DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services

233 N. Michigan Avenue, Suite 600 ‘ M s

Chicago’ IllinOis 60601—5519 CINTERS TOR MEDICARE & MEDICAID SERVICHES
CENTER FOR MEDICAID & CHIP SERVICES

Regional Operations Group

September 27, 2019

Kate Massey

State Medicaid Director

Medical Services Administration

Michigan Department of Health & Human Services
400 South Pine Street

Lansing, MI 48933

Dear Ms. Massey:

The Centers for Medicare & Medicaid Services (CMS) approves Michigan’s section 1915(c) home and
community-based services waiver renewal of the Children’s Waiver Program (CWP), control number
4119.R06, effective October 1, 2019. This renewal will continue to serve individuals ages 18 and under
who require the level of care of an intermediate care facility for individuals with intellectual and/or
developmental disabilities. With this renewal, the waiver will operate under a managed care delivery
system authorized under the section 1115 Behavioral Health Waiver.

The CWP renewal estimates the following utilization and cost of waiver services:

Unduplicated Community Institutional Costs Total Waiver Costs

Recipients Costs (Factor G+G’) (Factor C x

(Factor C) (Factor D+D’) Factor D)
Year 1 469 $38,824.44 $92,811.00 $99,899,06.36
Year 2 519 $54,577.11 $9,5132.00 $18,912,417.09
Year 3 569 $56,269.33 $97,510.00 $21,335,980.77
Year 4 569 $58,479.07 $99,948.00 $22,219,489.83
Year 5 569 $60,246.36 $102,446.00 $22,838,157.84
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Ms. Massey

The renewed §1915(c) waiver makes the following changes from the previous waiver application:

e Operates under a managed care delivery system.

e Adds Overnight Health and Safety Support as a service.

e Increases Factor C over the first three years of the waiver cycle.

e Revises and adds performance measures in the Quality Improvement Strategy.

It is important to note that CMS’ approval of the CWP renewal solely addresses the state’s compliance
with the applicable Medicaid authorities. CMS’ approval does not address the state’s independent and
separate obligations under federal laws including, but not limited to, the Americans with Disabilities
Act, section 504 of the Rehabilitation Act, or the Supreme Court’s Olmstead decision. Guidance from
the Department of Justice concerning compliance with the Americans with Disabilities Act and the
Olmstead decision is available at http://www.ada.gov/olmstead/g&a_olmstead.htm.

Enclosed for your records is a flowchart that outlines the renewal due dates throughout the waiver
review cycle. We would greatly appreciate ongoing communication with the state to help keep us
informed of any changes or updates related to this waiver. If you have any questions, please contact
Eowyn Ford at (312) 886-1684 or Eowyn.Ford@cms.hhs.gov.

Sincerely,

[ =Rt —H 5 P
Ruth A. Hughes
Deputy Director
Center for Medicaid and CHIP Services
Regional Office Group

Enclosure

cc: Jacqueline Coleman, MDHHS


http://www.ada.gov/olmstead/q&a_olmstead.htm
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Application for a 81915(c) Home and Community-

Based ServicesWaiver

PURPOSE OF THE HCBSWAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security
Act. The program permits a state to furnish an array of home and community-based services that assist Medicaid beneficiaries to
live in the community and avoid institutionalization. The State has broad discretion to design its waiver program to address the
needs of the waiverstarget population. Waiver services complement and/or supplement the services that are available to

participants through the Medicaid State plan and other federal, state and local public programs as well as the supports that families
and communities provide.

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

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

WENWE]

1. Major Changes

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

The CWP istransitioning from fee-for-service to managed care. Michigan is also adding another service (Overnight Health and
Safety Support)to the CWP array of covered services.

The CWP s also adding 100 additonal slots which will change from 469 to 569 dlots. This change will occur gradually over the
first 3 years of the 5 year waiver period to allow for collection and analysis of datato assure MDHHS continues to operate the
waiver within the approved appropriation. (Waiver year-1 469 slots, year-2 519 slots, year-3,4 and 5 569 slots).

MDHHS transition plan includes an orientation webinar and operations webinars for PIHPs and CMHSPs. Continued Waiver
Support Application (WSA) training. A kick-off webinar prior to implementation to cover updates, and to answer any questions.

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

1. Request Information (1 of 3)

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

Children's Waiver Program
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.)

O 3years ® Syears

Original Base Waiver Number: M1.4119
Waiver Number:M1.4119.R06.00

Draft ID: M1.012.06.00
D. Type of Waiver (select only one):
Regular Waiver

E. Proposed Effective Date: (mm/ddlyy)
09/30/2019
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[10/01/19
Approved Effective Date: 10/01/19

1. Request Information (2 of 3)

F. Level(s) of Care. Thiswaiver 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):

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

O Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR 8440.160

[] Nursing Facility
Select applicable level of care
o Nursing Facility asdefined in 42 CFR ??440.40 and 42 CFR ??7440.155
If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care:

O |ngtitution for Mental Disease for persons with mental illnesses aged 65 and older asprovided in 42 CFR
§440.140

Intermediate Car e Facility for Individualswith Intellectual Disabilities (ICF/I1D) (as defined in 42 CFR
8440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICF/I1D level of care:

1. Request I nformation (3 of 3)

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

O Not applicable

® Applicable
Check the applicable authority or authorities:

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

[] Waiver (s) authorized under §1915(b) of the Act.
Specify the §1915(b) waiver program and indicate whether a 8§1915(b) waiver application has been submitted or
previously approved:

Specify the 81915(b) authorities under which this program oper ates (check each that applies):
] §1915(b)(1) (mandated enrollment to managed care)
09/30/2019
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[ §1915(b)(2) (central broker)
[ §1915(b)(3) (employ cost savingsto furnish additional services)
[ §1915(b)(4) (selective contracting/limit number of providers)

HPN program operated under §1932(a) of the Act.

Specify the nature of the state plan benefit and indicate whether the state plan amendment has been submitted or
previously approved:

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

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

1115 Behavioral Heath Waiver Demonstration

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

Thiswaiver provides servicesfor individualswho are eligible for both Medicare and Medicaid.

2. Brief Waiver Description

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

The purpose of the Children's Waiver Program (CWP) isto provide community-based services to children under age 18 who, if
not for the availability and provisions of CWP services would otherwise require the level of care and services provided in an
Intermediate Care Facility for Individuals with Intellectual Disabilities. (ICF/I1DD). The goal of the CWP isto enable children
with developmental disabilities who have significant needs and who meet the CWP dligibility requirementsto live with their
parents or legal guardians and to fully participate in their communities. The objective isto provide regular Medicaid State Plan
services and waiver services that address the child's/youth's identified needs.

Waiver servicesinclude: Respite; Enhanced Transportation; Community Living Supports, Environmental Accessibility
Adaptations and Specialized Medical Equipment and Supplies; Family Support and Training; Home Care Training (Family);
Home Care Training (Non-Family); Financial Management Services; Specialty Services (i.e., music, recreation, art and massage
therapy) and Overnight Health and Safety Support.

Oversight of the CWP is provided by the Michigan Department of Health and Human Services (MDHHS), which isthe Single
State Medicaid Agency. Two administrations within MDHHS — Behavioral Health and Development Disabilities Administration
(BHDDA) and the Medical Services Administration (MSA) have responsibility for operations and payments, respectively. The
CWP isaManaged Care program administered locally by Prepaid Inpatient Health Plans (PIHPS) under contract with MDHHS.
Services are provided by the PIHP, its affiliate community mental health services programs (CMHSPs) if applicable or its
contracted entities. Services are provided directly by PIHPs, their contracted providers and/or providers of the consumer's choice
through Financial Management Services under Choice Voucher arrangements and Purchase of Service contracts. When
medically necessary, CWP consumers may receive any of the Mental Health State Plan services and waiver services identified in
Appendix C of this 81915(c) renewal waiver application. Consumers enrolled in the CWP may not be enrolled simultaneously in
another of Michigan's §1915(c) waivers.

3. Components of the Waiver Request

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

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

09/30/2019
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waiver.

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

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

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

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

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

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

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

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

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

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

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

4. Waiver (s) Requested

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

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

O Not Applicable
O No

® ves
C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin 81902(a)(1) of the Act
(select one):

® No
O Yes
If yes, specify the waiver of statewideness that is requested (check each that applies):

[] Geogr aphic 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.
Soecify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

09/30/2019
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[] Limited Implementation of Participant-Direction. A waiver of statewidenessis requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the state. Participants who reside in these areas may elect
to direct their services as provided by the state or receive comparabl e services through the service delivery
methods that are in effect elsewherein the state.

Foecify the areas of the state affected by this waiver and, as applicable, the phase-in schedul e of the waiver by
geographic area:

5. Assurances

I'n accordance with 42 CFR 8441.302, the state provides the following assurancesto CM S:

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

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

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

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

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

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

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

2. Given the choice of either ingtitutional 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 ingtitutional or home and community-based waiver services.

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

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

09/30/2019
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G. Ingtitutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for thiswaiver.

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

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

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

6. Additional Requirements

Note: Item 6-1 must be completed.

A. Service Plan. In accordance with 42 CFR 8441.301(b)(1)(i), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (@) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver servicesin 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.

B. Inpatients. In accordance with 42 CFR 8§441.301(b)(1)(ii), waiver services are not furnished to individuals who arein-
patients of a hospital, nursing facility or ICF/1ID.

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

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

E. Free Choice of Provider. In accordance with 42 CFR §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.

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

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

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

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:

09/30/2019
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MDHHS sent a Tribal notice on 04/18/2019 to provide an opportunity for Tribal members to review the waiver
applications and submit comments. The period of Tribal comment was 04/18/19 - 06/03/2019.

The general public notice/comment period was 06/14/19 - 7/15/2019. A letter was sent electronically to stakeholders to
notify them of the review and comment opportunity and how to submit comments or receive information.

Non-electronic public notice;

Public notice was released via several of the major newspapers statewide on 05/16/19 and 6/14/2019. The newspaper
notice included the website where the applications were posted as well as the email address and mailing address where
comments and requests could be submitted.

The website where the waiver applications were posted for review and comment is:
https.//www.michigan.gov/mdhhs/0,5885,7-339-71550 2941---,00.html

Consultation Summary: Renewal Applications for Children’s Waiver Program (CWP), Habilitation Supports Waiver
(HSW), and Waiver for Children with Serious Emotional Disturbances (SEDW).

Responses to specific comments are addressed below.

Comment: several commenters expressed concerns about the 298 pilot implementation. Specific concerns include:
« Commenters were opposed to the privatization of Michigan's Public Mental Health System through Boilerplate 298.

Response: Thank you for your comment. MDHHS has removed the 298 pilot from the new draft waiver application. The
new draft application went out for public comments on 6/14/19.

Comment: One commenter expressed difficulties in navigation of MDHHS website and offered suggestion for
improvement.

Response: Thank you for your comment. MDHHS will take this under advisement.

Comment: Several commenters submitted comments about Overnight Health and Safety Support services. Specific
commentsinclude:

« Supporting the addition of Overnight Health and Safety Support within this application.

« Adding medical necessity within the definition.

» Concerns over adequate funding and scope of service.

« Concerns over the potential replacement of CL S with Overnight Health and Safety Support service.

« Recommending a more specific definition of Overnight Health and Safety Support services.

« Concerns over coordination of CLS and Overnight Health and Safety Support services

Response: Thank you for your comment. MDHHS has created a work group to develop details about the use of Overnight
Health and Safety Support services and will provide notification once more information is available. Medicaid Provider
Manual changes will address the above concerns with more detailed requirements, training information, and resources.

Comment: The proposed CWP and SEDW amendments add slots and expand counties of coverage. The commenter was
in support of these amendments.

Response: Thank you for your comment.

Comment: One commenter was in support of adding the Non-Family Training.

Response: Thank you for your comment.

Comment: One commenter was in support of the updated definition of QIDP.

Response: Thank you for your comment.

Comment: One commenter was in support of outlining the options for supports coordination that included Independent
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Supports Coordinators, Supports Coordinator Assistants, and Services and Supports Brokers.
Response: Thank you for your comment.

Comment: One commenter suggested more specific language related to the duplication of Supported Employment as not
to supplant of otherwise funded services.

Response: Thank you for your comment. There is a statement under the service limits section for supported employment
indicating that supported employment service component(s) needed for each individual are documented, coordinated, and
non-duplicative of other services otherwise available under a program funded under section 110 of the Rehabilitation Act
of 1973, or under the Individuals with Disabilities Education Act (IDEA)... However, this section was not displayed
properly when we converted the waiver application from the web portal to a PDF document. This technical issue has
been addressed by the Waiver Management System support team.

Comment: One commenter expressed concerns about Medicaid deductibles not being processed in atimely manner.

Response: Thank you for your comment.

Comment: One commenter expressed a need to orient beneficiaries to the changes related to CWP and SEDW transition
from fee-for-service to capitation.

Response: Thank you for your comment. MDHHS will work with the PIHPs to devel op outreach and education to
address beneficiary and family questions.

Comment: One commenter recognized the value of self-determination and recommended an increase on the use of Fiscal
Intermediary service and choices across the State.

Response: Thank you for your comment.

Comment: One commenter suggested edits to the definition of Goods and Services so that this service is not to replace
human support.

Response: Thank you for your comment. Goods and Services are designed to promote independence in the absence of
human support.

Comment: One commenter expressed the need for clarification and provided recommendations around HCBS
implementation.

Response: Thank you for your comment. MDHHS will continue to work with the behavioral health providersto
assurance consistence around the HCBS requirements.

Comment: One commenter suggested changes to the statewide code structure to an outcome based structure.
Response: Thank you for your comment. MDHHS will take this under advisement

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

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

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:

State:

Zip:

Phone:

Fax:

E-mail:

|Co| eman |

|Jacque| ine |

[Waiver Specialist

|M edical Services Administration, MDHHS

[400 Souith Pine St.

[P.0. 30479

|Lansi ng

Michigan

48909

[527) 2841190 | Ext] |1ty

[(517) 241-5112 |

|Co| emanJ@michigan.gov

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

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:
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State:

Zip:

Phone:

Fax:

E-mail:

Michigan

| | Ext:l |D TTY

8. Authorizing Signature

This document, together with Appendices A through J, constitutes the state's request for awaiver under 81915(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 CM S 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 approva by CMS, the waiver application serves as the state's authority to provide home and community-based waiver
services to the specified target groups. The state attests that it will abide by all provisions of the approved waiver and will
continuously operate the waiver in accordance with the assurances specified in Section 5 and the additional requirements specified
in Section 6 of the request.

Signature:

Submission Date:

Kathleen Stiffler

State Medicaid Director or Designee

[Sep 20, 2019

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:

State:

Zip:

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

[stiffler |

[athieen |

|Di rector |

|M edical Services Administration |

1400 Soith Pine Street |

|Lansi ng

Michigan
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[48933 |
Phone:

[517) 2417882 Ed |L v
Fax:

[(517) 335-5007 |
E-mail:

Attachments _ [Sifflek@michigngoy ]

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

[] Replacing an approved waiver with thiswaiver.

[] Combining waivers.

[ Splitting one waiver into two waivers.

[ Eliminating a service.

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

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

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

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

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

[ Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

The requested effective date for the change from Fee-for-Service to a Managed Care Entity is 10/01/2019. This change and
technical guidance related to planning for this change, will be communicated in writing to PIHPs in the Fall of 2019 and will be
discussed at the Annual Waiver’'s Conference scheduled for November, 2019.

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

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

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

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

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

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

09/30/2019



Application for 1915(c) HCBS Waiver: MI.4119.R06.00 - Oct 01, 2019 Page 13 of 214

The state assures that this waiver renewal will be subject to any provisions or requirements included in the state's most recent
and/or approved home and community-based settings Statewide Transition Plan. The state will implement any CMCS required
changes by the end of the transition period as outlined in the home and community-based settings Statewide Transition Plan.

After conducting an initial review of settings under this waiver program, MDHHS determined

that settings under this waiver should be presumed to be compliant with the rule. All children under this waiver program
are served in family homes, which have presumed compliance under the rule. MDHHS will not be assessing individual
settings under this waiver program.

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):

Appendix A: Waiver Administration and Operation

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

® Thewaiver isoperated by the state Medicaid agency.

Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one):

O TheMedical Assistance Unit.

Specify the unit name:

(Do not complete item A-2)
® Another division/unit within the state M edicaid agency that is separate from the Medical Assistance Unit.

