et seq.).
+ Applicable work must be performed according to local and county codes
Verification of Provider Qualifications
Entity Responsible for Verification:
Kansas Department of Health and Environment (KDHE), through the state fiscal agent; and
KanCare MCOs.
Frequency of Verification:
As deemed necessary by KDHE
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Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type: S—

'Other Service v
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional
service not specified in statute,

Service Title:

Home-Delivered Meals Service

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one .
{8 Service is included in approved waiver, There is no change in service specifications.
¢} Service is included in approved waiver. The service specifications have been modified.

.7 Service is not included in the approved waiver.

Service Definition (Scope):
Home-Delivered Meals service provides a consumer with one (1) or two {2) meals per calendar date. Each meal
will contain at teast one-third (1/3) of the recommended daily nutritional requirements. The meals are prepared
elsewhere and delivered to a consumer's residenice, Consumers eligible for this service have been determined
functionally in need of the Home-Delivered Meals service as indicated by the functional eligibility assessment
instrument. Meal preparation by Physical Disability (PD) waiver Personal Care Services providers may be
authorized in the Plan of Care for those meals not provided under the Home-Delivered Meal service.
Specify applicable (if any) limits on the amount, freguency, or duration of this service:
+ Providers of this service must have on staff or contract with a certified dietician fo assure compliance with
Kansas Department on Aging (KDOA)

nutrition requirements for programs under the Glder Americans Act.
+ This service is limited to consumers who require extensive routine physical support for meal preparation as
supported by the

consumer's functional ¢ligibility instrument for meal preparation.
+ This service may NOT be maintained when a consumer is admitted to a nursing facility or acute care facility
for a planned

brief stay time period not to exceed two months following the admission month in accordance with Medicaid
policy.
» This service is not duplicative of home-delivered meal service provided through the Older Americans Act,
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subject to the consumer

meeting related age and other eligibility requirements, nor is it duplicative of meal preparation provided by
attendants through Personal Services.
« This service is available in the consumer's place of residence, excluding assisted living and Home Plus
facilities. , -
+ No more than two (2) home-delivered meals will be authorized per consumer for any given calendar date.
» This service must be authorized in the consumer's Plan of Care.

Service Delivery Method (check each that applies):

¢ | Participant-directed as specified in Appendix E
/! Provider managed

Specily whether the service may be provided by (check each that applies}:

1 Legally Responsible Person

T} Legal Guardian
Provider Specifications:

i 1 Relative

Provider Category Provider Type Title

Agency Approved and Medicaid-enrolled nutrition provider ageacy

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home-Delivered Meals Service

Provider Category:
i
{ Agency Vi
Provider Type:
Approved and Medicaid-enrolled nutrition provider agency
Provider Qualifications
License (specify):
N/A
Certificate {specify):
N/A
Other Standard (specifi}:
Provider must have on staff or contract with a certified dietician to assure compliance with Kansas
Department on Aging {KDOA) nutrition requirements for programs under the Older Americans Act.
Verification of Provider Qualifications
Entity Responsible for Verification:
Kansas Department on Aging (KDOA), an Area Agency on Aging (AAA), Kansas Departiment of
Health and Environment (KDHE), through the state fiscal agent)
Frequency of Verification:
As deemed necessary by KDOA, an Area Agency on Aging, and KDHE

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

Service Type: ‘

‘Other Service v A

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

Service Title:

Medication Reminder Services

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:
L

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one

& Service is included in approved waiver. There is no change in service specifications.
{.> Service is included in approved waiver. The service specifications have been modified.

I

L Service is not included in the approved waiver,

e

Service Definition (Scope):
Medication Reminder Services provides a scheduled reminder to a participant when it is time for the participant
to take medications. The reminder may be a phone call, automated recording, or automated alarm depending on

the providers system.

Medication Reminder/Dispenser is a device that houses a participant’s medication and dispenses the medication
with an alarm at programmed times.

Medication Reminder/Dispenser Installation is the placement of the Medication Dispenser in a participant’s
home,

Education and assistance with all Medication Reminder Services is made available to participants during
itnplementation and on an ongoing basis by the provider of this service.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
-Maintenance of rental equipment is the provider’s respounsibility.

-Repair/replacement of rental equipment is not covered.

-Rental of equipment is covered.

-Purchase of equipment is not covered.

This service is limited to participants who live alone or who are alone a significant portion of the day, and have
no regular informal and/or formal support for extended periods of time, and who otherwise require extensive
routine non-physical support including medication reminder services offered through an attendant of Personal

Services.
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This service is not duplicative of services offered free of charge through any other agency or service.

These systems may be maintained on a monthly rental basis even if a patticipant is admitted to a nursing facility
or acute care facility for a planned brief stay time period not to exceed two months following the admission
month in accordance with Medicaid policy.

This service is available in the participant’s home. Medication Reminder service is not provided face-to-face
with the exception of the Installation of Medication Reminder/Dispenser.

Installation of Medication Reminder/Dispenser is limited to one installation per consumer per calendar year.