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

Michigan Department of Health and Human Services - Behavioral Health and Devel omental Disabilities
Administration

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

Specify the division/unit name:

In accordance with 42 CFR 8431.10, the Medicaid agency exercises administrative discretion in the administration
and supervision of the waiver and issues policies, rules and regulations related to the waiver. The interagency
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available
through the Medicaid agency to CM S upon request. (Compl ete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit within
the State Medicaid Agency. When the waiver is operated by another division/administration within the umbrella
agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that
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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:

a)The Michigan Department of Health and Human Services (MDHHS) is the Single State Medicaid Agency and
is comprised of three administrations. The Medicaid Services Administration (MSA), which administers Medicaid
for MDHHS,; the Behavioral Health and Developmental Disabilities Administration (BHDDA), which operates
the Habilitation Supports Waiver and other mental health programs; and the Public Health Administration. More
specifically, the MDHHS-BHDDA performs the following operational and administrative functions: all
administrative functions related to the CWP including review and approval of initial waiver applications
submitted by Prepaid Inpatient Health Plans (PIHPs), waiver enrollment, preparation of waiver amendments and
renewals, completion of annual CM S 372 reports, monitoring for quality assurance safeguards and standards and
compliance with all CM S assurances, including financial accountability. Additionally, MDHHS-BHDDA staff
approve or certify some programs, disseminate information concerning the waiver to potential enrollees and
service providers, assist individuals in waiver enrollment, manage waiver enrollment against approved limits,
monitor waiver expenditures against approved levels, monitor level of care evaluation activities, conduct site
reviews, conduct utilization management functions, determine waiver managed care average costs per unit,
conduct training and technical assistance (including providing input for updating the Medicaid Provider Manual)
concerning waiver requirements and implementation.

b)The Michigan Medicaid Provider Manual describes roles and responsibilities for waiver operations by the
MDHHS in the Behavioral Health and Intellectual and Disability Supports and Services Chapter. Per the MDHHS
Organizational Chart, operation of the CWP iswithin the MDHHS-BHDDA Bureau of Community Based
Services.

¢)The MDHHS Director oversees and provides guidance related to the administration and operation of the CWP
through regular and as-needed (if issues arise) contacts with the directors of MDHHS-BHDDA.

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

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

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative functions
on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):
® vyes Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid
agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6.:
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MDHHS contracts with regional non-state public managed care entities known as Prepaid Inpatient Health Plans
(PIHPs) to conduct operational and administrative functions at the regional and local levelsin accordance with the
Balanced Budget Act and managed care requirements. Michigan's PIHPs are comprised of one or more Community
Mental Health Services Programs (CMHSPs).

PIHPs are delegated the responsibility to perform the following functions: disseminating information concerning the
waiver to potential enrollees; assisting individuals in applying for waiver enrollment; managing waiver enrollments
within the PIHP's alocation; gathering information for MDHHS to conduct the level of care evaluation activities for
re- certifications; assuring participants have been given freedom of choice of providers and have consented to CWP
servicesin lieu of ICF/1I1D; reviewing individual plans of service for appropriateness of waiver servicesin the
amount, scope and duration necessary to meet the participant's needs; conducting prior authorization or utilization
management of waiver services; performing quality assurance and quality improvement activities; and maintaining,
monitoring and managing the qualified provider network for managed care and CWP services.

Michigan utilizes an External Quality Review (EQR) to address PIHP compliance with Balanced Budget Act (BBA)
requirements. The EQR activities primarily focus on the presence of PIHP policy and processes and evidence that
those policies and processes are being implemented, as well as providing a mechanism for discovering problems and
issues at PIHPSCMHSPs.

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

Appendix A: Waiver Administration and Operation

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

® Not applicable

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

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

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

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

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

Appendix A: Waiver Administration and Operation

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

The MDHHS-BHDDA isresponsible for ng the performance of the PIHPs in conducting waiver operational and
administrative functions. MDHHS monitors PIHPs through the site review process, financial reviews, and waiver
enrollment oversight. The review protocols used by both the Federal Compliance Section - which includes CWP staff -
are organized in away that addresses the functions delegated by MDHHS to the participating PIHPs for the CWP. The
delegated functions included in the review protocol are: level of care evaluation; review of participant service plans; prior
authorization of waiver services; utilization management; provider qualifications and enrollment; and quality assurance
and quality improvement activities. MDHHS manages enrollment against approved limits by reviewing, approving and

processing applications and renewal certifications submitted by PIHPs and by processing terminations submitted by
PIHPs.

Appendix A: Waiver Administration and Operation

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

Within MDHHA-BHDDA, the Federal Compliance Section monitors implementation of the §1915(c) CWP waiver by
PIHPs. The Federal Compliance Section has responsibility for performing on-site reviews at each of the PIHPs. A full on-
sitereview is completed at each PIHP on abiennial basis, with a follow-up review on the alternate year. The Site Review
Team reviews a proportionate random sample of CWP consumers at each PIHP. Those reviews include clinical record
reviews, administrative record reviews, home visits and consumer interviews using the Site Review Protocols and Site
Review Interpretive Guidelines. The protocols are derived from requirements of the Michigan Mental Health Code,
Administrative Rules, federal requirements, and Medicaid policies. The Site Review team monitors CWP activities/
functions delegated to the PIHPs to assure that: 1) level of care evaluations and reevaluations are made in accordance
with CWP dligibility requirements; 2) individual plans of service (IPOS) meet the CWP consumer's identified needs for
services; 3) needed services are provided in the amount, scope and duration defined in the IPOS; 4) PIHP prior
authorization and utilization management are in accordance with established policies and procedures; and 5) provider
qualifications are current, and willing, qualified providers are available to meet CWP consumers' needs and choice. The
Federal Compliance Section also oversees all quality improvement efforts and ongoing quality assurance by the PIHPs.

Within MDHHS-BHDDA, the Bureau of Community Based Services has responsibility for operation of the CWP on a
day-to-day basis. Thisincludes: monitoring and managing the CWP annual appropriation; managing waiver enrollment
against approved limits; performing Prior Authorization of selected services for the CWP; establishing clinical eligibility
for the waiver; conducting and monitoring quality assurance at the PIHP level; providing training and technical assistance
concerning waiver requirements; completing CWP waiver renewal applications, amendments and CM S-372 reports for
submission to CMS; reviewing and consulting with PIHPs when the Site Review Team has identified issues related to
delegated functions; monitoring health and welfare issues by way of recipient rights complaints, sentinel events,

Medicaid fair hearing requests, and the use of restrictive or intrusive behavioral interventions.

Appendix A: Waiver Administration and Operation

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

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

the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policiesrelated to the
function.
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Function Medicaid Agency|Contracted Entity

Participant waiver enrollment []
Waiver enrollment managed against approved limits

Waiver expenditures managed against approved levels
Level of careevaluation
Review of Participant service plans
Prior authorization of waiver services
Utilization management
Qualified provider enrollment
Execution of Medicaid provider agreements L]
Establishment of a statewide rate methodology L]
Rules, policies, procedures and information development gover ning the waiver program []
Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

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

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

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

i. Performance M easur es

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

Where possible, include numerator/denominator.

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

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

drawn, and how recommendations are formulated, where appropriate.

Performance M easure:

Number and per cent of complianceissuesfor provider qualificationsthat were remediated
within 90 days. Numerator: Number of complianceissuesfor provider qualifications
remediated within 90 days. Denominator: All provider qualification compliance issues.

Data Sour ce (Select one):
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Trends, remediation actions proposed / taken

If 'Other' is selected, specify:

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

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

Sampling Approach(check
each that applies):

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

Review

[] Sub-State Entity

Quarterly

[] Representative

Sample
Confidence
Interval =
[ other [T Annually [ Stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other

Specify: [ Annually

Page 18 of 214
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Responsible Party for data aggregation
and analysis (check each that applies):

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

[] Continuously and Ongoing

[] Other
Specify:

Performance M easur e

Number and percent of PIHPsimplementing prior authorizations according to established
policy. Numerator: Number of PIHPsimplementing prior authorizations according to

policy. Denominator: All PIHPs.

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

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

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

Sampling Approach(check
each that applies):

State M edicaid [T weekly [T 1009% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ Other [ Annually [ Stratified
Specify: Describe Group:

[] Continuously and
Ongoing

Other
Specify:

proportionate
random sample,
95% confidence
level

Page 19 of 214
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Other
Specify:

biennial, statewide
data gathered over a 2-
year time period

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

[] Continuously and Ongoing

[] Other
Specify:

Performance Measure:

Number and per cent of administrative hearingsrelated to utilization management issues.
Numerator: Number of administrative hearingsrelated to utilization management.
Denominator: All administrative hearings.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Hearing Decision and Order

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):

State Medicaid [ weekly 100% Review

Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
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Sample
Confidence
Interval =
[] Other [] Annually [] Stratified
Specify: Describe Group:
Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[ Annually
[] Continuously and Ongoing
[] Other
Specify:
Performance Measure:

Page 21 of 214
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Number and percent of LOC compliance issuesthat were remediated within 90 days.

Numerator: Number of LOC complianceissues remediated within 90 days. Denominator:

All LOC complianceissues.

Data Sour ce (Select one):

Trends, remediation actions proposed / taken

If 'Other' is selected, specify:

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

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

Sampling Approach(check
each that applies):

State Medicaid L weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%

Review

[ Sub-State Entity

Quarterly

[ Representative

Sample
Confidence
Interval =
L other LI Annually L stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity Quarterly

Page 22 of 214
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Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
[] Other
Specify:
[] Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure;

Number and per cent of PIHPs that implement quality assurance/improvement activities as
required by contract. Numerator: Number of PIHPsthat implement required quality

assur ance/improvement activities. Denominator: All PIHPs.

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated

If 'Other' is selected, specify:

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

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

Sampling Approach(check
each that applies):

[ state Medicaid LI weekly [ 100% Review
Agency
[] Operating Agency [] Monthly L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other Annually ] Stratified
Specify: Describe Group:
EQR

[] Continuously and
Ongoing

Other
Specify:

Page 23 of 214
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sampling
methodol ogy
determined by
EQR
[ Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[] Continuously and Ongoing

[] Other
Specify:

Performance Measure;

Number and percent of | POS compliance issuesthat were remediated within 90 days.
Numerator: Number of IPOS compliance issuesremediated within 90 days. Denominator:
All IPOS compliance issues.

Data Sour ce (Select one):
Trends, remediation actions proposed / taken
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/generation(check | collection/generation(check | each that applies):
each that applies): each that applies):
State M edicaid L] weexly 100% Review
Agency
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[] Operating Agency [] Monthly [] L essthan 100%
Review
[ Sub-State Entity Quarterly [ Representative
Sample
Confidence
Interval =
L other LI Annually [ stratified
Specify: Describe Group:
[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

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

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

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

[] Continuously and Ongoing

[ Other
Specify:

Page 25 of 214
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Responsible Party for data aggregation | Frequency of data aggr egation and
and analysis (check each that applies): analysis(check each that applies):

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

The Federal Compliance Section includes afull review on abiennia basis and afollow-up review in the alternate
years. A proportionate random sample of CWP consumer records is selected for the full on-site review. For
performance measures related to timely remediation of issues of level of care, plan of service, and qualified
providers, the data source is remediation evidence submitted by PIHPs for 100% of the issues identified during
the site review. Timely remediation is completed within 90 days after the PIHPs plan of correction has been
approved by MDHHS-BHDDA.

Michigan's comprehensive quality improvement program includes CWP consumers, but is not exclusive to them.
In addition to the measuresincluded in the biennial site review process, the External Quality Review (EQR) isan
additional strategy employed by the State to discover problems and identify trends. EQR activities primarily focus
on the presence of PIHP policies and processes and evidence that those policies and processes are being
implemented. The EQR activities of "Performance Improvement Program Validation and Performance Indicators
Validation" provide a mechanism for discovering problems/ issues that affect services provided to all consumers
of mental health services, including consumers on the CWP.

The Federal Compliance site review process also includes a comprehensive administrative review focused on
policies, procedures, and initiatives that are not otherwise reviewed by the (EQR) and which need improvement as
identified through the performance indicator system, billing/reimbursement data, grievance and appeal s tracking,
sentinel event reports, and consumer complaints.

b. Methodsfor Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

Asdescribed in a.ii. above, a standard site review protocol is used at the time of each site visit. The protocol is
used to record and document findings during the site review. The findings are sent to the PIHPs which are
required to submit plans of correction to MDHHS-BHDDA within 30 days. The plans of correction are reviewed
by staff that completed the site review and are subsequently reviewed and approved by MDHHS-BHDDA. The
PIHP has 90 days after the plan of correction has been approved to provide evidence to MDHHS-BHDDA that all
issues have been remediated. MDHHS-BHDDA will maintain alog to track identified problems and remediation
of individual problem. The remediation process continues until all concerns have been appropriately addressed. If
the PIHP is having difficulty meeting the timeframes for remediation, MDHHS-BHDDA staff will work with the
PIHP to identify strategies to improve timeliness.
On an ongoing basis, customer service functions at the MDHHS-BHDDA and the PIHPs provide assistance to
individuals with problems and inquiries regarding services. This would include consumersin the CWP. As part of
customer services within MDHHS-BHDDA, the CWP staff also handle multiple consumer phone and Email
inquiries per month and work with the consumer and PIHP to address the issues or concerns
ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

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

State Medicaid Agency L1 weekly
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Frequency of data aggregation and analysis

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

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

[] Continuously and Ongoing

[ Other
Specify:

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

® No

O 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. In accordance
with 42 CFR 8441.301(b)(6), select one or more waiver target groups, check each of the subgroups in the selected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals
served in each subgroup:

Maximum Age
Target Group Included Target SubGroup Minimum Age Maximum Age |NoMaximum Age
Limit Limit

[] Aged or Disabled, or Both - General

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

[l Aged or Disabled, or Both - Specific Recognized Subgroups
L] Brain Injury ]
L] HIV/AIDS []
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Maximum Age
Target Group Included Target SubGroup Minimum Age Maximum Age |NoMaximum Age
Limit Limit

L] Medically Fragile ]
] Technology Dependent []

I ntellectual Disability or Developmental Disability, or Both

IAutism 0 17 []

Developmental Disability ]

Intellectual Disability 0 17 []
[] Mental Iliness

|:| Mental |lIness D

|:| Serious Emotional Disturbance

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

The following €ligibility requirements must be met:
1) The child has a developmental disability (as defined in Michigan state law), be less than 18 years of age and in need of
habilitation services;

2) The child resides with his birth or legally adoptive parent(s) or with arelative who has been named the legal guardian
for that child under the laws of the State of Michigan, provided that the relative is not paid to provide foster care for that
child;

3) The child meets criteriafor ICF/IDD admission and is at risk of being placed outside of the family home because of
the intensity of his/her care needs and the lack of needed supports;

4) The child'sintellectual or functional limitationsindicate that he/sheis eligible for health, habilitative and active
treatment services provided at the ICFH/IDD level of care. Habilitative services are designed to assist individualsin
acquiring, retaining and improving the self-help, socialization and adaptive skills necessary to reside successfully in
home and community-based settings. Active treatment includes aggressive, consistent implementation of a program of
specialized and generic training, treatment, health services and related services. Active treatment is directed toward the
acquisition of the behaviors necessary for the beneficiary to function with as much self-determination and independence
as possible, and the prevention or deceleration of regression or loss of current optimal functional status.

c¢. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies to
individuals who may be served in the waiver, describe the transition planning procedures that are undertaken on behalf of
participants affected by the age limit (select one):

O Not applicable. Thereisno maximum age limit

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

Foecify:
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Michigan believes that transition planning should begin years prior to the child's 18th birthday. Planning includes an
assessment of the child’s current circumstances, resources, service needs, what will be changing and what the child
envisions for his’her future. Children / youth who age out of the CWP continue to have mental health service and
support needs that require planning on the part of the consumer, family and responsible service agencies. It isthe
purpose of the waiver to provide services to increase the individual's ability to function independently or with
supports in a community setting.

As ayouth approaches his’her early adult years, the youth, his’her family and the PIHP/CMHSP focus on planning
for this period of transition. There are many things to consider during thistime. Some of the basic issues deal with
housing, employment, vocational training or school status, emotional/behavioral health, physical health and safety.
During thistime it is common to focus on the life domain areas that will impact the youth's success as an adult. The
team will focus on enhancing these skills utilizing Medicaid State Plan and waiver services, aswell as by helping the
youth and family identify and understand what services may be available post CWP. If the youth’s disability impacts
his'her ahility to earn income, the team will work with the youth to apply for Supplemental Security Insurance (SSI)
benefit at age 18. The team will also work with the youth to identify other entitlements that would assist the youth
post CWP.

Thisis also the time that the team will explore the services and supports the youth needs after his/her 18th birthday
and start the transition process with adult services. Whenever possible we encourage the adult services staff to
become part of the CWP planning team to assure a smooth transition to adult services.

Transitions are very different for each individual, but the PIHP/CMHSP assumes the responsibility that the
child's/lyouth's needs are met post CWP. Children who continue to have documented habilitative service needs, are
given priority to enroll in the Habilitation Supports Waiver (HSW), should the specialized supports and services
available under that waiver be appropriate to the child's needs. This means the consumer aging off the CWP does not
have to wait for needed services because they are eligible for State Plan services provided by the PIHP, even if there
are no HSW dotsimmediately available. This assures a seamless transition of supports and services that enable the
youth to remain in acommunity setting.

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

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

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

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

Thelimit specified by the stateis (select one)
O Alevel higher than 100% of theinstitutional average.
Specify the percentage:lzl
O other

Soecify:

O |nstitutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the state refuses entrance to the waiver to any otherwise
eligible individual when the state reasonably expects that the cost of the home and community-based services
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furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver. Complete
Items B-2-b and B-2-c.

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

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

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

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

Specify dollar amount:lzl

Thedollar amount (select one)

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

Specify the formula:

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

©) Thefollowing percentagethat islessthan 100% of the institutional average:

Specify percent:IIl

O other:

Soecify:

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

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

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

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

[ Other safeguard(s)

Specify:

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

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

Table: B-3-a
Waiver Y ear Unduplicated Number of Participants
Year 1 469
Year 2 519
Year 3 569
Year 4 569
Year 5 569

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

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

® The gate limitsthe number of participantsthat it servesat any point in time during a waiver year.

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

Table: B-3-b

Maximum Number of Participants Served

Waiver Year At Any Point During the Y ear

09/30/2019



Application for 1915(c) HCBS Waiver: MI.4119.R06.00 - Oct 01, 2019 Page 32 of 214

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Point During the Year
vear 1 469
Y ear 2 500
Year 4 500

Appendix B: Participant Accessand 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 (e.g., provide for the community transition of institutionalized persons or furnish waiver servicesto individuals
experiencing acrisis) subject to CMS review and approval. The State (select one):

® Not applicable. The state does not reserve capacity.

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

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

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

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

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

e. Allocation of Waiver Capacity.

Sdect one:

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

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

f. Selection of Entrantsto the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
waiver:
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Children with Medicaid are not placed on awaiting list for Medicaid State Plan services and the PIHP must provide
mental health services and supports appropriate to need. The CWP offers necessary services and supports beyond what is
available under the Medicaid State Plan to children with developmental disabilities whose needs have placed them at risk
for health, safety and/or out-of-home placement. Prior to considering a request for CWP services, the PIHP must review
and utilize all available and appropriate Medicaid State Plan services for the child. If the PIHP determines that a child
remains at risk and meets criteria for ICF/1DD, a CWP pre-screen is completed and submitted to MDHHS.

A child identified as “at-risk" must have their urgent care needs met by the PIHP to ensure health, welfare, and safety
while the child remains on the CWP Priority Weighing List. The PIHP must assess the child's needs and develop an
Individual Plan of Service (IPOS) through the person centered / family driven / youth guided planning (PCP) process.

A request for CWP services begins with a pre-screen completed by a Qualified Intellectual Disability Professional
(QIDP) and the child’s parent(s). Determination of severity of need is based on program-specific criteria. The CWP
Priority Weighing Criteria provides a consistent and objective basis on which to determine the priority status of children
who may be eligible for the program. The QIDP must meet with the child’s family and provide detailed information on
CWP service parameters and program requirements. This includes eligibility requirements, available services, accessto
all qualified providers, opportunities for family participation in planning and active treatment, and financial disclosure
requirements. After this discussion, if the family wishes to have their child considered for the CWP, the QIDP completes
apre-screen. The pre-screen identifies those services to be provided by the CMHSP, based on the child' s identified
needs. A parent must sign the completed pre-screen and a copy must be maintained in the child’ s record. The QIDP then
submits the pre-screen to MDHHS.

Several factors associated with health, safety, well-being and risk of out-of-home placement comprise the CWP Priority
Weighing Criteria. When reviewing a pre-screen, the BHDDA-CWP staff determines the score for each of these factors
based on the information submitted. The scores for each factor are then totaled. A cover memo and scoring form are
completed for each pre-screen and copies are mailed to the QIDP to review with the family. If the cover memo contains
questions about the pre-screen or indicates the availability of other potential resources, the QIDP should follow up and
provide updated information to BHDDA. Re-scoring occurs when updated information is received by MDHHS. If there
are subsequent changes in the child or family’ s situation that would affect a child’s score based on the Priority Weighing
Criteria, the QIDP should submit a brief update letter describing relevant changes. The PIHP isresponsible for updating
the pre-screen at least annually in order for the child to remain on the Priority Weighing List.

The Priority Weighing List contains a sequential list of all pre-screen scores. The Priority Weighing List is updated each
time pre-screens are scored. When a CWP opening becomes available, all pre-screens that have been received and date
stamped at MDHHS are scored before a determination is made as to who will be invited to apply for the CWP opening.
The child whose pre-screen is current, and who has the highest score, isinvited to proceed with the CWP application
process. The QIDP is natified by phone and asked to contact the family immediately to begin the formal application
process.

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

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

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

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

2. Miller Trust State.
Indicate whether the state isa Miller Trust State (select one):

® No
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oYes

b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under
the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation
limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR
8435.217)

L ow income familieswith children as provided in 81931 of the Act

SSI recipients

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

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

Select one:

® 100% of the Federal poverty level (FPL)
O o of FPL, which islower than 100% of FPL.

Specify percentage:lzl

[ Working individuals with disabilities who buy into Medicaid (BBA working disabled group asprovided in
§1902(a)(10)(A)(ii)(XI 1)) of the Act)

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

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

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

[ Medically needy in 209(b) States (42 CFR §435.330)

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

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

Foecify:

Special home and community-based waiver group under 42 CFR 8435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 isincluded, Appendix B-5 must be completed

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

® vYes The state furnisheswaiver servicesto individualsin the special home and community-based waiver group
under 42 CFR 8435.217.

Select one and complete Appendix B-5.

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

® Only thefollowing groups of individualsin the special home and community-based waiver group under 42
CFR §435.217
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Check each that applies:

A special income level equal to:

Slect one:

® 300% of the SSI Federal Benefit Rate (FBR)
Oa per centage of FBR, which islower than 300% (42 CFR 8435.236)

Specify percentage: I:I

O A dollar amount which islower than 300%.

Specify dollar amount: I:I

[] Aged, blind and disabled individuals who meet requirementsthat are morerestrictive than the SSI
program (42 CFR 8435.121)

[] Medically needy without spend down in states which also provide Medicaid to recipients of SSI (42
CFR 8435.320, §435.322 and §435.324)

[] Medically needy without spend down in 209(b) States (42 CFR 8435.330)
[ Aged and disabled individuals who have income at:

Select one:

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

Specify percentage amount:IZl

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

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7)

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the state fur nishes waiver servicesto individuals
in the special home and community-based waiver group under 42 CFR §435.217, asindicated 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 8435.217:

Note: For the period beginning January 1, 2014 and extending through September 30, 2019 (or other date as required by
law), the following instructions are mandatory. The following box should be checked for all waivers that furnish waiver
services to the 42 CFR §435.217 group effective at any point during this time period.

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

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

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

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

O Use spousal post-eligibility rules under §1924 of the Act.
(Complete Item B-5-b (SS Sate) and Item B-5-d)

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

® Spousal impoverishment rulesunder §1924 of the Act are not used to deter mine eligibility of individuals with a

community spouse for the special home and community-based waiver group. The state usesregular post-
digibility rulesfor individuals with a community spouse.

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

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

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

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

The state uses the post-eligibility rules at 42 CFR 435.726. Payment for home and community-based waiver servicesis

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

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

® Thefollowing standard included under the state plan
Select one:
O ssi standard
o Optional state supplement standard

©) Medically needy income standard
®© The special incomelevel for institutionalized persons

(select one):

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

Specify the percentage:lZl

O A dollar amount which is lessthan 300%.

Specify dollar amount:|:|

Oa per centage of the Federal poverty level

Specify percentage:lZl

O Other standard included under the state Plan

Soecify:
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O Thefollowing dollar amount

Specify dollar amount::| If this amount changes, this item will be revised.
O Thefollowing formulaisused to deter mine the needs allowance:

Foecify:

O Other

Specify:

ii. Allowancefor the spouse only (select one):

® Not Applicable (seeinstructions)
O sgl standard

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

Specify dollar amount:|:| If this amount changes, thisitem will be revised.
O Theamount isdetermined using the following formula:

Soecify:

iii. Allowance for the family (select one):

® Not Applicable (seeinstructions)
O AFDC need standard

o M edically needy income standard
O Thefollowing dollar amount:

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

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

O Theamount isdetermined us ng the following formula:

Specify:
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O Other

Foecify:

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

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

Select one:

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

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

Foecify:

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

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

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

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

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

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

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

Answers provided in Appendix B-5-a indicate that you do not need to completethis section and ther efor e this
section isnot visible.
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Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of | ncome (5 of 7)

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

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

Answers provided in Appendix B-5-a indicate that you do not need to completethis section and therefor e this
section isnot visible.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (6 of 7)

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

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

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

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

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

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

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

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

a. Reasonable 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 concerning the
reasonable indication of the need for services:

i. Minimum number of services.

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

need waiver services is:

ii. Frequency of services. The state requires (select one):
® The provision of waiver services at least monthly
O Monthly monitoring of theindividual when services ar e furnished on a lessthan monthly basis
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If the state also requires a minimum frequency for the provision of waiver services other than monthly (e.g.,
quarterly), specify the frequency:

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):

® Directly by the Medicaid agency
O By the operating agency specified in Appendix A
O By a gover nment agency under contract with the Medicaid agency.

Foecify the entity:

O Other
Foecify:

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

applicants:

PIHPs complete a CWP assessment to provide a child with an individual LOC evaluation. PIHP personnel conducting the
LOC evauations and reevaluations are qualified as physicians or Qualified Intellectual Disability Professional (QIDP), as
defined in 42 CFR 483.430 and the Michigan Medicaid Provider Manual (MPM). The MPM, states that: "Individual with
specialized training or one year experience in treating or working with a person who hasintellectual disability; andisa
psychologist, physician, educator with a degree in education from an accredited program, social worker, physical
therapist, occupational therapist, speech-language pathol ogist, audiologist, registered nurse, registered dietician,
therapeutic recreation specialist, alicensed or limited-licensed professional counselor or a human services professional
with abachelor’s degree or higher in a human services field (including but not limited to criminal justice, psychology, or
sociology) in which the curriculum provided a good understanding of human behavior and the needs of population that
they will be serving, aswell as training in intervention methods that are useful in the public behavioral health system.

NOTE: If anindividual was hired and performed the role of a QIDP prior to January 1, 2008 and later transfersto a new
agency, hig’her QIDP status will be grandfathered in to the new agency.

For the CWP, the person completing the level-of-care evaluation must also have completed Michigan Department of
Health and Human Services (MDHHS) sponsored training in determining Category of Care (COC) and Intensity of Care
(10C). Prior to submission to MDHHS, the PIHP's designee reviews and approves the assigned level -of-care, as specified
on the CWP Certification. The designee's signature attests to the fact the consumer meets the required institutional LOC
and that the person who made the determination was qualified to do so.

Documentation of the child's LOC, as submitted by the PIHP, is reviewed and approved by the MDHHS staff. The CWP
staff that reviews the packet isa QIDP.

d. Level of CareCriteria. Fully specify the level of care criteriathat are used to evaluate and reevaluate whether an
individual needs services through the waiver and that serve as the basis of the state's level of care instrument/tool. Specify
the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteriaand
the level of care instrument/tool are available to CMS upon request through the Medicaid agency or the operating agency
(if applicable), including the instrument/tool utilized.
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Children evaluated for the Children's Waiver Program (CWP) must meet the admission criteriafor an ICF/IDD as
specified in 42 CFR 483.400 and 42 CFR 442 Subpart C. and as identified in the Michigan Medicaid Provider Manual
(MPM). Section 3.13 of the MPM states: "Beneficiaries must meet ICF/IDD level of care criteriaand require a
continuous active treatment program that is defined in their individual plan of services and coordinated and monitored by
aQualified Intellectual Disability Professional (QIDP). The active treatment program includes specialized and generic
training, treatment, health and related services that are directed toward acquisition of behaviors necessary for the
beneficiary to function with as much self-determination and independence as possible, and the prevention or deceleration
of regression or loss of current optimal functional status (42 CFR 483.440 (a)(1)(i & ii). Treatment services are provided
by qualified professionals within their scope of practice. Direct care staff must meet aide level qualifications.”

The State does not use a level-of-care instrument, per se. The method for determining LOC isasfollows: The QIDP
reviews any relevant supporting documentation regarding the child’ s functional skills (e.g., clinical assessments,
individual educational plans from the child’s school, medical reports) to determine whether the child meets ICF/1DD
level of care criteria as delineated in 42 CFR 483.440.

The process/ method used to evaluate LOC for the waiver is the same as used to evaluate institutional LOC.

The State ensures consistency in the LOC determination in four ways. First, at the level of the PIHP, individual LOC
determinations/re-eval uations are reviewed by the QIDP's supervisor or by another administrator designated by the PHIP.
Thisreview is evidenced by the designee's signature on the waiver certification form. Second, consistency across PIHPs
is monitored and assured by the site review process, which reviews relevant supporting documentation regarding the
child’s functional skills (e.g., clinical assessments, individual educational plans from the child’s school, medical reports)
to confirm the ICF/IDD LOC determination made by the PIHP. Third, MDHHS staff provide on-going technical
assistance, training and consultation on LOC determination and documentation. Fourth, LOC determinations are
reviewed MDHHS CWP staff who isa QIDP.

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

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

O A different instrument is used to determine the level of care for the waiver than for institutional care under the
state plan.

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

f. Processfor Level of Care Evaluation/Reevaluation: Per 42 CFR 8441.303(c)(1), describe the process for evaluating
waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:
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The Michigan Medicaid Provider Manual(MMPM), Section 2.5.A. defines Medical Necessity Criteriafor mental health,
developmental disabilities, and substance abuse services for supports, services, and treatment as follows: “ Necessary for
screening and assessing the presence of a mental illness, developmental disability or substance use disorder; and/or
required to identify and evaluate a mental illness, devel opmental disability or substance use disorder; and/or intended to
treat, ameliorate, diminish or stabilize the symptoms of mental illness, developmental disability or substance use disorder;
and/or expected to arrest or delay the progression of amental illness, developmental disability, or substance use disorder;
and/or designed to assist the beneficiary to attain or maintain a sufficient level of functioning in order to achieve his goals
of community inclusion and participation, independence, recovery, or productivity.”

Section 2.5.B. defines the Determination Criteria of a medically necessary support, service or treatment as: “Based on
information provided by the beneficiary, beneficiary’s family, and/or other individuas (e.g., friends, personal
assistants/aides) who know the beneficiary; and based on clinical information from the beneficiary’s primary care
physician or health care professionals with relevant qualifications who have evaluated the beneficiary; and for
beneficiaries with mental illness or developmental disabilities, based on person-centered planning, and for beneficiaries
with substance use disorders, individualized treatment planning; and made by appropriately trained mental health,
developmental disabilities, or substance abuse professionals with sufficient clinical experience; and made within federal
and state standards for timeliness; and sufficient in amount, scope and duration of the service(s) to reasonably achieve
its/their purpose; and documented in the individual plan of service.”

When achild isinvited to apply for the CWP, a QIDP completes an assessment (as described above) and reviews any
relevant supporting documentation regarding the child’s functional skills (e.g., clinical assessments, individual
educational plans from the child's school, medical reports) to determine whether the child meets ICF/IDD leve of care
criteria. The LOC determination is reviewed by the QIDP' s supervisor.

The LOC is documented by the PIHP-designee’ s signature on the Waiver Certification Form. A copy of the Waiver
Certification form is sent to the Michigan Department of Health and Human Services (MDHHS) and isreviewed and an
eligihility evaluation is completed by the CWP staff.

The process/ method used for reevaluating LOC for waiver applicants is the same as the process/ method for evaluation
of the child’'sLOC.

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

O Every three months
O Every six months
® Every twelve months

O Other schedule
Foecify the other schedule:

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

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

O The qualifications ar e different.
Foecify the qualifications:

i. Proceduresto Ensure Timely Reevaluations. Per 42 CFR 8441.303(c)(4), specify the procedures that the state employs
to ensure timely reevaluations of level of care (specify):
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CWP enrollment data is maintained in the Web Support Application (WSA) and is used to identify children coming up
for reevaluation/recertification. The PIHP/CMHSP can access areport in the WSA that identifies when

reeval uation/recertifications are due for the children they serve. PIHP must submit a reevaluation/recertification packet
within 365 days of the previous year's certification, as stated above. MDHHS also monitors the statewide report to track
past due reevaluations/recertifications. If necessary, CWP staff contact the PIHP and instruct them to provide either a
recertification or termination and notification to the family of Right to Hearing.

j- Maintenance of Evaluation/Reevaluation Records. Per 42 CFR 8441.303(c)(3), the state assures that written and/or
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3

years as required in 45 CFR 8§92.42. Specify the location(s) where records of evaluations and reevaluations of level of care
are maintained:

The PIHP maintains clinical records that include the Children's Waiver Program (CWP) initial and reevaluation / re-
certification packets, along with supporting documentation. The MDHHS maintains copies of theinitial and re-

certification packets and approval letters and maintains a copy of notification of both the initial and continuing eligibility
for the CWP.