Service Delivery Method {check each that applies):

71 Participant-directed as specified in Appendix E
/| Provider managed

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

7| Legally Responsible Person
i1 Relative

71 Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency Medication Reminder Services Provider/Dispenser Provider/ and Inséallation Provider

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Medication Reminder Services

Provider Category:
|Agency V|
Provider Type:
Medication Reminder Services Provider/Dispenser Provider/ and Instaliation Provider
Provider Qualifications
License {specify?):
N/A
Certificate (specify):
N/A
Other Standard (specify):
Any company providing Medication Reminder services per industry standards is eligible to enroll as
a Medicaid provider of Medication Reminder Services.
Verification of Provider Qualifications
Entity Responsible for Verification:
Kansas Depattment of Health and Environment (KDHE), through the state fiscal agent; and
KanCare MCOs,
Frequency of Verification:
As deemed necessary by KDHE.,

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

Service Type: -

 Other Service Y

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional
service not specified in statute.

Service Title:

Personal Emergency Response System and Installation

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :
{® Service is included in approved waiver. There is no change in service specifications.
™ . ’os . . ] . = .
{J Service is included in approved waiver. The service specifications have been modified.

Yy . . N . .
./ Service is not included in the approved waiver,

Service Definition (Scope):

Personal Emergency Response Systems (PERS) involve the use of electronic devices which enable certain
consumers af high risk of institutionalization to secure help in an emergency. The consumer may also wear a
portable "help" button to allow for mobility. The system is connected to the consumer's telephone and
programmed to signal a response center once the “help” button is activated. PERS is limited to those
individuals who live alone, or who are alone for significant parts of the day, and have no regular attendant
(formal or informal) for extended periods of time, and who would otherwise require extensive routine

supervision,

PERS Installation is the placement of electronic PERS devices in a constmer's residence. PERS installation is
for those certain consumers at high risk of institutionalization to secure help in an emergency. These consumers
have met the assessed need of a Personal Emergency Response System.

To avoid any overlap of services, PERS is limited to those services not covered through regular State Plan
Medicaid and which cannot be procured from other formal or informal resources. HCBS-PD waiver funding is
used as the funding source of last resort and requires prior authorization from the consumer’s chosen KanCare
MCO.
Specify applicable (if any) Hmits on the amount, frequency, or duration of this service:
« Maintenance of rental equipment is the responsibility of the
provider.
+ Repairfreplacement of equipment is not covered.
+ Rental of the PERS System is covered; purchase is not.
Call lights do not meet this definition.
« Maximum of two PERS Installations per calendar year.
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Service Delivery Method (check each that applies):

1 Participant-directed as specified in Appendix E
/1 Provider managed

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

it Legally Responsible Person
1 Relative

7 [} Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Agency PERS and PERS Installation provider

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Personal Emergency Response System and Installation

Provider Category:
|Agency v
Provider Type:
PERS and PERS Installation provider
Provider Qualifications
License (specify}:
N/A
Certificate (specify):
N/A
Other Standard (specify):
« Must be an enrolled Medicaid provider.
« Must conform to industry standards and any federal, state, and
local laws and regulations that govern this service.
» The emergency response center must be staffed on a 24 hour/7
days a week basis by trained personnel.
Verification of Provider Qualifications
Entity Responsible for Verification:
Kansas Department of Health and Environment, (KDHE), through the state fiscal agent
Frequency of Verification:
As deemed necessary by KDHE

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

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

Service Type: ,

| Other Service - v

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional
service not specified in statute.

Service Title:
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Sleep Cycle Support

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
E__ e e E %#E
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver, Select one :

@) Service is included in approved waiver. There is no change in service specifications,

—

() Service is included in approved waiver. The service specifications have been modified.

¢ Service is not included in the approved waiver,

Service Definition (Scope):

Sleep Cycle Support provides non-nursing physical assistance and/or supervision during the consumer's normal
sleeping hours in the consumet's place of residence. This assistance includes, bui is not limited to the following:
(1) physical assistance or supervision with toileting, transferring, turning, intake of liquids, mobility issues, and
(2) prompting to take medication

Providers will sleep and awaken as identified on the consumer's Plan of Care and must provide the consumer
with a mechanism to gain their attention or awaken them at anytime (e.g., a bell or buzzer). Providers must be
ready to call a physician, hospital, any identified contact individuals, or other medical personnel should an
emergency occur. The scope of and intent behind Sleep Cycle Support is entirely different from and therefore
not duplicative of services defined as and provided under Personal Services.

The Plan of Care must indicate a need for this service that is beyond the need for a Personal Emergency
Response System.