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

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

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

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for

evaluating/reevaluating an applicant's'waiver participant'slevel of care consistent with level of care provided in a
hospital, NF or ICF/I1D.

i. Sub-Assurances:

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

Performance M easur es

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

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

Performance Measure;

Number and per cent of newly enrolled waiver consumerswho have a need for a State
Psychiatric Hospital level of care (LOC) prior to receipt of services. Numerator:
Number of newly enrolled waiver consumerswho havereceived a State Psychiatric
Hospital level of care (LOC) prior to receipt of services. Denominator: All new
enrollees.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
waiver certification form
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Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other LI Annually [ stratified
Specify: Describe Group:

Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

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

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

State Medicaid Agency

LI weekly

[] Operating Agency

[] Monthly

[] Sub-State Entity

Quarterly

] Other
Specify:

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

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

[] Continuously and Ongoing

[ Other
Specify:

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

Performance M easur es

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

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

Performance Measure:

Number and per cent of enrolled waiver consumersthat are reevaluated within 365
days of their initial level of care (LOC) evaluation or their last annual LOC
reevaluation. Numerator: Number of enrolled consumerswho LOCswere

reevaluated within 365 days of their last L OC evaluation. Denominator: All enrolled
Consumers.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
waiver certification form

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach

(check each that applies):

State Medicaid LI weekly 100% Review
Agency
[J operating Ageney | L Monthly [ | essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative

Sample
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Confidence
Interval =

Specify:

[] Other [] Annually [] Stratified

Describe Group:

Continuously and [ Other
Ongoing

Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

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

[] Sub-State Entity

Quarterly

[ Other
Specify:

[ Annually

[] Continuously and Ongoing

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

Perfor mance M easur es

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

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

identified or_conclusions drawn, and how recommendations are formulated, where appropriate.

Per formance M easur e

Number and percent of initial LOC evaluationswherethe LOC criteriawas

accurately applied. Numerator: Number of initial LOC evaluationswherethe LOC

criteriawas accurately applied. Denominator: All LOC evaluations.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Waiver Support Application (WSA)

Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other LI Annually [ stratified
Specify: Describe Group:

Continuously and
Ongoing

[ Other
Specify:
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[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
Operating Agency Monthly
[] i [l hi
Sub-State Entity Quarterly
[ sub i [] |
[ Other
Specify:
[] Annually
Continuously and Ongoing
[] Other
Specify:
Performance M easure:

Number and percent of LOC re-evaluationswherethe LOC criteria was accur ately
applied. Numerator: Number of LOC re-evaluationswherethe LOC criteriawas
accur ately applied. Denominator: All LOC re-evaluations.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Waiver Support Application (WSA)

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach

(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%

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

[] Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State M edicaid Agency [ Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:
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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.

Children evaluated for the CWP must meet the admission criteriafor an ICF/IDD and require a continuous active
treatment program directed toward acquisition of behaviors and skills necessary to function with as much
participant direction and independence as possible in the home and community setting. The method for
determining LOC is asfollows: The QIDP reviews any relevant supporting documentation regarding the child’s
functional skills (e.g., clinical assessments, individual educational plans from the child's school, medical reports)
to determine whether the child meets ICF/IDD level of care criteria as delineated in 42 CFR 483.440 and in the
November 2000 Technical Advisory “Michigan Department of Health and Human Services Mental Health and
Substance Abuse Services Operational Compliance: Admissions to Centers for Developmental Disabilities'. The
process / method used to evaluate LOC for the waiver is the same as used to evaluate institutional LOC.

The Prepaid Inpatient Health Plans (PIHPs) complete a CWP assessment, as described above, to provide a child
with an individual Level of Care (LOC) evaluation to determine if the child meets admission criteriafor an
ICF/IDD, and if so, is at risk of placement without home and community based waiver services.

At the on-site review, CWP program staff review all documentation to assure the QIDP used the prescribed
processes and correctly documented LOC determinations.

Regarding timely reevaluation of LOC: The PIHP and the CWP track due-dates for each consumer's LOC
reevaluation. When MDHHS does not receive atimely waiver recertification from the PIHP, areminder |etter,
call or Email is sent to the PIHP requesting the documentation.

If, in the course of MDHHS-CWP staff review of documentation for any purpose (e.g. quarterly review of
consumers with the highest needs, initial or annual recertification, or request for special equipment or home
modifications) a question about LOC arises, a Disposition Transmittal (DT) is used by CWP staff to identify
questions or issues that must be addressed by the PIHP. The CMHSP must respond within 30 days of issuance of
the DT. Theresponseis reviewed by the MDHHS staff person who issued the DT to determine that appropriate
action was taken and if any additional follow-up is necessary. (Such follow-up might include avisit to the
consumer's home or request for additional information.)

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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MDHHS-CWP staff send a Disposition Transmittal (DT) or other form of communication to the PIHP to identify
questions or issues that must be addressed regarding individual LOC determinations. The PIHP must respond
within 30 days. The response isreviewed by the CWP staff to determine that appropriate action was taken and if
any additional follow-up is necessary. This follow-up might include a visit to the consumer's home or request for
additional information. A lessformal, but documented, method of communication is through Email exchange.
This method is used when MDHHS staff is requesting clarification of aminor point. Responses to Emails are
expected within 1-2 business days.

During on-site reviews, a sample of clinical recordsis reviewed, including all assessments and documentation that
underpin the waiver certification level of care determination. Potential problems with level of care evaluation/re-
evaluation may be identified during these annual site reviews, and are documented by MDHHS staff using the
Site Review Protocol. The PIHP isrequired to respond to MDHHS's site review report within 30 days of receipt
of the report with a plan of correction. This plan of correction must be reviewed and approved by MDHHS staff
that completed the site review and by MDHHS administration. The remediation process continues until all
concerns have been appropriately addressed. MDHHS-BHDDA maintains alog to track individual problems and
their remediation.

Regarding timely reevaluation of LOC: If — despite reminder notices to the MDHHS-BHDDA does not receive a
timely waiver recertification, a call is made to the case manager and his’her supervisor requesting information as
to why the recertification has not been completed. If it isthe agency that isresponsible for the delay, the agency is
informed they must provide the certification to MDHHS within 10 works days of the call. If needed, thiscall is
followed-up by aletter to the PIHP Director stressing the urgency of atimely recertification and requesting
immediate response as to the reason for non-compliance with the requirement for recertification. If the delay is
due to the family not following through with the recertification process, the PIHP is required to inform the family
that because the recertification is past due, the child's dligibility for the CWP is at risk and the recert must be
completed within 10 working days to maintain eligibility. If the family subsequently does not cooperate with the
recertification, the PIHP will issue atermination notice to the family, including their right to aMedicaid Fair
Hearing. The PIHP must continue to provide services until one of three things occurs: 1) the family filesa
Request for Fair Hearing within 12 days of issuance of the letter and a Decision and Order is issued upholding the
Department, 2) the legal representative indicates in writing they wish to withdraw their child from the waiver, or
3) the recertification is received within five working days.

ii. Remediation Data Aggregation

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

Frequency of data aggregation and analysis

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

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

[ Continuously and Ongoing

[] Other
Specify:

c. Timelines

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

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

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

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

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

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

When achild isinvited to apply for the CWP (pursuant to the process described in B-3-f, above), the QIDP contacts the
family to begin the formal application process. One of the first stepsin this process includes meeting with the family to
explain the process and timelines related to the waiver application, options and choices afforded the child/family, and
rights and responsibilities associated with eligibility for the waiver. While the PIHP' s QIDP is responsible for assuring
and documenting several aspects of the application process (e.g., securing necessary signatures on the Waiver
Certification Form), the child’ s parent/guardian representative is encouraged to invite others to participate as a natural
support or as afacilitator.

An essential feature of the application process includes discussion with the family (and provision of information) about
services and supports available under the waiver, and the family’ s right to choose among an array of qualified providers
who are on contract with or employed by the PIHP or hired through Choice Voucher arrangements for each
service/support needed by their child. The purpose of these discussions and information-sharing is to enable the family to
make an informed decision about choosing home and community-based waiver services as an alternative to institutional
care.

Section 3 of the Waiver Certification form is used to document the parent/guardian was informed of their right to choose
between community-based services provided by the CWP and ICF/IDD placement/services. Section 3 also documents the
parent/guardian was informed of their right to choose among qualified service providers who are on contract with or
employed by the PIHP or hired through Choice Voucher arrangement.

The Waiver Certification form is maintained in the child’ s clinical record at the PIHP, and in the child's MDHHS case
file. All aspects of choice are discussed with the child’s family at the time of initial certification for the waiver. Choices
(relative to home and community-based services over institutional services and to direct service providers) typically are
discussed each time the child’ s plan of careis reviewed (which may be as frequent as monthly). MDHHS CWP staff
confirms completion of Section 3 of the Waiver Certification Form at the time of initial certification for the CWP and at
the time of annual recertification for the CWP. During on-site reviews, the State reviews the PIHP' s policy / procedures
related to offering/assuring informed choice of qualified providers as describe above and of waiver servicesin lieu of
institutional services.

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

As stated above, Freedom of Choiceis part of the Waiver Certification form and is maintained by the PIHP in the
consumer's clinical record and by MDHHS in the consumer's record.

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

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

The contract between MDHHS and PIHPs establishes standards for access to mental health services. These standards provide the
framework to address all populations that may seek out or request services of a PIHP including adults and children with
developmental disabilities, mental illness, and co-occurring mental illness and substance use disorders. Each PIHP must have a
customer services unit. It is the function of the customer services unit to be the front door of the PIHP and to convey an
atmosphere that is welcoming, helpful, and informative. The customer services unit is part of the PIHPS access system.

Access system services must be available to all residents of the State of Michigan, regardless of where the person lives, or where
he/she contacts the system. The PIHP must arrange for an access line that is available 24 hours per day, seven days per week;
including in-person and by-tel ephone access for hearing impaired individuals. Telephone lines must be toll-free and
accommodate people with Limited English Proficiency (LEP) and other linguistic needs, as well as be accessible for individuals
with hearing impairments and must accommodate persons with diverse cultural and demographic backgrounds, visual
impairments, alternative needs for communication and mobility challenges.

The State's contract with PIHPs requires that PIHPs comply with the Office of Civil Rights Policy Guidance on the Title VI
Prohibition Against Discrimination as it Affects Persons with Limited English Proficiency. The contract addresses access to
services by “limited English proficient persons’ throughout the contract. Requirements include: equal access for people with
diverse cultural backgrounds and/or limited English proficiency, as outlined by the Office of Civil Rights Policy Guidance in the
Title VI Prohibition Against Discrimination as it Affects Persons with Limited English Proficiency; that materials are written at
the 4th grade reading level to the extent possible; and that materials shall be available in the languages appropriate to the people
served within the PIHP's area.

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

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

Service Type Service
Statutory Service Respite
Extended State Plan Service Enhanced Transportation
supportsfor Partidpant | picey | ntermediary
Other Service Community Living Supports
Other Service :;/Iior”o:smental Accessibility Adaptations and Specialized Medical Equipment &
Other Service Home Care Training, Family
Other Service Home Care Training, Non-Family
Other Service Overnight Health and Safety Support
Other Service Specialty Service

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

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

Service Type:

Statutory Service
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Service:
Respite
Alternate Service Title (if any):

Respite

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:

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.
Service Definition (Scope):

Respite care services are provided to consumers on a short-term basis because of the need for relief of those persons
normally providing care. The purpose of respite care isto relieve the consumer's family from daily stress and care
demands. "Short-term" means the respite serviceis provided during alimited period of time (e.g., afew hours, a
few days, weekends, or for vacations). Decisions about the methods and amounts of respite are decided during the
person-centered planning process and are specified in the individual plan of service. Paid respite care may not be
provided by aparent or legal guardian of a CWP consumer.

Respite care can be provided in the following locations: the child's home; licensed family foster home; licensed
family group home; licensed childrens camp; licensed respite care facility approved by the State that is not a private
residence; home of afriend or relative.

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

Nurses may provide respite only in situations where the consumer's medical needs are such that atrained respite aide
cannot care for the consumer during times where the unpaid caregiver is requesting respite.

Beginning January 2012, families may schedule and use up to 1152 hours of respite service per fiscal year, in
accordance with the consumer's IPOS. (The billable procedure code for respite is a 15-minute unit, which equates to
amaximum respite benefit of 4,608 units per fiscal year.)

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed
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Specify whether the service may be provided by (check each that applies):
[ L egally Responsible Per son
Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Respite Care Facility; Children's Camp; Foster Family Home; Foster Family Group Home
Individual aide-level respite provider

Individual Independent Nurse (RN or LPN)

Agency PIHP or an agency contracted to the CMHSP

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

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency
Provider Type:

Respite Care Facility; Children's Camp; Foster Family Home; Foster Family Group Home

Provider Qualifications
License (specify):

All of these provider types are licensed under Public Act 116 of 1973, asamended [MCL 722.111, MCL
722.115-118(a), MCL 330.1153] and the Administrative Rules thereto.

Certificate (specify):

NA

Other Standard (specify):

Theidentified provider types must be contracted to the PIHP for the purpose of providing respite care
services for CWP consumers.

Respiteistypically provided by aides employed by the agency. Aides must meet criteria specified in the
Michigan Medicaid Provider Manual: Aides must meet the following criteria:

be at least 18 years of age; able to prevent transmission of communicable disease; able to communicate
expressively and receptively in order to follow the consumer'sindividual plan of service (IPOS) and
consumer-specific emergency procedures; have a documented understanding and skill in implementing
the IPOS and report on activities performed; bein good standing with the law (i.e., not afugitive from
justice, not a convicted felon who is either still under jurisdiction or one whose felony relates to the kind
of duty he/she would be performing, and not an illegal alien); be trained in recipient rights; be able to
perform basic first aid and emergency procedures; and be trained in the |POS, as applicable.

If the agency is providing respite rendered by a nurse, in addition to the above qualifications, the the RN
or LPN must have a current license in good standing with the State of Michigan under MCL 333.17211.

Verification of Provider Qualifications
Entity Responsible for Verification:
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The Michigan Department of Health and Human Services (MDHHYS) is the licensing authority and is
responsible for issuing and renewing licenses for these providers. MDHHS also verifies provider
qualifications during regular and special investigation visits.

The PIHP isresponsible for verifying provider qualifications prior to contracting with the provider. The
Respite Care Facility, Children's Camp, Foster Family Home or Foster Family Group Homeis
responsible for assuring that all employees providing this service meet the provider qualifications as
identified in "other standard", above.

Frequency of Verification:

Licenses are issued/renewed for atwo-year period. PIHPs and contracted agencies verify that individual
service providers meet qualifications prior to delivery of services and every two years thereafter.

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

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Individual
Provider Type:

aide-level respite provider
Provider Qualifications
L icense (specify):

NA

Certificate (specify):

NA

Other Standard (specify):

Individuas providing respite must be hired through Choice Voucher arrangements or be independent
contractors of the PIHP.

Aides must meet the following criteria:

be at least 18 years of age; able to prevent transmission of communicable disease; able to communicate
expressively and receptively in order to follow the consumer'sindividual plan of service (IPOS) and
consumer-specific emergency procedures; have a documented understanding and skill in implementing
the IPOS and report on activities performed; bein good standing with the law (i.e., not afugitive from
justice, not a convicted felon who is either still under jurisdiction or one whose felony relatesto the kind
of duty he/she would be performing,and not anillegal alien); be trained in recipient rights; be able to
perform basic first aid and emergency procedures; and be trained in the IPOS, as applicable.

Verification of Provider Qualifications
Entity Responsible for Verification:

The PIHP verifies provider qualifications. If the CWP-enrollee's representative hires the individual
directly through a Choice Voucher arrangement, the CMHSP may delegate the responsibility for
verifying provider qualifications to the fiscal intermediary.
Frequency of Verification:
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At the onset of service for an individual consumer, and every two years thereafter.

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

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Individual
Provider Type:

Independent Nurse (RN or LPN)

Provider Qualifications
L icense (specify):

When respite is provided by a nurse, the nurse must be either a Registered Nurse (RN) or a Licensed
Practical Nurse (LPN) working under the supervision of an RN. The nurse (RN or LPN) must have a
current license in good standing with the State of Michigan under MCL 333.17211.

Certificate (specify):

NA

Other Standard (specify):

Individuals providing respite must be hired through Choice Voucher arrangements or be independent
contractors of the PIHP. RN and LPN respite providers must meet criteria specified in the Michigan
Medicaid Provider Manual: be at least 18 years of age; able to prevent transmission of communicable
disease; able to communicate expressively and receptively in order to follow the consumer'sindividual
plan of service (IPOS) and consumer-specific emergency procedures; have a documented understanding
and skill in implementing the IPOS and report on activities performed; be in good standing with the law
(i.e., not afugitive from justice, not a convicted felon who is either till under jurisdiction or one whose
felony relates to the kind of duty he/she would be performing, and not anillegal alien); betrained in
recipient rights; be able to perform basic first aid and emergency procedures; and be trained in the IPOS,
as applicable.

Verification of Provider Qualifications
Entity Responsible for Verification:

The PIHP verifies provider qualifications. If the CWP-enrollee's representative hires the individual
directly through a Choice Voucher arrangement, the PIHP may delegate the responsibility for verifying
provider qualifications to the fiscal intermediary.

Freguency of Verification:

At onset of service with anindividual consumer, and every two years thereafter.

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

Service Type: Statutory Service
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Service Name: Respite

Provider Category:
Agency
Provider Type:

PIHP or an agency contracted to the CMHSP

Provider Qualifications
L icense (specify):

If respiteis provided by an agency nurse, either a Registered Nurse (RN) or a Licensed Practical Nurse
(LPN) under the supervision of an RN - the RN or LPN must have a current license in good standing
with the State of Michigan under MCL 333.17211.