To avoid any overlap of services, Sleep Cycle Support is limited to those services not covered through regular
State Plan Medicaid and which cannot be procured from other formal or informal resources. HCBS-PD waiver
funding is used as the funding source of last resort and requires prior authorization from the consumer's chosen

KanCare MCO.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:
The tength of service (i.e., one unit) during any 24-hour time period must be at least six (6) hours, but cannot

exceed twelve (12) hours.
Serviee Delivery Method (check each that applies):

&/ Participant-directed as specified in Appendix E
o/ Provider managed

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

| Legally Responsible Person
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¥ Relative
{ ! Legal Guardian
Provider Specifications:
Provider Category Provider Type Title
Individaal Sleep Cycle Support pravider
Agency Home Health Agency that provides Sleep Cycle Support

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Sleep Cycle Support

Provider Category:

Individual V|

Provider Type:

Sleep Cycle Support provider

Provider Qualifications
License (specify):
N/A
Certificate (specify):
N/A
Other Standard (specifi):
A. Must sign an agreement with a Medicaid-enrolled Financial Management Services (FMS)
provider
B. Must have a High School Diploma or equivalent OR be at least eighteen years of age or oider;
C. Complete KDADS Approved Skill Training requirements.
D. Must reside outside of waiver recipient's home;
E. Complete any additional skill training needed in order care for the waiver recipient as
recommended either by the participant or legal representative, qualified medical provider, or
KanCare MCO.

All standards, certifications and lcenses that are required for the specific field through which
service is provided including but not limited to; professional license / certification if required;
adherence to KDADS's training and professional development requirements; maintenance of clear
background as evidenced through background checks of; KBI, APS,CPS, Nurse Aid Registry, and
Motor Vehicle sereen”. Any provider found identified to have been substantiated for prohibited

. offenses as listed in KSA 39-970 & 65-5117 is not eligible for reimbursement of services under
Medicaid funding,

Verification of Provider Qualifications

Entity Responsible for Verification:
KDHE/KDADS, through the state fiscal agent; and, KanCare MCOs.
Frequency of Verification:
As deemed necessary by KDHE/KDADS

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Serviee Name: Sleep Cyele Support

Provider Category:
Agency V|
Provider Type:
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Home Health Agency that provides Steep Cycle Suppoit

Provider Qualifications
License (specify):
As defined by K.S.A. 65-5001 et seq.
Certificate (specifiy):
N/A
Other Standard (specify):
Must be employed by and under the direct supervision of a home health agency licensed by the
Kansas Department of Health and Envirenment, enrolled as a Medicaid provider and contracted with
a KanCare MCO (In accordance with K.S.A 65-5115 and K.A.R. 28-51-113).
a. Must have a High School Diploma or equivalent or be at least eighteen years of age or older ;
b. Complete KDADS Approved Skill Training requirements,
¢. Must reside outside of waiver recipient's home;
d. Complete any additional skill training needed in order care for the waiver recipient as
reconumended either by the participant or legal representative, qualified medical provider, or
KanCare MCO.

All standards, certifications and licenses that are required for the specific field through which
service is provided including but not limited to: professional license / certification if required,
adherence to KDADS's training and professional development requirements; maintenance of clear
background as evidenced through background checks of} KBI, APS,CPS, Nwrse Aid Registry, and
Motor Vehicte sereen". Any provider found identified to have been substantiated for prohibited
offenses as listed in KSA 39-970 & 65-5117 is not eligible for reimbursement of services under
Medicaid funding.

Verification of Provider Qualifications
Entity Responsible for Verification:
KDHE/KDADS, through the state fiscal agent; and KanCare MCOs,
Frequency of Verification:
As deemed necessary by KDHE/KDADS

Appendix C; Participant Services
C-1: Summary of Services Covered (2 of2)

b. Provision of Case Management Services to Walver Participants, Indicate how case management is furnished to
waiver participants (sefect one):
{8) Not applicable - Case management is not furnished as a distinct activity to waiver participants.
{_) Applicable - Case management is furnished as a distinct activity to waiver participants.

Check each that applies:
{7t As a waiver service defined in Appendix C-3. Do not complete item C-1-c.

{1 As a Medicaid State plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complefe
item C-]-c.

I As a Medicaid State plan service under §1915(g)(1) of the Act (Targeted Case Management).
Complete item C-1-c.

c. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on
behalf of waiver participants:
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Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)

a. Criminal History and/or Background Investigations. Specify the State's policies concerning the conduct of
criminal history and/or background investigations of individuals who provide waiver services (select one):

{_} No. Criminal history and/or background investigations are not required.

{&: Yes. Criminal history and/or background investigations are required.

Specify: (a) the types of positions {e.g., personal assistants, attendants) for which such investigations must be
conducted; (b} the scope of such investigations {e.g., state, national); and, (¢) the process for ensuring that
mandatory investigations have been conducted. State laws, regulations and policies referenced in this description
are available to CMS upon request through the Medicaid or the operating agency (if applicable):

The contracior / sub contactor and for provider agency must complete a background check to include the
following: Kansas Bureau of Investigations (KBI), APS, CPS, KSBN, nurse aide registry, and motor vehicle
screen on performing employee for the following waiver services:

-Personal Services

-Financial Management Services

-Sleep Cycle Support

The contractor / sub contactor and /or provider agency must provide evidence that required standards have been
met or maintained at the renewal of their professional license. These standards may be reviewed by KDADS
Regional Field Staff at the time of their reviews and sooner if a potential problem is identified. At any time
deemed appropriate by KDADS, a license or certification, if applicable may be formally reviewed by KDADS
to determine whether the licensee continues to be in compliance with the waiver service requirements.
Providers must submit the above documentation along with qualifications to the HCBS- TBI Waiver Program
Manager for review in order to become an enrolled Medicaid provider of HCBS-TBI Waiver services.

b. Abuse Registry Sereening. Specify whether the State requires the screening of individuals who provide waiver
services through a State-maintained abuse registry (select one):

{} No. The State does not conduct abuse registry sereening.