Certificate (specify):

NA

Other Standard (specify):

The agency must be certified by MDHHS as a PIHP or the agency must be contracted by the CMHSP to
provide respite services to CWP consumers.

Respiteistypically provided by aides employed by the agency. Aides must meet criteria specified in the
Michigan Medicaid Provider Manual: be at least 18 years of age; able to prevent transmission of
communicable disease; able to communicate expressively and receptively in order to follow the
consumer's individual plan of service (IPOS) and consumer-specific emergency procedures; have a
documented understanding and skill in implementing the |POS and report on activities performed; bein
good standing with the law (i.e., not a fugitive from justice, not a convicted felon who is either still
under jurisdiction or one whose felony relatesto the kind of duty he/she would be performing, and not
anillegal alien); be trained in recipient rights; be able to perform basic first aid and emergency
procedures; and be trained in the IPOS, as applicable.

If the agency is providing respite rendered by a nurse, in addition to the above qualifications, the RN or

LPN must have a current license in good standing with the State of Michigan under MCL 333.17211.
Verification of Provider Qualifications

Entity Responsible for Verification:

MMHHS verifies that the PIHP meets the qualifications when the PIHP is the direct service provider.
The PIHP isresponsible for verification of qualifications of agency providers with which it contracts.
The CMHSP verifies provider qualifications before contracting with agencies and adding them to the
PIHP's panel of providers and during routine monitoring of providers. The agency is responsible for
assuring that all staff providing this service meet provider qualifications.

Frequency of Verification:

PIHPs and contracted agencies verify that individual service providers meet qualifications prior to
delivery of services and every two years thereafter.

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

Service Type:

Extended State Plan Service

ServiceTitle:

Enhanced Transportation

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:

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O Serviceisnot included in the approved waiver.
Service Definition (Scope):

Enhanced transportation is offered in order to enable the child served on the Children's Waiver Program (CWP) to
gain access to waiver and other community services, activities and resources specified by the child'sindividual plan
of service (IPOS). This service is offered in addition to medical transportation required under 42 CFR 431.53 and
transportation services under the State plan, defined at 42 CFR 440.170(a) and shall not replace them. Whenever
possible, family, neighbors, friends, or community agencies that can provide this service without charge will be
utilized. For purposes of thiswaiver, transportation is subject to what is reasonable and cost-effective, and limited to
local destinations. Local is defined as destinations within the childs county of residence or a bordering county.
Parents / guardians of a child on the CWP cannot be reimbursed or otherwise paid to provide this service for their
child. Enhanced transportation is a reimburseable waiver service only when provided by trained respite staff or
professional staff who have been trained in the child's IPOS and are currently working with the child.

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

Transportation is limited to local distances, where local is defined as within the childs county or a bordering county.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed

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

[] L egally Responsible Per son
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[l Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency PIHP
Individual respite staff, clinical/professional service providers

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

Service Type: Extended State Plan Service
Service Name: Enhanced Transportation

Provider Category:
Agency
Provider Type:

PIHP

Provider Qualifications
License (specify):

Current Michigan Driver'slicense.
Certificate (specify):

Other Standard (specify):

This service can only be provided by respite staff or professional staff who are identified in the child's
IPOS and are providing services at the time Enhanced Transportation is billed. In addition to possessing
acurrent Michigan Driver's license, providers must also meet qualifications for the specific service they
are provider during the time Enhanced Transportation is billed (e.g.; respite, recreational therapy, speech
therapy).
Verification of Provider Qualifications
Entity Responsible for Verification:

MDHHS verifies that the PIHP meets the qualifications when the PIHP is the direct service provider.
The PIHP must verify qualifications of individual providers. If Enhanced Transportation is provided by
respite or professional staff, hired or contracted by the CWP consumer's representative through a Choice

Voucher arrangement, the PIHP may delegate the responsibility for verifying provider qualifications to
the Fiscal Intermediary.

Frequency of Verification:
PIHPs and contracted agencies verify that individual service providers meet qualifications prior to

delivery of services and every two years thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service
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Service Type: Extended State Plan Service
Service Name: Enhanced Transportation

Provider Category:
Individual
Provider Type:

respite staff, clinical/professional service providers
Provider Qualifications
L icense (specify):

current Michigan's Driver'slicense
Certificate (specify):

NA

Other Standard (specify):

This service can only be provided by respite staff or professional staff who are identified in the child's
IPOS and providing services at the time enhanced transportation is billed. 1n addition to possessing a
current Michigan Driver's License, providers must also meet qualifications for the specific service they
are providing during the time enhanced transportation is billed (e.g., respite, recreational therapy, speech
therapy).

Verification of Provider Qualifications
Entity Responsible for Verification:

The PIHP must verify provider qualifications. If enhanced transportation is provided by respite or
professional staff hired or contracted by the CWP-consumer's representative through a Choice Voucher
arrangement, the CMHSP may delegate the responsibility for verifying provider qualifications to the
fiscal intermediary.

Frequency of Verification:

At the onset of service for an individual consumer and as applicable to the qualification therafter:
Driver's licenses are issued for afive-year period; qualifications for service providers are verified every
two years.

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

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

Service Type:

Supports for Participant Direction

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

Support for Participant Direction:

Financial Management Services
Alternate Service Title (if any):
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Fiscal Intermediary

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 :

O serviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

® Serviceisnot included in the approved waiver.
Service Definition (Scope):

A fiscal intermediary is an independent legal entity that acts as the fiscal agent of the CMHSP for the purpose of
assuring financial accountability for the funds authorized to purchase the services and supports identified in the
consumer's plan of service. Thefiscal intermediary receives the funds, makes payments authorized by the
consumer's representative to providers of services and supports; and acts as an employer agent when the consumer's
representative directly employs staff or other service providers.

Fiscal intermediary servicesinclude, but are not limited to:

a) Facilitation of the employment of service workers by the child's parent or guardian, including federal, state and
local tax withhol ding/payments, unemployment compensation fees, wage settlements, and fiscal accounting;

b) Assuring adherence to federal and state laws and regulations; and

¢) Ensuring compliance with documentation requirements related to management of public funds.

The fiscal intermediary may also perform other supportive functions that enable the consumer and his/her
representative to self-direct needed services and supports. These functions may include hel ping the consumer recruit
staff (e.g. developing job descriptions, placing ads, assisting with interviewing) as requested by the consumers
representative; contracting with or employing and directing providers of services; verification of provider
qualifications (including reference and background checks); and assisting the consumer and his/her representative to
understand billing and documentation requirements.

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

Thiswaiver serviceis limited to consumers who choose to self-direct services through Choice Voucher
arrangements. The "unit" for this billable code is"per month”, and can be billed once per month for consumers
using Choice Voucher arrangements.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E

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

[ L egally Responsible Per son
] Relative

[] Legal Guardian
Provider Specifications:

Provider . .
Category Provider TypeTitle
Agency Fiscal Intermediary Agency
. Accountants, financial advisormanagers, attor neys, other individuals meeting qualifications stated
Individual below

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

Service Type: Supportsfor Participant Direction
Service Name: Fiscal Intermediary

Provider Category:
Agency
Provider Type:

Fiscal Intermediary Agency

Provider Qualifications
L icense (specify):

NA

Certificate (specify):

NA

Other Standard (specify):

1. Provider must be bonded and insured.
2. Insured for an amount that meets or exceeds the total budgetary amount the fiscal intermediary is
responsible for administering.
3. Demonstrated ability to manage budgets and perform all functions of the fiscal intermediary including
all activities related to employment taxation, worker’ s compensation and state, local and federal
regulations.
4. Fiscal Intermediary services must be performed by entities with demonstrated competence in
managing budgets and performing other functions and responsibilities of afiscal intermediary.
5. Neither providers of other covered services to the participant, the family or guardians of the
participant may provide fiscal intermediary servicesto the participant.

Verification of Provider Qualifications
Entity Responsible for Verification:

The CMHSP isresponsible for verification of qualifications of agency providers with whom it contracts.
The CMHSP verifies provider qualifications before contracting with agencies and adding them to the
CMHSP's pandl of providers and during routine monitoring of providers.

Frequency of Verification:
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CMHSPs verify that providers meet qualifications prior to delivery of services and at least annually
thereafter.

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

Service Type: Supportsfor Participant Direction
Service Name: Fiscal Intermediary

Provider Category:
Individual
Provider Type:

Accountants, financial advisors/managers, attorneys, other individuals meeting qualifications stated below
Provider Qualifications
L icense (specify):

NA

Certificate (specify):

NA

Other Standard (specify):

Theindividual must be contracted by the CMHSP to provide financial management servicesto CWP
consumers. Additiona qualifications include that the fiscal intermediary:

1. Cannot be a provider of direct mental health services;
2. Cannot be a guardian or trust holder of any consumer or have any other compensated fiduciary
relationship with a consumer (except representative payee);
3. Must be bonded and insured for an amount that meets or exceeds the total budgetary amount the
Fiscal Intermediary is responsible for administering;
4. Must have demonstrated ability to manage budgets and perform all functions of the fiscal
intermediary including all activities related to employment taxation, workers compensation and state,
local and federal regulations;
5. Must be able to fulfill the functions (which may include Employee Verification, Employer Agent,
and/or Information and Guidance Functions) required by CMHSP asidentified in the Fiscal
Intermediary Agreement;
6. Must have a positive track record of managing money and accounting;
7. Must be oriented to support and respond to each consumer or family with an individualized response;
8. Must be able to work with consumers to consider creative approaches both in paymentsand in
arrangements (such as weekly payroll payments).

Verification of Provider Qualifications
Entity Responsible for Verification:

The CMHSP is responsible for verification of qualifications of individual providers with whom it
contracts. The CMHSP verifies provider qualifications before contracting with individuals and adding
them to the CMHSP's panel of providers and during routine monitoring of providers.

Frequency of Verification:

CMHSPs verify that providers meet qualifications prior to delivery of services and at least annualy
thereafter.
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Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type:

Other Service

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

Service Title:

Community Living Supports

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 :

® sarviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O Serviceisnot included in the approved waiver.
Service Definition (Scope):

Community Living Supports (CLS) provides assistance to afamily in the care of their child while facilitating the
childs independence and integration into the community. Children on the CWP have high intensity and frequency of
care needs and, as eligibility for the CWP requires the ICF/11D LOC, children must receive a continuous active
treatment program. For children who receive CLS, staffing allows for the "aggressive, consistent implementation of
aprogram of specialized and generic training, treatment, health services and related services' referenced in the
definition of active treatment. This service provides skill development related to activities of daily living, such as
bathing, eating, dressing, personal hygiene, household chores and safety skills; skill development to achieve or
maintain mobility, sensory-motor, communication, socialization and relationship-building skills, and participation in
leisure and community activities. These supports must be provided directly to the child. The supports, asidentified
intheindividual plan of services, are provided in the childs home and may be provided in community settings when
integration into the community is an identified goal. These supports may serve to reinforce skills or lessons taught in
school, therapy or other settings, but are not intended to supplant services provided in school or other settings.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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The amount of CLSthat is billable for each consumer is based on assessed needs as documented in the narrative for

the consumer's "' Category-of-Care" (described further in Appendix D) and the accompanying "Decision Guide", as
published in the Michigan Medicaid Provider Manual.

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

Specify whether the service may be provided by (check each that applies):
[] L egally Responsible Person
Relative

[] Legal Guardian
Provider Specifications:

Provider . .
Category Provider TypeTitle
Agenc PIHP or an agency contracted to the PIHP for the purpose of providing CL S servicesfor CWP consumers
gency (e.g., staffing agency, home car e agency)
Individual CLSaide

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

Service Type: Other Service
Service Name: Community Living Supports

Provider Category:
Agency
Provider Type:

PIHP or an agency contracted to the PIHP for the purpose of providing CL S services for CWP consumers
(e.g., staffing agency, home care agency)

Provider Qualifications
License (specify):

NA

Certificate (specify):

NA

Other Standard (specify):
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The agency must be certified by MDHHS as a CMHSP or be contracted by the CMHSP to provide CLS
services to CWP consumers.

CLSistypically provided by aide-level staff employed by the agency. Aides must meet criteria specified
in the Michigan Medicaid Provider Manual: be at least 18 years of age; able to prevent transmission of
communicable disease; able to communicate expressively and receptively in order to follow the
consumer'sindividual plan of service (IPOS) and consumer-specific emergency procedures; have a
documented understanding and skill in implementing the |POS and report on activities performed; bein
good standing with the law (i.e., not a fugitive from justice, not a convicted felon who is either till
under jurisdiction or one whose felony relates to the kind of duty he/she would be performing, and not
anillegal alien); betrained in recipient rights; be able to perform basic first aid and emergency
procedures; and be trained in the IPOS, as applicable.

Verification of Provider Qualifications
Entity Responsible for Verification:

MDHHS verifies that the PIHP meets the qualifications when the PIHP is the direct service provider.
The PIHP is responsible for verification of qualifications of agency providers with which it contracts.
The PIHP verifies provider qualifications before contracting with agencies and adding them to the
PIHP's panel of providers and during routine monitoring of providers. The agency is responsible for
assuring that all staff providing this service meet provider qualifications.

Frequency of Verification:

PIHPs and contracted agencies verify that individual service providers meet qualifications prior to
delivery of services and every two years thereafter.

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

Service Type: Other Service
Service Name: Community Living Supports

Provider Category:

Individual

Provider Type:

CLSaide

Provider Qualifications
License (specify):

NA

Certificate (specify):

NA

Other Standard (specify):
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Individuals providing Community Living Supports (CLS) must be hired through Choice Voucher
arrangements or be independent contractors of the CMHSP.
Aides must meet criteria specified in the Michigan Medicaid Provider Manual: be at least 18 years of
age; able to prevent transmission of communicable disease; able to communicate expressively and
receptively in order to follow the consumer's individual plan of service (IPOS) and consumer-specific
emergency procedures; have a documented understanding and skill in implementing the IPOS and report
on activities performed; be in good standing with the law (i.e., not a fugitive from justice, not a
convicted felon who is either still under jurisdiction or one whose felony relates to the kind of duty
he/she would be performing, and not anillegal alien); be trained in recipient rights; be able to perform
basic first aid and emergency procedures; and be trained in the IPOS, as applicable.

Verification of Provider Qualifications
Entity Responsible for Verification:

MDHHS verifies that the PIHP meets qualifications when the PIHP is the direct service provider. The
PIHP verifies provider qualifications. If the CWP-enrollee's representative hires the individual directly
through a Choice Voucher arrangement, the PIHP may delegate the responsibility for verifying provider
qualificationsto the fiscal intermediary.

Frequency of Verification:

At the onset of service for an individual consumer, and every two years thereafter.

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

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

Service Type:

Other Service

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

ServiceTitle:

Environmental Accessibility Adaptations and Specialized Medical Equipment & Supplies

HCBS Taxonomy:
Category 1 Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:
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Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® sarviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.

Service Definition (Scope):
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Environmental Accessibility Adaptations (EAAS) include those physical adaptations to the home, specified in the
individual plan of services (IPOS), which are necessary to ensure the health, welfare and safety of the child, or
enable him to function with greater independence in the home and without which the child would require
institutionalization. Home adaptations may include the installation of ramps, widening of doorways, modification of
bathroom facilities, or installation of specialized electric and plumbing systems that are essential to support the
child’s medical equipment. Requests for EAAs must first be denied by all applicable insurance sources, e.g., private
insurance and Medicaid. All services shall be provided in accordance with applicable state or local building codes. A
prescription is required and is valid for one year from the date of signature.

Standards of value purchasing must be followed. The EAA must be the most reasonable alternative, based on the
results of areview of al options, including a change in the use of rooms within the home or aternative housing. The
existing structure must have the capability to accept and support the proposed changes. The infrastructure of the
home involved in the funded EAA (e.g., electrical system, plumbing, well/septic, foundation, heating/cooling, smoke
detector systems, roof) must be in compliance with any applicable local codes. EAAs shall exclude costs for
improvements exclusively required to meet local building codes.

The EAA must incorporate reasonable and necessary construction standards, excluding cosmetic improvements. The
adaptation cannot result in valuation of the structure significantly above comparable neighborhood real estate values.
The EAA must demonstrate cost-effectiveness. The family must apply, with the assistance of the case manager if
needed, to all applicable funding sources, such as housing commission grants, MSHDA, and community
development block grants, for assistance. Acceptances or denials by these funding sources must be documented in
the child' s records. The CWP is afunding source of last resort.

Excluded are those adaptations or improvements to the home that are of general utility, are considered to be standard
housing obligations of parents, and are not of direct medical or remedia benefit to the child. EAAsthat are required
to support proper functioning of medical equipment, such as electrical upgrades, are limited to the requirements for
safe operation of the specified equipment and are not intended to correct existing code violations in a child’s home.

Adaptations may be made to rental properties when the landowner agrees to the adaptation in writing. A written
agreement between the landowner and the child’ s family must specify any requirements for restoration of the
property to itsorigina condition if the occupants move and must indicate that the CWP and MDDHS are not
obligated for any restoration costs. If afamily purchases a home, or builds a home or addition while the child is
receiving waiver services, it isthe family’ s responsibility to assure that the home will meet the child’ s basic needs,
such as having aground floor bath/bedroom if the child has mobility limitations.