{® Yes. The State maintains an abuse registry and requires the sereening of individuals through this
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b} the types of positions for
which abuse regisiry screenings must be conducted; and, (c) the process for ensuring that mandatory screenings
have been conducted. State laws, regulations and policies referenced in this description are available to CMS
upon request through the Medicaid agency or the operating agency (if applicable):

The condractor / sub contactor and /or provider agency must complete a background check on the performing
employee against the Kansas Department for Children and Family (DCF) child and aduit abuse registries. DCF
maintains the registries for all confirmed perpetrators. Providers of services identified below must undergo an
abuse registry screening in addition to maintaining a clear background check as specified in the provider
qualifications,

-Financial Management Services

-Personal Services

-Sleep Cycle Support

The conftractor / sub contactor and /or provider agency must upon request by KDADS provide evidence that
required standards have been met or maintained at the renewal of their professional license. This standard can
be reviewed by KDADS Regional Field Staff at the time of their reviews and sooner if a potential problem is
identified. At any time deemed appropriate by KDADS, a license or certification, if applicable may be formally
reviewed by KDADS to determine whether the licensee continues to be in compliance with the waiver service
requirements,

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/35/print/PrintSelector. jsp 12/31/2014




Application for 1915(c) HCBS Waiver: Draft KS.014.04.00 - Jan 01, 2015 Page 78 of 182

Appendix C; Participant Services
C-2: General Service Specifications (2 of 3)

¢, Services in Facilities Subject to §1616(e) of the Social Security Act, Select one:

(.’ No. Home and community-based services under this waiver are not provided in facilities subject to
§1616(e) of the Act.

{8 Yes. Home and community-based services are provided in facilities subject to §1616(e) of the Act,
The standards that apply to each type of facility where waiver services are provided are available to
CMS upon request through the Medicaid agency or the operating agency (if applicable).

i. Types of Facilities Subject to §1616(e). Complete the following table for each type of facility subject to
§1616(e) of the Act: '

Facility Type

Assisted Living

Home Plus

ii. Larger Facilities: In the case of residential facilities subject to §1616(e) that serve four or more
individuals unrelated to the proprictor, describe how a home and community character is maintained in
these settings.

HCBS-PD waiver services can be provided to individuals residing in a setting of four (4) or more
people, but not greater than eight (8). To assure a home and community-based character in these
settings, supporis for each person are based on the consumer's personalized Plan of Care. A provider is
required to honor the lifestyle choices of each consumer receiving services. The facilities are
community-based with easy access to resources and activities in the community. Providing a home-like
environment inchides full access to typical facilities in a home such as privacy, a kitchen with cooking
facilities, small dining areas, living, sleeping and bathing areas over which the consumer or the
consumet's family has domain and control. Each consumer has a private sleeping room. In addition, the
services are monitored by KDADS to assure those opportunities for increased independence,
productivity, integration, and community inchision are prevalent.

Appendix C: Participant Services
C-2: Facility Specifications

Facility Type:
Assisted Living

Waiver Service(s) Provided in Facility:

Waiver Service Provided in Facility
Financial Management Services [
Home-Delivered Meals Sexvice i
Medication Reminder Services [
Personal Emergency Response System and Tnstallation 7
Personal Care Services WV
Assistive Services W

Steep Cycle Support
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Facility Capacity Limit:
Six (6) or more

Scope of Facility Sandards. For this facility type, please specify whether the State's standards address the
following topics (check each that applies):.
Scope of State Iacility Standavds

Standard ) Topic Addressed

Admission policies

Physical envirenment

[Sanitation

Safety

Stafl : resident ratios

Staff training and qualifications

Staff supervision

Resident rights

Medication administration

Use of restrictive interventions

[ncident reporting

Provision of or arrangement for necessary health services

When facility standards do ot address one or more of the topics listed, explain why the standard
is not included or is not relevant to the facility type or population. Explain how the health and
welfare of participants is assured in the standard area(s) not addressed:

N/A

Appendix C: Participant Services
C-2: Facility Specifications

Facility Type:
Home Plus

Waiver Service(s) Provided in Féwility:

Waiver Service Provided in Facility

Financial Management Services »

Home-Delivered Meals Service

Medication Reminder Services

Personal Emergency Response System and Instailation

Personal Cave Services v
Assistive Services v
Sleep Cycle Support i

Facility Capacity Limit:

Not more than eight (8)
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Scope of Facility Sandards. For this facility type, please specify whether the State's standards address the
following topics (check each that applies):

Scope of State Facility Standards

Standard Topic Addressed
Admission policies v
Physical environment ¥}
Sanitation /i
Safety

Staff ; resident ratios

Stafl training and qualifications

Staff supervision

Resident rights

vedication administration

Use of restrictive interventions

[ncident reporting

Provision of or arrangement for necessary health services
ol

When facility standards do nof address one or more of the topics listed, explain why the standard
is not included or is not relevant to the facility type or population. Explain how the health and
welfare of participants is assured in the standard area(s) not addressed:

N/A

Appendix C: Participant Services

C-2: General Service Specifications (3 of 3)

d. Provision of Personal Care or Similar Services by Legalty Responsible Individuals. A legally responsible
individual is any person who has a duty under State law to care for another person and typically includes: (a) the
parent (biological or adoptive) of a minor child or the guardian of a minor child who must provide care to the child or
(b) a spouse of a waiver participant. Except at the option of the State and under extraordinary circumstances specified
by the State, payment may not be made to a legally responsible individual for the provision of personal care or similar
services that the legally responsible individual would ordinarily perform or be responsible to perform on behaif of a
waiver participant. Sefect one:

{} No. The State does not make payment to legally responsible individuals for furnishing personal care or
similar services.

{8 Yes. The State makes payment to legally responsible individuals for furnishing personal care or similar
services when they are qualified to provide the services,

Specify: (a) the Iegally responsible individuals who may be paid to furnish such services and the services they
may provide; (b) State policies that specify the circumstances when payment may be authorized for the provision
of extraordinary care by a legally responsible fidividual and how the State ensures that the provision of services
by a legally responsible individual is in the best interest of the participant; and, (c) the controls that are employed
to ensure that payments are made only for services rendered. Also, specifyr in Appendix C-1/C-3 the personal
care ar similar services for which payment may be made fo legally responsible individuals under the State
policies specified here.

Legally responsible individuals may be reimbursed when providing Personal Services and/or Sleep Cycle
Support services. State regulations specify, however, that neither an aduit participant's spouse nor a minor
participant's parent shall be paid to provide HCBS services to that participant, unless all other possible options
are exhausted and one of the following extraordinary criteria is met:

+ The MCO will provide written documentation that the participant's residence is so remote or ruraf that HCBS
services are otherwise completely unavailable.
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* Two health care professionals, including the attending physician, furnish written documentation that the
participant's health, safety, or social well-being would be jeopardized.

+ The attending physician furnishes written documentation that, due to the advancement of chronic disease, the
participant's means of communication can be understood only by the spouse or by the parent of a minor child.

+ The MCO will furnish written documentation that detivery of HCBS services to the parlicipant poses serious
health or safety issues for the provider, thereby rendering HCBS services otherwise unavailable. (IK.A.R. 30-5-

307)

Legally responsible individuals, including legal, adjudicated guardians may provide personal services although
they must contract with KanCare or have an arrangement with an KanCare contracted provider that includes
TBI Personat Services and/or Sleep Cycle Support as a service specialty. This allowance in no way supersedes
the family reimbursement restriction pertaining to spouses and parents of minor children noted

above. Limitation on services is governed by the assessed need of the participant.

Assurance that payments are made only for services rendered is provided through documentation on time sheets
by the personal care services provider. Other assurance is provided through periodic reviews conducted by the
Surveillance and Utilization Review System unit of the state’s contracted fiscal agent.

¢. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/Legal Guardians.
Specify State policies concerning making payment to relatives/legal guardians for the provision of waiver services
over and above the policies addressed in Ttem C-2-d. Select one:

Iy

P

(@

e

5

'

The State does not make paymtent to relatives/legal guardians for furnishing waiver services.

The State makes payment to relatives/legal guardians under specific circumstances and only when the
relative/guardian is qualified to furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed
to ensure that payments are made only for services rendered. Afso, specify in Appendix C-1/C-3 each waiver
service for which payment meay be made to relativesilegal guardians.

Relatives other than spouses or parents of minor children may be providers of Personal care services and/or
Sleep Cycle Support. An individual acting on behalf of a new consumer or the holder of the new consumer’s
activated Durable Power of Attorney for Health Care Decisions cannot be the consumer’s paid Personal Care
Attendant (PCA). If the designation of the appointed representative is withdrawn, the individual may become
the consumer’s paid PCA after the next annual review or a significant change in the consumer’s needs occurs
prompting a reassessment.

Relatives as consumer attendants can be in the best interest of the consumer when those individuaals are the only
ones available to provide attendant care and/or when those individuals are the best source of knowledge
regarding the consumers' specific issues, whether the issues are health, function, and/or behavioral in nature.
Assurance that services provided by relatives is in the best interest of consumers is done by consumer report in
periodic review of KDADS Field staff as well as ongoing monitoring by the consumer’s chosen KanCare MCO,

When an individual acting on behalf of the consumer is the holder of the conswmer’s Durable Power of
Attorney for Health Care Decisions and is also the consumer’s PCA, the consumer’s KanCare MCO must
complete a home visit at least every three months to ensure that the selected care giver is performing the
necessary services.

A consumer who has been adjudicated as needing a guardian and/or conservator cannot choose to self-direct
histher care. The participant's guardian and/or conservator may choose to self-direct the consumer’s

care. However, an adult consumer’s fegal guardian and/or conservator cannot act as the consumer’s paid
Personal Care Attendant (PCA).

Limitations on the amount of services are governed by the assessed need of the consumer and monitored by the
consumer’s KanCare MCQ. In addition, assurance that services provided by a relative/legal guardian are in the
best interests of the consumer are monitored in periodic review by KDADS Field staff as well as ongoing
monitoring by the consumer’s chosen KanCare MCO. Assurance that payments are made only for services
rendered provided through the KanCare MCOs’ corporate compliance/program integrity activities, as well as
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menitoring and review of fraud, abuse and waste activities/outcomes via the state’s Quality Improvement
Strategy.

{_> Relatives/legal guardians may be paid for providing waiver services whenever the relative/legal guardian
is qualified to provide services as specified in Appendix C-1/C-3,

Specify the controls that are employed to ensure that payments are made only for services rendered.

=
{

{) Other policy,

Specify:

f. Open Enrollment of Providers, Specify the processes that are employed to assure that all willing and qualified
providers have the opporiunity to enroll as waiver service providers as provided in 42 CFR §431.51:

Consumers of HCBS-PD waiver services have the right to choose who provides their services, within established
guidelines regarding provider qualifications. Any qualified provider of those services may envoll through the
Medicaid agency, Kansas Department of Health and Environment, (KDHE), for the Kansas Medical Assistance
Program; and also must contract with, and meet the contracting terms of, the KanCare MCOs,

In addition to broadscale information and outreach by the state and the KanCare MCOs for all Medicaid providers,
the providers that support HCBS waiver members have received additional outreach, information, transition
planning and education regarding the KanCare program, to ensure an effective and smooth transition. In addition to
the broader KanCare provider outreach (inchuding educational tours and weekly stakeholder update calls), the
providers that support HCBS waiver members have had focused discussions with state staff and MCO staff about
operationalizing the KanCare program; about transition planning (and specific flexibility to support this) for the shift
of targeted case management into MCO care management; and about member support in selecting their KanCare
plair, The requirements, procedures and (imeframes to quality have been clearly communicated via state and MCO
information development and cutreach as deseribed above, and also via standardized credentialing applications and
state-approved contracts which MCOs offered to each existing provider; and related infornation, including provider
manuals has been made available via state and MCO websites.

Appendix C: Participant Services
Quality Improvement: Qualified Providers

As a distinct component of the State’s quality improvement strategy, provide information in the following fields 1o detail the
State's methods for discovery and remediation.

a. Methods for Discovery: Qualified Providers

The state demonstrates that it ras designed and implemented an adequate system for assuring that all waiver
services are provided by qualified providers,

1. Sub-Assurances:

a. Sub-Assurance: The State verifies that providers initially and continually meeft required licensure
and/or certification standards and adlere to other standards prior to their furnishing waiver
services,

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include muonerator/denominator.
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For each performance measure, provide information on the aggregated data that will enable the State
to analvze and assess progress toward the performance measure, In this section provide information
on the method by which each source of data is analyzed statisticalhy/deductively or inductively, how
themes are identified or conclusions dravwn, and how recommendations are formulated where
appropriate.

Performance Measure:

Number/percent of new licensed/certified waiver provider applicants that initially
met licensure,certification requirements, and other waiver standards prior fo
furnishing waiver services N=Number of new licensed/certified waiver provider
applicants that initially met licensure requirements, etc. prior to furnishing
waiver services D=Number of all new licensed/certified waiver providers

Data Source (Select one):

Other

If 'Other’ is selected, specify:

Managed Care Organization (MCO) reports and record reviews

Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies).
collection/generation {check each that applies):
(check each that applies):
&/ State Medicaid [ | Weekly 1 100% Review
Agency
Wi Operating Agency | { : Monthly /i Less than 100%
Review
{ | Sub-State Entity {1 Quarterly /: Representative
Sample
Confidence
Interval =
95%
Wi Other i Annually W/ Stratified
Specify: Describe
KanCare Managed Group:
Care Qrganizations Proportionate
{MCOs) by MCO
i Continuously and [ Other
Ongoing Specify:
| ™
n
"7 Other
Specity: y
#
Data Aggregation and Analysis:
Responsible Party for dafa Frequency of data aggregation and
aggregation and analysis (check each |analysis{check each that applies):
that applies):
/! State Medicaid Agency [} Weekly
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Responsible Party for data
aggregation and analysis (check each

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

that applies):

&/ Operating Agency

"1 Monthly

[} Sub-State Entity

[ Quarterly

i/ Other
Specify:

operating agenccy

KanCare MCOs participate in
analysis of this measure's results
as determined by the State

W/ Annually

;| Continuously and Ongoing

. | Gther

,
i

R

Performance Measure:

Page 84 of 182

Number and percent of enrolled licensed/certified waiver providers that continue
to meet licensure requirements, certification requirements, and other waiver
standards N=Number of enrolled licensed/certified waiver providers that

continue fo meet licensure requirements, certification requirements, and other

waiver standards D=Number of enrolled licensed/certified waiver providers

Data Source (Select one):

Other

If'Other’ is selected, specify:
Managed Care Organization (MCO) reports and record reviews

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):

Wi State Medicaid i1 Weekly {1 100% Review
Agency
W/ Operating Agency | {: Monthly &/ Less than 100%