The CWP does not cover construction costs in a new home or addition, or a home purchased after the consumer is
enrolled in the waiver. The CWP funds may be authorized to assist with the adaptation noted above (e.g., ramps,
grab bars, widening doorways) for a home recently purchased. Additional square footage may be prior authorized
following a MDHHS specialized housing consultation if it is determined that adding square footage is the only
alternative available to make the home accessible and the most cost-effective aternative for housing. Additional
square footage is limited to the space necessary to make the home wheel chair-accessible for a child with mobility
impairments to prevent institutionalization; the amount will be determined by the direct medical or remedial need of
the beneficiary. The family must exhaust all applicable funding options, such as the family’ s ability to pay, housing
commission grants, MSHDA and community development block grants. Acceptances or denials by these funding
sources must be documented in the child’ s record.

Specialized Medical Equipment & Suppliesincludes durable medical equipment, environmental safety and control
devices, adaptive toys, activities of daily living (ADL) aids, and alergy control suppliesthat are specified in the
child’s IPOS. This serviceisintended to enable the child to increase his abilities to perform ADLSs or to perceive,
control, or communicate with the environment in which the child lives.

This service also includes van lifts, wheelchair tie-downs or if appropriate, a secure seating device that would
substitute for the wheelchair. V ehicle modifications are covered only as necessary to the extent needed to
accommodate lifts, wheelchair tie-downs, or secure seating devices that would substitute for the wheel chair.
Specialized medical equipment and supplies aso includes items necessary for life support, ancillary supplies and
equipment necessary for the proper functioning of such items, and durable and non- durable medical equipment not
covered by Medicaid or through other insurance. Generators may be covered for a child who is ventilator-dependent
or requires daily use of oxygen via a concentrator.
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Equipment and supplies must be of direct medical or remedial benefit to the child. "Direct medical or remedial
benefit" is a prescribed specialized treatment and its associated equipment or environmental accessibility adaptation
that is essentia to the implementation of the child's IPOS. The plan must include documentation that, as a result of
the treatment and its associated equipment or adaptation, institutionalization of the child will be prevented. Training
of staff and care-giversis a covered waiver service and includes training on specialized equipment.

A prescription isrequired and is valid for one year from the date of signature. All items must be determined to be
essential to the health, safety, welfare, and independent functioning of the child as specified in the IPOS. There must
be documented evidence that the item is the most cost-effective aternative to meet the child’s need following value
purchasing standards.

Anything purchased under this service category must meet applicable standards of manufacture, design and
installation. The PIHP, or its contract agency, must maintain documentation to support that the best value in
warranty coverage (e.g., the most coverage for the least cost, per industry standards) was obtained for theitem at the
time of purchase. When awarranty is not purchased but the item requires repair that does not arise from mis-use,
failure to maintain the item in good working order or abuse of the item, the repair can be covered by the waiver. The
cost of routine maintenance and general upkeep is not included as awaiver service and is considered the
responsibility of the consumer's family. As used in this definition, "routine maintenance and general upkeep"
includes any task, activity, product or supply required to keep the equipment, supply, adaptation, device or anything
purchased under this service in good working order; and is distinguished from "repair" of a broken or non-
functioning item.

Equipment and supplies must be of direct medical or remedial benefit to the child. "Direct medical or remedial
benefit" is a prescribed specialized treatment and its associated equipment or environmental accessibility adaptation
that is essential to the implementation of the child's IPOS. The plan must include documentation that, as a result of
the treatment and its associated equipment or adaptation, institutionalization of the child will be prevented. Training
of staff and care-giversis acovered waiver service and includes training on specialized equipment.

A prescription is required and is valid for one year from the date of signature. All items must be determined to be
essential to the health, safety, welfare, and independent functioning of the child as specified in the IPOS. There must
be documented evidence that the item is the most cost-effective alternative to meet the child’ s need following value
purchasing standards.

Anything purchased under this service category must meet applicable standards of manufacture, design and
installation. The PIHP, or its contract agency, must maintain documentation to support that the best value in
warranty coverage (e.g., the most coverage for the least cost, per industry standards) was obtained for the item at the
time of purchase. When awarranty is not purchased but the item requires repair that does not arise from mis-use,
failure to maintain the item in good working order or abuse of the item, the repair can be covered by the waiver. The
cost of routine maintenance and general upkeep is not included as awaiver service and is considered the
responsibility of the consumer's family. As used in this definition, "routine maintenance and general upkeep"
includes any task, activity, product or supply required to keep the equipment, supply, adaptation, device or anything
purchased under this service in good working order; and is distinguished from "repair" of a broken or non-
functioning item.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
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The cost of routine maintenance and general upkeep is not included as awaiver service and is considered the
responsibility of the consumer's family. As used in this definition, "routine maintenance and general upkeep"
includes any task, activity, product or supply required to keep the equipment, supply, adaptation, device or anything
purchased under this service in good working order; and is distinguished from "repair" of a broken or non-
functioning item.

Environmental Accessibility Adaptations that add to the total square footage of the home are limited to alifetime
maximum of $25,000 and/or 250 square feet, with an exception process in place for extraordinary circumstances.

Specialized Medical Equipment & Supplies: The size of agenerator will be limited to the wattage required to
provide power to essential life-sustaining equipment.

A van lift for afull size van will be considered no more frequently than once every five years, which is the minimum
life expectancy of avan lift. All van modifications or installations must be to a van that is the consumer's primary
means of transportation. This service excludes the purchase or lease of a van and the upkeep and maintenance of the
van.

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

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

[] L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Licensed Builder or Contractor
Agency PIHP

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

Service Type: Other Service
Service Name: Environmental Accessibility Adaptations and Specialized Medical Equipment &
Supplies

Provider Category:
Individual
Provider Type:

Licensed Builder or Contractor

Provider Qualifications
License (specify):

Holds current Michigan license under MCL 339.601(1); MCL 339.601.2401; MCL 339.601.2403(3)
Certificate (specify):

NA

Other Standard (specify):
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NA

Verification of Provider Qualifications
Entity Responsible for Verification:

PIHP

Freguency of Verification:

Prior to initiation of service

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

Service Type: Other Service

Service Name: Environmental Accessibility Adaptationsand Specialized Medical Equipment &
Supplies

Provider Category:
Agency
Provider Type:

PIHP

Provider Qualifications
License (specify):

NA

Certificate (specify):

NA

Other Standard (specify):

The PIHP is the provider. All items purchased by the PIHP under this service under this service must
meet applicable standards of manufacture, design and installation. The PIHP must maintain
documentation to support that the best value in warranty coverage (e.g., the most coverage for the least
cost, per industry standards)was obtained for the item at the time of purchase.

Verification of Provider Qualifications
Entity Responsible for Verification:

MDHHS verifies that the CMHSP meets the qualifications when the CMHSP is the direct service
provider.

Frequency of Verification:

Prior to contracting with the provider for the item.

09/30/2019



Application for 1915(c) HCBS Waiver: MI.4119.R06.00 - Oct 01, 2019 Page 74 of 214

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

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

Service Type:

Other Service

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

Service Title:

Home Care Training, Family

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 :

® sarviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O Serviceisnot included in the approved waiver.
Service Definition (Scope):

Home Care Training, Family provides for training and counseling services for the families of children served on the
Children's Waiver Program (CWP). For purposes of this service, "family" is defined as the people who live with or
provide care to a child served on the CWP, and may include a parent or siblings. Family does not include
individuals who are employed to care for the child. Training includes instruction about treatment regimens and use
of equipment specified in the plan of services, and must include updates as necessary to safely maintain the child at
home.

Home Care Training, Family is aso a counseling service directed to the family and designed to improve and develop
the familys skills in dealing with the life circumstances of parenting a child with special needs. All family training
must be included in the childs individual plan of services and must be provided on aface-to-face basis.

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

Up to four sessions per day but no more than 12 sessions per 90 day period. This service does not include the costs
of travel, meals and overnight lodging associated with training.
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Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed

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

[ L egally Responsible Per son
[ Relative

[ Legal Guardian
Provider Specifications:

Provider . .
Category Provider TypeTitle
Agen PIHPS; agencies contracted to PIHPs (e.g., home car e agencies, clinical service agency providers, out-
gency patient clinics)
Individual Clinical professional (e.g., psychologist, social worker, occupational therapist, physical therapist, speech
therapist, nurse)

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

Service Type: Other Service
Service Name: Home Care Training, Family

Provider Category:
Agency
Provider Type:

PIHPS; agencies contracted to PIHPs (e.g., home care agencies, clinical service agency providers, out-patient
clinics)
Provider Qualifications

License (specify):

The provider must maintain any current registration, license, certification or credentialing required by
his or her profession to practice in the State of Michigan.

Certificate (specify):

The socia worker must be a"licensed master's social worker" as defined by Section 18509 of PA 368 of
1978.

Other Standard (specify):

The hands-on service provider must be either alicensed psychologist, Master's level socia worker, or
who isaQualified Intellectua Disahility Professional (QIDP), as defined in CFR 483.430. The service
provider is selected on the basis of his’her competency in the aspect of the service plan on which they
are conducting training.

Verification of Provider Qualifications
Entity Responsible for Verification:
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MDHHS verifies that the CMHSP meets the qualifications when the PIHP is the direct service provider.

The CMHSP isresponsible for verification of qualifications of agency providers with which it contracts.

The CMHSP verifies provider qualifications before contracting with agencies and adding them to the
PIHP's panel of providers and during routine monitoring of providers. The agency is responsible for
assuring that all staff providing this service meet provider qualifications.

Frequency of Verification:

PIHPS and contracted agencies verify that individual service providers meet qualifications prior to
delivery of services and every two years thereafter.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Home Care Training, Family

Provider Category:
Individual
Provider Type:

Clinical professional (e.g., psychologist, social worker, occupational therapist, physical therapist, speech
therapist, nurse)

Provider Qualifications
L icense (specify):

The provider must maintain any current registration, license, certification or credentialing required by
his or her profession to practice in the State of Michigan.

Certificate (specify):

The socia worker credential must be a"licensed master's social worker" as defined by Section 18509 of
PA 368 of 1978.

Other Standard (specify):

Service providers for Home Care Training, Family must be either alicensed psychologist, Master's level
social worker, or who isa Qualified Intellectual Disability Professional (QIDP), as defined in CFR
483.430. The service provider is selected on the basis of his’her competency in the aspect of the service
plan on which they are conducting training.

Verification of Provider Qualifications
Entity Responsible for Verification:

The PIHPS verifies provider qualifications. If the CWP-enrollee's representative contracts with the
individua directly through a Choice Voucher arrangement, the PIHP may delegate the responsibility for
verifying provider qualifications to the fiscal intermediary.

Frequency of Verification:

At the onset of service for an individual consumer, and every two years thereafter.

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

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

Service Type:

Other Service

Asprovided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Home Care Training, Non-Family

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 :

® serviceisincluded in approved waiver. Thereisno changein service specifications.
O Serviceisincluded in approved waiver. The service specifications have been modified.

O Serviceisnot included in the approved waiver.
Service Definition (Scope):

This service provides coaching, supervision and monitoring of Community Living Support (CLS) and respite staff
by clinical professional (psychologist, social worker, occupational therapist, physical therapist, speech therapist,
nurse, or (QIDP). The professional staff work with CL S staff to implement the plan that addresses services designed
to improve the childs socia interactions and self-control by ingtilling positive behaviors in the place of behaviors
that are socially disruptive, injuriousto the child or others, or that cause property damage. Professional staff train,
supervise and monitor CL S staff to ensure appropriateness of service delivery and continuity of care.

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

Up to four sessions per day but no more than 12 sessions per 90 day period.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
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[] L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider . .
Category Provider TypeTitle
Individual Clinical professional (e.g., psychologist, social worker, occupational therapist, physical therapist, speech
therapist, nurse)
Aden PIHPS; agencies contracted to CMHSPs (e.g., home car e agencies, clinical service agency providers, out-
gency patient clinics)

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

Service Type: Other Service
Service Name: Home Car e Training, Non-Family

Provider Category:
Individual
Provider Type:

Clinical professional (e.g., psychologist, social worker, occupational therapist, physical therapist, speech
therapist, nurse)

Provider Qualifications
License (specify):

The provider must maintain any current registration, license, certification or credentialing required by
his or her profession to practice in the State of Michigan.

Certificate (specify):

The socia worker must be a"licensed master's social worker" as defined by Section 18509 of PA 368 of
1978.

Other Standard (specify):

Service providers for Home Care Training, Non-Family must be either alicensed psychologist, Master's
level social worker, or who isaQualified Intellectual Disability Professional (QIDP), as defined in CFR
483.430. The service provider is selected on the basis of his’her competency in the aspect of the service
plan on which they are conducting training.

Verification of Provider Qualifications
Entity Responsible for Verification:

The PIHP verifies provider qualifications. If the CWP-enrollee's representative contracts with the
individual directly through a Choice Voucher arrangement, the PIHP may delegate the responsibility for
verifying provider qualifications to the fiscal intermediary.

Frequency of Verification:

At the onset of service for an individual consumer, and every two years thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service
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Service Type: Other Service
Service Name: Home Care Training, Non-Family

Provider Category:
Agency
Provider Type:

PIHPS; agencies contracted to CMHSPs (e.g., home care agencies, clinical service agency providers, out-
patient clinics)
Provider Qualifications
L icense (specify):

The provider must maintain any current registration, license, certification or credentialing required by
his or her profession to practice in the State of Michigan.

Certificate (specify):

The social worker must be a"licensed master's social worker" as defined by Section 18509 of PA 368 of
1978.

Other Standard (specify):

The hands-on service provider must be either alicensed psychologist, Master's level social worker, or
Qualified Intellectual Disability Professional (QIDP), as defined in CFR 483.430. The service provider
is selected on the basis of his’/her competency in the aspect of the service plan on which they are
conducting training.

Verification of Provider Qualifications
Entity Responsible for Verification:

MDHHS verifies that the PIHP meets the qualifications when the CMHSP is the direct service provider.
The CMHSP isresponsible for verification of qualifications of agency providers with which it contracts.
The CMHSP verifies provider qualifications before contracting with agencies and adding them to the
PIHP's panel of providers and during routine monitoring of providers. The agency is responsible for
assuring that all staff providing this service meet provider qualifications.

Frequency of Verification:

PIHPS and contracted agencies verify that individual service providers meet qualifications prior to
delivery of services and every two years thereafter.

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

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

Service Type:

Other Service

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

Service Title:

Overnight Health and Safety Support
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HCBS Taxonomy:
Category 1. Sub-Category 1.
17 Other Services 17990 other
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 :

O serviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

® Serviceisnot included in the approved waiver.
Service Definition (Scope):

Overnight Health and Safety Support is defined as the need for someone to be present to prevent, oversee, manage,
direct, or respond to a beneficiary’ s disruptive, risky, or harmful behaviors, during the overnight hours. Overnight
Health and Safety Support isindicated for a person who is non-self-directing, confused, has a cognitive impairment
or whose physical functioning is such that they are unable to respond appropriately in an emergency. It isfurther
indicated for beneficiaries who have inconsistency in, or an inability to, regulate sleep patterns.

For purposes of this service, “overnight” includes the hours between 8:00 p.m. and 8:00 am.

Overnight Health and Safety Support may be appropriate when:

» Serviceis necessary to safeguard against injury, hazard, or accident

» Servicewill allow recipient to remain at home safely after all other available preventive interventions have been
undertaken, and the risk of injury, hazard or accident remains

» Assistanceis needed with instrumental activities of daily living (IADLS) that cannot be pre-planned or scheduled
The following exceptions apply for Overnight Health and Safety Support:

» It does not include friendly visiting or other social activities.

* Isnot available when the need is caused by a medical condition and the form of supervision required is medical.
» Isnot available in anticipation of amedical emergency.

» Isnot available to prevent or control anti-social or aggressive recipient behavior.

» Isnot available for a person without a physical, cognitive, or memory impairment who has anxiety about being
alone at night

» Isnot an aternative to inpatient psychiatric treatment and is not available to prevent potential suicide or other
self-harm behaviors.

The need for Overnight Health and Safety Support must be reviewed and established through the person centered
planning process with the specific reasons for this service and what support activities will be provided.

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

Payments for Health and Safety Support may not be made, directly or indirectly to responsible relatives (i.e., spouses
or parents or minor children) or the legal guardian.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
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Provider managed

Specify whether the service may be provided by (check each that applies):
[] L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Home car e agency, staff agency and other PIHP contracted providers.
Individual Aide

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

Service Type: Other Service
Service Name: Overnight Health and Safety Support

Provider Category:
Agency
Provider Type:

Home care agency, staff agency and other PIHP contracted providers.
Provider Qualifications
L icense (specify):

N/A

Certificate (specify):

N/A

Other Standard (specify):

The agency must meet provider requirements for the PIHP. The agency must assure its employees are
knowledgeable in the unique abilities, preferences and needs of the individual (s) being served.
Overnight Health and Safety Support is provided by aide level staff. Aides must meet the following
criteria
At least 18 years of age; be able to practice universal precaution and infection control techniques; in
good standing with the law ; be trained in recipient rights; able to perform basic first aid as evidenced by
completion of first aid training course, or other method determined by the PIHP to demonstrate
competence; able to perform emergency procedures as evidenced by completion of emergency
procedures training course, or other method determined by the PIHP to demonstrate competence; has
received training in the beneficiary’ s |POS.
Verification of Provider Qualifications
Entity Responsible for Verification:

MDHHS verifies that the PIHP meets the qualifications when the PIHP is the direct service provider.
The CMHSP isresponsible for verification of qualifications of agency providers with which it contracts.
The CMHSP verifies provider qualifications before contracting with agencies and adding them to the
CMHSP's pandl of providers and during routine monitoring of providers. The agency isresponsible for
assuring that all staff providing this service meet provider qualifications.