Review

{ | Sub-State Entity

[ 1 Quarterly

Y/ Representative

Sample
Confidence
Interval =
95%

Wi Other {7 Annually W/ Stratified
Specify: Describe
KanCare Managed Group:
Care Organizations Proportionate
{MCOCs) by MCO

iv Continuously and {1 Other
Ongoing

Specify:
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i | Other
Specify:

i
E
H
{

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):

W/ State Medicaid Agency ] Weekly

W/ Operating Agency | Monthly

[" | Bub-State Entity 1 Quarterly

. Other &/ Annually

Specify:

KanCare MCOs participate in
analysis of this measure's resuits
as determined by the State
operating agencey

{71 Continuously and Ongoing

{ | Other
Specity:

(RS

T

b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adlierence fo
waiver requireitents.

For each performance measure the State will use lo assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the ageregated 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 analvzed statisticallw/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations ave formiudated, where
appropriate.

Performance Measure:

Number and percent of new non-licensed/non-certified waiver provider
applicants that have met the initial waiver requirements prior to furnishing
waiver services N=Number of new non-licensed/non-certified waiver provider
applicants that have met the initial waiver requirements prior to furnishing
waiver services D=Number of all new nen-licensed/non-certified providers

Data Source (Select one):

Other

If 'Other’ is selected, specify:

Managed Care Organization (MCO) reports and record reviews
Responsible Party for Sampling Approach
data (check each that applies):
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collection/generation Frequency of data
(check each that applies): | collection/generation
(check each that applies):

i/t State Medicaid 71 Weekly {1 100% Review
Agency

/! Operating Agency | [ Monthly i/ Less than 100%

Review
{1 Sub-State Entity 71 Quarterly i Representative
Sample
Confidence
Interval =
95%

W/ Other o {7 Annually /! Stratified
Specify: Describe
KanCare Managed Group:

Care Organizations Proportionate
(MCOs) by MCO
i/t Continuously and {1 Other
Ongoing Specify:
{1 Other
Specify
f ~
|
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):

i State Medicaid Agency 1 Weekly

/; Operating Agency 1 Monthly

1 Sub-State Entity 1 Quarterly

Wi Other /i Annually
Specify:

KanCare MCOs participate in
analysis of this measure's results
as determined by the State
operating agency
{""{ Continuously and Ongoing
L} Other
Specify: o
s
-

Performance Measure:
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Number and percent of non-licensed/non-certified waiver providers that continue
to meef waiver requirements N=Number of non-licensed/non-certified waiver
providers that continue to meet waiver requirements D=Number of non-
licensed/non-certified waiver providers

Data Seurce {Select one):
~ Other
If'Other’ is selected, specify:
Managed Care Organization (MCO) reports and record reviews

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 1 100% Review
Agency

i Operating Agency | {71 Monthly » Less than 100%

Review
{1 Sub-State Entity 1 Quarterly “/| Representative
Sample
Confidence
Interval =
95%

Wi Other {1 Annually W} Stratified
Specify: Describe
KanCare Managed Group:

Care Organizations Proportionate
(MCOs) by MCO
7, Continuously and i} Other
Ongoing Specify: |
[ n
i Other
Specify:
| ,sa
Data Aggregation and Analysis:
Responsibie Party for data Frequency of data aggregation and
aggregation and analysis ¢check each |analysis(check each that applies):
that applies):
/! State Medicaid Agency {1 Weekly
Wi Operating Agency { '} Monthly
[ Sub-State Entity i 1 Quarterly
&/ Other i/t Annually
Specify:
KanCare MCOs participate in
analysis of this measure's resulis
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Responsibie Party for data
aggregation and analysis {check each
that applies):

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

as determined by the State
operating agency

{1 Continuously and Ongoing

] Other

Specify:
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c. Sub-Assurance: The State implements its policies and procedures for verifying that provider
training is conducted in accordance with state requirements and the approved waiver.

For each performance measure the State will use to assess compliance with the statutory assurance,

complete the following. Where possible, include numerator/denominator.

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

fo analyze and assess progress toward the performance measure, In this section provide information

ot the method by which each source of data is_analyzed statistically/deductively or inductively, how

themes are identified or conclusions drawn, and how recommendations are formulated, where

appropriate.

Performance Measure:
Number and percent of active providers that meet training requirements

N=Number of providers that meet training requirements D=Number of active

providers

Data Source (Select one):

Other

If'Other' is selected, specify:

Managed Care Organization (MCO) reports and record reviews

Responsible Party forr
data
callection/generation
(check each that applies):

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

Sampling Approach
{check each that applies):

/i State Medicaid i1 Weekly 71 100% Review
Agency

/) Operating Agency { [ | Monthly %/ Less than 100%

Review
|| Sub-State Entity {3 Quarterly &/ Representative
Sample
Confidence
Interval =
95%

. Other { & Annually /1 Stratified
Specify: Describe
KanCare Managed Group:

Care Organizations Proporticnate
{MCOs) by MCO
&/ Continuously and ¢ Other
Ongoing Specify:
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Data Aggregation and Analysis:

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

/! State Medicaid Agency i | Wecekly

i Operating Agency 1 Monthly

{1 Sub-State Entity 7] Quarterly

& Other #/i Annually

Specify:

KanCare MCOs participate in
analysis of this measure's results
as determined by the State
operating agency

.1 Continunously and Ongoing

i 1 Other
Specify:

kg

T
A

P
.