09/30/2019



Application for 1915(c) HCBS Waiver: MI.4119.R06.00 - Oct 01, 2019 Page 82 of 214

Freguency of Verification:

PIHPS and contracted agencies verify that individual service providers meet qualifications prior to
delivery of services and every two years thereafter.

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

Service Type: Other Service
Service Name: Overnight Health and Safety Support

Provider Category:
Individual
Provider Type:

Aide

Provider Qualifications
License (specify):

N/A

Certificate (specify):

N/A

Other Standard (specify):

Aides must meet the following criteria:
At least 18 years of age; be able to practice universal precaution and infection control techniques; in
good standing with the law; be trained in recipient rights; able to perform basic first aid as evidenced by
completion of first aid training course, or other method determined by the PIHP to demonstrate
competence; able to perform emergency procedures as evidenced by completion of emergency
procedures training course, or other method determined by the PIHP to demonstrate competence; has
received training in the beneficiary’ s IPOS.

Verification of Provider Qualifications
Entity Responsible for Verification:

The PIHP verifies provider qualifications. If the participant chooses to hire the provider through his or
her budget authority under a self-determination arrangement, the PIHP may delegate the responsibility
for verifying the provider qualifications to the participant or hisher agent.

Frequency of Verification:

Prior to delivery of services and every two years thereafter

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

Service Type:

Other Service

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

ServiceTitle:

Speciaty 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:

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O Serviceisnot included in the approved waiver.
Service Definition (Scope):

Speciaty Servicesinclude: Music Therapies; Recreation Therapies; Art Therapies; and Massage Therapies.
Specialty services uses treatment, education, and therapeutic activities to help children with disabilities to develop
skills and abilities that enhance their health, functional ability, independence and quality of life. Observation of and
participation by parents and staff of these therapeutic activities help teach parents and staff to work with the child
and provides continuity to further the objectives of the therapeutic sessions. These therapies may be used in addition
to the traditional professional therapy models covered under Medicaid State Plan. Services must be directly related
to an identified goal in the individual plan of service and approved by the physician.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
Services are limited to four sessions per therapy per month.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
[] L egally Responsible Per son
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[l Relative

[ Legal Guardian
Provider Specifications:
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Provider . .
Category Provider TypeTitle
Individual Massage Therapist, Therapeutic Recreation Specialist, Music Therapist, Art Therapist
Agen PIHPS; agencies contracted to CMHSPs (e.g., home care agencies, clinical service agency providers, out-
gency patient clinics)

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Specialty Service

Provider Category:
Individual
Provider Type:

Massage Therapist, Therapeutic Recreation Specialist, Music Therapist, Art Therapist

Provider Qualifications
L icense (specify):

Massage Therapists must hold a current Michigan license, issued pursuant to the Public Health Code as
amended by Public Act 471 of 2008.

Certificate (specify):

Therapeutic Recreation Specialist must be certified by the National Council for Therapeutic Recreation
(NCTRC); Music Therapist must be Board Certified (MT-BC) National Music Therapy Registry
(NMTR); Art Therapist must be a Registered Art Therapist (ATR); Massage Therapist must be

Nationally Certified in Therapeutic Massage and Bodywork (NCBTMB).
Other Standard (specify):

Individuals must be hired through Choice Voucher arrangements or be independent contractors of the

CMHSP.

Verification of Provider Qualifications
Entity Responsible for Verification:

The CMHSP verifies provider qualifications. If the CWP-enrollee's representative contracts with the
individua directly through a Choice Voucher arrangement, the CMHSP may delegate the responsibility

for verifying provider qualifications to the fiscal intermediary.
Frequency of Verification:

At the onset of service for an individual consumer, and every two years thereafter.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service

Service Name: Specialty Service

Provider Category:
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Agency
Provider Type:

PIHPS; agencies contracted to CMHSPs (e.g., home care agencies, clinical service agency providers, out-
patient clinics)
Provider Qualifications

L icense (specify):

NA

Certificate (specify):

NA

Other Standard (specify):

Massage Therapists must hold a current Michigan license, issued pursuant to the Public Health Code as
amended by Public Act 471 of 2008. A Therapeutic Recreation Specialist must be certified by the
National Council for Therapeutic Recreation (NCTRC); Music Therapist must be Board Certified (MT-
BC) National Music Therapy Registry (NMTR); Art Therapist must be a Registered Art Therapist
(ATR); Massage Therapist must be Nationally Certified in Therapeutic Massage and Bodywork
(NCBTMB).

Verification of Provider Qualifications
Entity Responsible for Verification:

MDHHS verifies that the PIHP meets the qualifications when the CMHSP is the direct service provider.
The PIHP isresponsible for verification of qualifications of agency providers with whom it contracts.
The CMHSP verifies provider qualifications before contracting with agencies and adding them to the
PIHP's panel of providers and during routine monitoring of providers. The agency is responsible for
assuring that all staff providing this service meet provider qualifications.

Frequency of Verification:

PIHPs and contracted agencies verify that individual service providers meet qualifications prior to
delivery of services and every two years thereafter.

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

b. Provision of Case Management Servicesto Waiver Participants. Indicate how case management is furnished to waiver
participants (select one):

O Not applicable - Case management is not furnished as a distinct activity to waiver participants.

® Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

[] Asawaiver service defined in Appendix C-3. Do not complete item C-1-c.

[ AsaMedicaid state plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complete item
C-1-c

AsaMedicaid state plan service under §1915(g)(1) of the Act (Targeted Case M anagement). Complete item
C-1-c.
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[] Asan administrative activity. Complete item C-1-c.
[] Asaprimary care case management system service under a concurrent managed car e authority. Complete
item C-1-c.

c. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on behalf
of waiver participants:

The PIHPs or their contracting agency are responsible for conducting case management functions and for the
coordination of waiver services on behalf of waiver consumers. Individuals performing case management functions must
meet the requirements for a Qualified Intellectual Disability Professional (QIDP) and have: A minimum of aBachelor's
degree in ahuman services field; and one year of experience working with people with developmental disabilities.

Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)

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

O No. Criminal history and/or background investigations are not required.

® Yes Criminal history and/or background investigations arerequired.

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

(@ Criminal history/background investigations are completed for all direct care aide-level staff, all clinicians and
all other individuals providing waiver services —whether a contractor or an employee. PIHPs and entities/individuals
assisting consumers using Choice Voucher arrangements perform the investigations prior to hiring aides to perform
respite and CL S services and/or prior to contracting with clinical service providers.

(b) ThePIHP or its contracted provider agency is responsible for completing the criminal history/background
investigation by checking statewide databases (e.g., Law Enforcement Information Network, the State's Child Abuse
and Neglect Central Registry.) These checks are used to assess the good moral character and suitability of those who
interact with campers and for providing documentation in the employee’'s personnel file. The Federal Compliance
site reviews are the mechanisms for ensuring the background checks are completed.

(c)The Michigan Medicaid Provider Manual and the Michigan Mental Health Code state that staff must be in good
standing with the law. The definition of "be in good standing with the law" means the person is not a fugitive from
justice, not a convicted felon who is either still under jurisdiction or one whose felony relates to the kind of duty
he/she would be performing, or not anillegal aien.

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

® No. The state does not conduct abuse registry screening.
O Yes. The state maintains an abuse registry and requiresthe screening of individuals through this
registry.

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

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

c. Servicesin Facilities Subject to 81616(e) of the Social Security Act. Select one:

® No. Homeand community-based services under thiswaiver arenot provided in facilities subject to
§1616(e) of the Act.

O Yes Homeand community-based services are provided in facilities subject to §1616(e) of the Act. The
standardsthat apply to each type of facility where waiver servicesareprovided are availableto CM S
upon reguest through the M edicaid agency or the operating agency (if applicable).

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

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

® No. The state does not make payment to legally responsible individuals for furnishing personal care or similar
services.

O Yes. The state makes payment to legally responsible individualsfor furnishing personal careor similar services
when they are qualified to provide the services.

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

[] seif-directed

[] Agency-oper ated

e. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/L egal Guardians. Specify

state policies concerning making payment to relatives/legal guardians for the provision of waiver services over and above
the policies addressed in Item C-2-d. Select one:

O The state does not make payment to relatives/legal guardiansfor furnishing waiver services.

O The state makes payment to relatives/legal guardians under specific circumstances and only when the
relative/guardian is qualified to furnish services.
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Specify the specific circumstances under which payment is made, the types of relatives/legal guardiansto whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed to
ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service for
which payment may be made to relatives/legal guardians.

O Relatives/legal guardians may be paid for providing waiver serviceswhenever thereéativel/legal guardian is
qualified to provide services as specified in Appendix C-1/C-3.

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

® Other policy.

Specify:

Michigan does not alow payment to legal guardians or to relatives who are legally responsible for providing
services to the child. Subject to this qualification other relatives may be paid if they meet all provider qualifications.
Services provided by relatives meeting these criteria are subject to the same claim processing edits (including
quantity parameters) as services provided by non-relatives.

f. Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and qualified providers
have the opportunity to enroll aswaiver service providers as provided in 42 CFR 8431.51:

The Children's Waiver operates concurrently with the State’s 81115 Behavioral Health Waiver Demonstration. The
enrollment of providersis governed under the provisions of the MDHHS/PIHP Managed Specialty Supports and Service
contract, which were derived from 42 CFR §438.207. PIHPs are required to maintain a network of providersthat is
sufficient in number, mix, and geographic distribution to meet the needs/assure services and supports provision consistent
with the plans of services of their participants, and to include participant-requested providers on their enrolled provider
panels when they meet the PIHPs qualifications, cost, and reasonable accommodation parameters.

MDHHS/PIHP Managed Specialty Supports and Service contract:

7.0 provider network services

7.1 provider credentialing

37.0 provider procurement

attachment P 7.1.1 credentialing and re-credentialing processes
https://www.michigan.gov/documents/mdch/FY 09-10M A Contractwithallattachments 312218 7.pdf

Medicaid Provider Manual (Behavioral Health and Intellectual and Developmental Disability Supports and Services
Chapter >> Section 14 CWP) https.//www.mdch.state.mi.us/dch-medicaid/manual M edicai dProviderManual . pdf

Michigan PIHP/CMHSP Provider Qualifications Per Medicaid Services & HCPCS/CPT Codes:
https://www.michigan.gov/documents/mdhhs/PIHP-MHSP_Provider_Qualifications_530980_7.pdf

Appendix C: Participant Services
Quality Improvement: Qualified Providers

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

The state demonstrates that it has designed and implemented an adeguate system for assuring that all waiver services
are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The State verifiesthat providersinitially and continually meet required licensure and/or
certification standards and adhere to other standards prior to their furnishing waiver services.

Perfor mance M easur es

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

For each performance measure, provide information on the aggregated data that will enable the 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 formul ated, where appropriate.

Performance Measure;

Number and percent of providersthat meet initial credentialing standardsprior to
provider enrollment. Numerator: Number of applicantsfor provision of CWP
servicesthat meet initial credentialing standards prior to provider enrollment.
Denominator: All new provider applicantsfor provision of CWP services.

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

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other LI Annually [ stratified
Specify: Describe Group:
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[] Continuously and Other
Ongoing Specify:
proportionate
random sample
Other
Specify:
biennial, statewide
data gathered over a
2-year time period

Data Aggregation and Analysis:

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

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

State Medicaid Agency

[T weekly

[ Operating Agency

[ Monthly

[] Sub-State Entity

Quarterly

[ Other
Specify:
[] Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance M easure:

Number and per cent of providersof CWP servicesthat continue to meet
credentialing standar ds. Numerator: Number of providers of CWP services that
continue to meet credentialing standar ds. Denominator: All providersof CWP

Services.

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

Responsible Party for

Frequency of data
data collection/generation

Sampling Approach
(check each that applies):

Page 90 of 214
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collection/generation
(check each that applies):

(check each that applies):

State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

Other
Specify:

proportionate
random sample,
95%
confidence
level

Other
Specify:

biennial statewide
data gathered over a
2-year time period

Data Aggregation and Analysis:

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

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

State Medicaid Agency

[T weekly

[ Operating Agency

[ Monthly

[] Sub-State Entity

Quarterly

[ Other
Specify:

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

[] Continuously and Ongoing

[ Other
Specify:

b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to waiver
requirements.

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

For each performance measure, provide information on the aggregated data that will enable the 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 formul ated, where appropriate.

Performance Measure;

Number and percent of non-licensed, non-certified waiver service providersthat meet
provider qualifications as stated in the Michigan Medicaid Provider Manual.
Numerator: Number of non-licensed, non-certified waiver providersthat meet
qualifications. Denominator: All non-licensed, non-certified waiver providers.

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

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

[ Continuously and Other
Ongoing Specify:

proportionate
random sample,

95%
confidence
level
Other
Specify:
biennial statewide
data gathered over a
2-year period
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
[ Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[] Annually

[ Continuously and Ongoing

[] Other
Specify:
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¢. Sub-Assurance: The State implementsits policies and procedures for verifying that provider trainingis
conducted in accordance with state requirements and the approved waiver.

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

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

Performance Measure:

Number and per cent of waiver providersthat meet staff training requirements.
Numerator: Number of waiver service providersthat meet staff training
requirements. Denominator: All waiver providers.

Data Sour ce (Select one):
Record reviews, on-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid LI weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
U other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

Other
Specify:

proportionate
random sample,
95%
confidence
level
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Other
Specify:

biennia statewide

data gathered over a
2-year period
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L1 weekly
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[ Annually

[] Continuously and Ongoing

[ Other
Specify:

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

The biennial Federal Compliance Section site reviews verify that the PIHPs have documentation that all providers
meet provider qualifications and have completed training as required by policy, as published in the Michigan
Medicaid Provider Manual. These reviews include looking at credentials and qualifications of a sample of
providers, discussions with PIHP staff, review of administrative policies and procedures, training, clinical record
reviews, interviews with service recipients, and visits to some programs and residential sites.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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Any findings noted during the site review process are included in aformal report issued by the MDHHS-BHDDA
to the PIHP. If an urgent or immediate need for action is noted by the Site Review Team related to these
assurances, an immediate review and response by the PIHP will be required within 48 hours. For all other
identified individual issues, the PIHP is required to respond with a Remedial Action Plan/Plan of Correction
within 30 days of receiving the formal report. MDHHS-BHDDA maintains alog to track individual problems and
their remediation. Members of the Site Review Teams review the Remedial Action Plansg/Plans of Correction and
provide recommendations concerning their approval. Remediation of individual issues must be made by the PIHP
and evidence submitted to MDHHS-BHDDA CWP staff within 90 days after the Remedial Action Plans/Plans of
Caorrection has been approved by MDHHS. In addition to the full site review, the Federal Compliance Section Site
Review Team members conduct afollow-up on-site visit approximately one year after the full site visit to assess
the status and effectiveness of the PIHP' s implementation of their submitted Remedial Action Plan/Plan of
Correction. Thisvisit also resultsin the issuing of formal correspondence to the PIHP.

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

Frequency of data aggregation and analysis

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

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

[ Continuously and Ongoing

[] Other
Specify:

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

©No

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

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' isincorporated into Section C-1 'Waiver Services.'

Appendix C: Participant Services
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C-4: Additional Limitson Amount of Waiver Services

a. Additional Limitson Amount of Waiver Services. Indicate whether the waiver employs any of the following additional
[imits on the amount of waiver services (select one).

® Not applicable- The state does not impose alimit on the amount of waiver services except as provided in Appendix
C-3.

o Applicable - The state imposes additional limits on the amount of waiver services.

When alimit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit,
including its basisin historical expenditure/utilization patterns and, as applicable, the processes and methodologies
that are used to determine the amount of the limit to which a participant's services are subject; (c) how the limit will
be adjusted over the course of the waiver period; (d) provisions for adjusting or making exceptions to the limit based
on participant health and welfare needs or other factors specified by the state; (€) the safeguards that are in effect
when the amount of the limit is insufficient to meet a participant's needs; (f) how participants are notified of the
amount of the limit. (check each that applies)

[ Limit(s) on Set(s) of Services. Thereisalimit on the maximum dollar amount of waiver servicesthat is
authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.

[] Prospective Individual Budget Amount. Thereisalimit on the maximum dollar amount of waiver services
authorized for each specific participant.
Furnish the information specified above.