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.

These measures and collection/reporting protocols, together with others that are part of the KanCare MCO
contract, are included in a statewide comprehensive KanCare quality improvement strategy which is
regularly reviewed and adjusted. That plan is contributed to and monitored through a state interagency
menitoring team, which includes program managers, fiscal staff and other relevant staff/resources from both
the state Medicaid agency and the state operating agency,

b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problemns 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.
State staff request, approve, and assure implementation of contractor corrective action planning and/or
technical assistance to address non-compliance with performance standards as detected throngh on-site
monitoring, MCO compliance monitoring, survey results and other performance monitoring. These
processes are monitored by both contract managers and other relevant state staff, depending upon the type of
issue involved, and resuits tracked consistent with the statewide quality improvement strategy and the
operating protocols of the Interagency Monitoring Team,
li, Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)
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Responsible Partyfcheck each that applies):

Frequency of data aggregation and analysis

{check each that applies):

/1 State Medicaid Agency

[ Weekly

/i Operating Agency

|1 Monthly

[ | Sub-State Entity

W/ Quarterly

/i Other 1 Annually
Specify:
KanCare Managed Care Organizations
{(MCOs)
i Continuously and Ongoing
i 1 Other
Specify:

¢, Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Qualified Providers that are currently non-
operational.

@ No

{J Yes
Please provide a detailed strategy for assuring Qualified Providers, the specific tineline for implementing
identified strategies, and the parties responsible for its operation.

Ny
W A

i

Appendix C: Participant Services

C-3: Waiver Services Specifications
Section C-3 'Service Specifications’ is incorporated into Section C-1 *Waiver Services.'

Appendix C: Participant Services
C-4: Additienal Limits on Amount of Waiver Services

a. Additional Limits on Amount of Waiver Services. Indicate whether the waiver employs any of the following
additional limits on the amount of waiver services (select one).

{® Not applicable- The State does not impose a limit on the amount of waiver services except as provided in
Appendix C-3.

{> Applicable - The State imposes additional limits on the amount of waiver services.

When a limit is employed, specify: (&) the waiver services to which the limit applies; (b) the basis of the limit,
including its basis in historical expenditure/utilization patterns and, as applicable, the processes and
methodologies that are used to determine the amount of the limit to which a participant's services are subject; {c)
how the limit will be adjusted over the course of the waiver period; (d) provisions for adjusting or making
exceptions to the limit based on participant health and welfare needs or other factors specified by the state; ()
the safegnards that are in effect when the amount of the limit is insufficient to meet a participant's needs; (f) how
participants are notified of the amount of the limit. {(check each that applies)

authorized for one or more sets of services offered under the waiver.
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Furnish the information specified above,

1 Prospective Individual Budget Amount. There is a limit on the maximum dollar amount of waiver

services authorized for each specific participant.
Furnish the information specified above.

{1 Budget Limits by Level of Support. Based on an assessment process and/or other factors, participants are

assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

& i,
B

{71 Other Type of Limit. The State employs another type of limit.
Describe the limit and furnish the information specified above.

e
[

e

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residentiai settings in this waiver comply with federal HCB Seitings requirements at 42 CFR
441.301{c)(4)-(5) and associated CMS guidance. Include:

1. Description of the seitings and how they meet federal HCB Settings requirements, at the time of submission and in the
future,

2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB
Setting requirements, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #2, HCB Settings Waiver Transition Plan for description of setiings that do not
meet requirements at the time of submission. Do not duplicate that information here,

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Individual Plan of Care (POC)

a. Responsibility for Service Plan Development. Per 42 CFR §441.301(b)}(2), specify who is responsible for the
development of the service plan and the qualifications of these individuals (select each that applies):
.| Registered nurse, licensed to practice in the State

Licensed practical or vocational nurse, acting within the scope of practice under State law
| Licensed physician (M.D, or D.O)
i+ Case Manager (qualifications specitied in Appendix C-1/C-3)

Specify qualifications:
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i 1 Social Worlker
Specify qualifications:

& Other
Specify the individuals and their qualifications:

Kansas has contracted with three managed care organizations, to provide overall management of these services
as one part of the comprehensive KanCare program. The MCOs are responsibie for plan of care development,
and will be using their internal staff to provide that service. Kansas requires that conflict of interest be
mitigated, and recognizes that the primary way in which that mitigation has been achieved is by separating from
service providers the plan of care developmenting, and making that an MCO function. (In addition, conflict has
been mitigated by Kansas separating the level of care determination from any service delivery or plan of care
development.} Some of the additional safeguards that will be in place to ensure that there is no conflict of
interest in this function include the operational strategies for each MCO that are described in detail at Section
D.1.d of this appendix.

Regarding Amerigroup: Service plans for Amerigroup members in waivers are developed by Service
Coor