[ Budget Limitsby L evel of Support. Based on an assessment process and/or other factors, participants are
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

[] Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in this waiver comply with federal HCB Settings requirements at 42 CFR
441.301(c)(4)-(5) and associated CM S guidance. Include:

1. Description of the settings and how they meet federal HCB Settings requirements, at the time of submission and in the
future.
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2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting
requirements, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #2, HCB Settings Waiver Transition Plan for description of settings that do not meet
requirements at the time of submission. Do not duplicate that information here.

1. All children and youth enrolled in the CWP are living in their family home.

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 Service (1POS)

a. Responsibility for Service Plan Development. Per 42 CFR 8441.301(b)(2), specify who isresponsible for the
development of the service plan and the qualifications of these individuals (select each that applies):

[ Registered nurse, licensed to practicein the state

[ Licensed practical or vocational nurse, acting within the scope of practice under state law
[ Licensed physician (M.D. or D.O)

Case Manager (qualifications specified in Appendix C-1/C-3)

[ Case Manager (qualifications not specified in Appendix C-1/C-3).
Foecify qualifications:

[] Social Worker
Soecify qualifications:

[ Other
Foecify the individuals and their qualifications:

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Select one:

O Entitiesand/or individualsthat have responsibility for service plan development may not provide other
direct waiver servicesto the participant.

® Entitiesand/or individualsthat have responsibility for service plan development may provide other
direct waiver servicesto the participant.

The state has established the following safeguards to ensure that service plan development is conducted in the best
interests of the participant. Specify:
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Theright of every individual receiving public mental health servicesin Michigan to the development of an
individual plan of services and supports using the person-centered planning process is established by law in Chapter
7 of the Michigan Mental Health Code. Through the MDHHS-BHDDA/PIHP contract, MDHHS-BHDDA delegates
the responsibility for service plan development for children in the CWP to the PIHPs. PIHPs and their
subcontractors may provide direct waiver services. The development of the plan through the person-centered
planning (PCP) process (which for children is the family-guided/youth driven planning process) isled by the child
(as appropriate, given the child' s age) and family with the involvement of allies chosen by the family to ensure that
the service plan development is conducted in the best interests of the child. The consumer has the option of choosing
an independent facilitator (not employed by or affiliated with the PIHP) to facilitate the planning process. In
addition, the PIHP, through its Customer Services Handbook and the one-on-one involvement of a case manager or
other person chosen by the consumer/family is required to provide full information and disclosure to consumers
about the array of services and supports available and that consumers have choice among service providers who are
on contract with or employed by the PIHP or hired through Choice Voucher arrangements. The consumer has the
option to choose his or her case manager employed by a PIHP (or to choose another qualified entity). This range of
flexible options enables the family to identify who he or she wants to assist with service plan devel opment that
meets the family's interests and needs. Person-centered planning is one of the areas addressed during biennial
Federal Compliance Section/CWP Site Reviews of each PIHP. The case manager can not authorize services. The
PIHP authorizes services.

Theright of every individual receiving public mental health servicesin Michigan to the development of an
individual plan of services and supports using the person-centered planning process is established by law in Chapter
7 of the Michigan Mental Health Code. Through the MDHHS/PIHP contract, MDHHS del egates the responsibility
for the authorization of the service plan to the PIHPs. The PIHPs delegate the responsibilities of plan development to
CMHSP supports coordinator or other qualified staff chosen by the individual or family. These individuals
responsible for the IPOS are not providers of any HCBS for that individual, and are not the same people responsible
for the independent HCBS needs assessment. The CMHSPs authorize the implementation of service through a
separate service provider entity. The development of the IPOS through the person-centered planning (PCP) process
isled by the participant with the involvement of allies chosen by the participant to ensure that the service plan
development is conducted in the best interests of the participant. The participant has the option of choosing an
independent facilitator (not employed by or affiliated with the PIHP) to facilitate the planning process. In addition,
the PIHP, through its Customer Services Handbook and the one-on-one involvement of a supports coordinator,
supports coordinator assistant, or independent supports broker are required to provide full information and
disclosure to participants about the array of services and supports available and the choice of providers. The
participant has the option to choose his or her supports coordinator employed by a PIHP or subcontractor, or can
choose an independent supports coordinator (not employed directly by or affiliated with the PIHP except through the
provider network) or select a supports coordinator assistant or independent supports broker. This range of flexible
options enabl es the participant to identify who he or she wants to assist with service plan development that meets the
participant's interests and needs. Person-centered planning is one of the areas that QM P Site Review Team addresses
during biennial reviews of each PIHP.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (3 of 8)

c. Supporting the Participant in Service Plan Development. Specify: (@) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the
service plan development process and (b) the participant's authority to determine who is included in the process.
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(a) Michigan uses a Person-Centered Planning (PCP) process mandated by law. “PCP means a process for planning and
supporting the individual receiving services that builds upon the individuals capacity to engage in activities that promote
community life and that honors the individual's preferences, choices, and abilities” MCL 330.1700(g). The PCP planning
process. 1) focuses on theindividual’s life goals, interests, desires, preferences, strengths and abilities as the foundation
for planning process; 2) identifies outcomes based on the individual’ s life goals, interests, desires and preferences; 3)
makes plans for the individual to work toward and achieve identified outcomes; 4) determines the services and supports
the individual needs to work toward or achieve outcomesincluding, but not limited to, services and supports available
through the community mental health system; and 5) develops an Individual Plan of Service (IPOS) that directs the
provision of supports and services to be provided through the Prepaid Inpatient Health Plans (PIHP).

Meaningful PCP is at the heart of supporting consumer choice and control. This includes that the consumer is encouraged
to identify individuals they wish to participate in pre-planning and formal planning events; and to invite those individuals
to al planning meetings. As needed, the consumer, hisher parent/guardian and other individuals participating in planning
and developing the IPOS, receive comprehensive and unbiased information on the array of mental health services,
community resources and supports, and available qualified providers. Consumers are also asked if there are other
supports or accommodations needed to enable them to meaningfully participate in the process. If so, these are
documented and provided. PCP planning focuses on the goals, interests, desires and preferences of the individual, while
still exploring and addressing an individual’ s needs within an array of

established life domains (including, but not limited to those listed in the Michigan Mental Health Code: the need for food,
shelter, clothing, health care, employment opportunities, educational opportunities, legal services, transportation, and
recreation). PCP focuses on services and supports necessary for the individual to work toward and achieve their personal
goals rather than being limited to authorizing the individual to receive existing programs.

(b)For children, the concepts of person-centered planning are incorporated into a family driven, youth-guided approach.
A family-driven, youth-guided approach recognizes the importance of family in the lives of children and that supports
and services impact the entire family. In the case of minor children, the child/family is the focus of planning and family
members are integral to success of the planning process. As the child ages, services and supports should become more
youth-guided especially during transition into adulthood. When the individual reaches adulthood, his or her needs and
goals become primary.

While a case manager or other qualified provider chosen by the consumer/family may coordinate and facilitate
development of the IPOS, the consumer/family have choice among service providers who are on contract with or
employed by the PIHP or hired through Choice Voucher arrangements services identified in the IPOS.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

d. Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who devel ops the plan, who participates in the process, and the timing of the plan; (b)
the types of assessments that are conducted to support the service plan development process, including securing
information about participant needs, preferences and goals, and health status; (c) how the participant isinformed of the
services that are available under the waiver; (d) how the plan devel opment process ensures that the service plan addresses
participant goals, needs (including health care needs), and preferences; (e) how waiver and other services are coordinated;
(f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan;
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and
policies cited that affect the service plan development process are available to CM S upon request through the Medicaid
agency or the operating agency (if applicable):
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a) Michigan uses a Person-Centered Planning (PCP) approach in the development of the individual plan of service
(IPOS). For children, the concepts of person-centered planning are incorporated into a family-driven, youth-guided
approach that encompasses the belief that the family is at the center of the service planning process and the service
providers are collaborators. The family is the constant throughout the life of their child, while fluctuations occur at the
service system level due to personnel changes and turnover. The PCP process is an individualized, needs-driven,
strengths based process for children and families with multiple needs. The planning process begins prior to the
application for the Children's Waiver Program (CWP). Consistent with Michigan's strong focus on a family-driven/youth-
guided service planning process, al meetings are scheduled at times and | ocations convenient to the child and family, and
for others identified by the consumer/family to participate in planning.

b) The consumer's needs, preferences, goals, and health status are determined through pre-planning and the PCP process.
This processresultsin an IPOS as identified in (a) above. Therefore, no "standard" assessment is necessary or required
prior to the onset of services. Just asthe IPOS isindividualized, so too are the assessments. Most often, a psychosocial
assessment is completed; depending on the individual consumer, other assessments may be needed to determine
functional digihility for specific services and supports. These include, but are not limited to: psychological, behavioral,
psycho/social, speech, occupational and/or physical therapy, social/recreational, and medical evaluations. The IPOSisa
dynamic document that is revised based on changing needs, newly-identified or developed strengths and/or the result of
periodic reviews and/or assessments. The child's team includes those persons most familiar with the child and family,
plus service providers. The majority of team members are the parents plus family members, friends and neighbors
selected by the family. The functions of the PCP team include: 1)focus on theindividual’slife goals, interests, desires,
preferences, strengths and abilities as the foundation for planning process; 2) identification of outcomes based on the
individual’slife goals, interests, desires and preferences; 3) making plans for the individual to work toward and achieve
identified outcomes; 4) determining the services and supports the individual needs to work toward or achieve outcomes
including, but not limited to, services and supports available through the community mental health system; and 5)
developing an IPOS that directs the provision of supports and services to be provided through the Prepaid Inpatient
Health Plans (PIHPs).

¢) Once the needs of achild are identified through assessments, the family isinformed of available services and that
consumers have choice among service providers who are on contract with or employed by the PIHP or hired through
Choice Voucher arrangements to respond to the child's identified needs. This can be accomplished through several
methods. The case manager, or other qualified service provider chosen by the family, can review the list of waiver
services with the child, family and team. CWP services are also identified in the Michigan Medicaid Provider Manual.
d) Each PCP Team ensures that the plan is family-driven, not agency driven, and that it includes planning across al life
domains, including: emotional, psychological and behavioral health; health, education/vocational needs; financia and
other resources; cultural and spiritual needs; crisis and safety planning; housing and home; meaningful relationships and
attachments; legal issues and planning; daily living; family; social, recreational and community inclusion; and other life
domains, as determined by the consumer/family and the PCP Team.

€) The IPOS must address the coordination and oversight of any identified medical care needsto ensure health and safety.
Thisincludes areas of concern such as drug / medication complications, changes in psychotropic medications, medical
observation of unmanageable side effects of psychotropic medications or coexisting general medical conditions requiring
care.

f) Life Domain planning is always a blend of formal and informal resources. It uses strategies based on strengths, focused
on need, and which are individualized and community-based. The IPOS identifies each of the
interventions/responsibilities to be implemented, and who is responsible to implement or monitor the service.

g) The PCP Team devel ops the IPOS and provides on-going oversight, with the case manager or other qualified provider
chosen by the consumer taking the lead responsibility. The Plan of Service must be updated at least annually, or as
needed as the child's needs change; revisions must be reflected in the IPOS.

The person must be provided with awritten copy of his or her IPOS within 15 business days of conclusion of the PCP
process. Once a person has devel oped an | POS through the PCP process, the |POS shall be kept current and modified
when needed (reflecting changes in the intensity of the person’s needs, changes in the person's condition as determined
through the PCP process or changes in the personal preferences for support). The person and his or her case manager or
supports coordinator should work on and review the IPOS on aroutine basis as part of their regular conversations. A
person or hisher guardian or authorized representative may request and review the IPOS at any time. A formal review of
the IPOS with the person and his/her guardian or authorized representative, if any, shall occur not less than annually.
(Michigan Department of Health and Human Services Behavioral Health and Developmental Disabilities Administration
Person-Centered Planning Policy June 5, 2017).
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The person centered plan must be finalized and agreed to, with the informed consent of the individual in writing, and
signed by all individuals and providers responsible for itsimplementation. A copy of the plan is distributed to the
individual and al providers responsible for its implementation.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs
and preferences. In addition, describe how the service plan development process addresses backup plans and the
arrangements that are used for backup.

Although a child or youth participates in planning for services, as minors, they can not direct services or service
providers. As noted above, all individual plans of care include crisis and/or safety plans. A Crisis Plan isintended to help
prevent acrisis and to deal with the crisiswhen it occurs. The child, the family and/or the Child's Team define the
“crisis’. The Crisis Plan provides for around-the-clock response in the community (24 hours per day, 7 days per week)
and includes a safety plan that is intended to insure the safety of the children or family membersin the home.

The essential ingredients of crisis and safety plans include that the strengths, assets, interests are evident in plans; action
steps to change and handle events or behavior are specified; proactive and reactive steps are identified; 24/7 response and
support; long term sustainability; natural supports and community resources are used first; constant revision;
documentation; strategies across environments; individualized strategies; and identification of whom to call based on
skills.

The crisis plan is based on a careful review of the child's history to identify triggers of crisis. For example, a crisis might
be brought on by new situations, a new route, a need for structure, or change in medication, etc. Safety issues are
identified by areview of legal mandates, past knowledge of the child and family by community agencies, fears or worries
expressed by the family, etc. For each identified crisis and safety concern both preventive and reactive strategies are
identified and written into the IPOS. However, as with all aspects of the |POS strategies are strength- based and grounded
in the family's strengths and culture.

All children enrolled in the CWP are minors living with their birth or adoptive parents or with alegal guardian who isa
relative who are ultimately responsible for the care and well being of their child. Waiver servicesinclude active
treatment, training, and support to the child and relief for parents. The CWP standards include requirements that staffing
meets the child's identified needs as outlined in the child's IPOS. Crisis and safety plans must identify when achild's
well-being could be jeopardized when a care provider fails to show up or is unable to provide services. The IPOS must
include awritten plan for families to follow when issues such as provider no-shows arise; and the written plan must
identify provisions for aternate arrangements for staffing services that are critical to child'swell being. While the PIHP is
ultimately responsible for assuring that servicesidentified in the IPOS are provided at alevel that meets the child's needs,
this responsibility initially rests with the entity providing staff, asidentified in the contract with the PIHP (e.g.,
contractual staffing agencies).

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from
among qualified providers of the waiver services in the service plan.
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Michigan assures that each individual found eligible for the Children's Waiver Program (CWP) will be given choice
among service providers who are on contract with or employed by the PIHP or hired through Choice Voucher
arrangements for each service included in his or her written Individual Plan of Service (IPOS). The case manager or other
QIDP provides a consumer alist of providers from which to choose during the pre-planning process, the IPOS
development process and whenever the IPOS is updated. Some PIHPs also post provider directories on the internet. At a
practical level, once a child's needs are identified and prioritized, an IPOS is created. The IPOS is grounded in
assessments of the child's needs and strengths, the family's culture and preferences, and strategies designed to meet the
child's/family's identified needs/strengths/preferences. Options and strategies include, but are not limited to, waiver
services.

The child and family choice drives the IPOS and selection of providers. Where waiver or Medicaid State plan services are
the appropriate service response, the family can choose among any willing provider who is qualified to deliver the
service. Providers can be: 1) employed by, or contracted to, the PIHP; or 2) hired through Choice V oucher arrangements.
In the process of service plan development, these options are discussed with families when the IPOS is established and
each time the IPOS is reviewed. If the family identifies a qualified provider who is not part of the PIHP's provider
network, the PIHP will contact the provider to seeif he/sheiswilling to contract with the PIHPP to provide servicesto
the consumer; or - if the service is one that can be self-directed - to see if the provider iswilling to provide services under
the Choice Voucher System.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i):

The responsibility for approving the individual plan of services (IPOS) is delegated to the PIHP. Each PIHP develops the
process by which it approves the IPOS. The MDHHS Federal Compliance Section provides oversight through the site
review process.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess the
appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the review
and update of the service plan:

O Every three months or mor e frequently when necessary
O Every six months or mor e frequently when necessary

® Every twelve months or mor e frequently when necessary

O Other schedule
Foecify the other schedule:

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a
minimum period of 3 years as required by 45 CFR §92.42. Service plans are maintained by the following (check each that

applies):
[] M edicaid agency
[ Operating agency

[ Case manager
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Other
Soecify:

The PIHP is responsible for assuring that a written or electronic record of the participant's IPOS is maintained for a
minimum of three years as required by 45 CFR 92.42. Each PIHP determines the location for storing records and
makes these records available for the State to review upon request

Appendix D: Participant-Centered Planning and Service Delivery
D-2: Service Plan Implementation and M onitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that are
used; and, (c) the frequency with which monitoring is performed.

The PIHP is responsible for monitoring implementation of the Individual Plan of Service (IPOS) and for assuring that: 1)
al health and safety issues and al risk management issues are addressed; 2) a Person-Centered Planning, family-
driven/youth-guided approach is used to develop the IPOS; 3) parents/guardians were informed of choice of waiver
services; and 4) parents/guardians were informed of their choice among service providers who are on contract with or
employed by the PIHP or can be hired through Choice V oucher arrangements. The case manager, or other qualified
provider selected by the child/family, is responsible for monitoring the provision of individual services and supports, as
identified in the child's IPOS. The case manager, or other qualified provider selected by the child/family, must determine,
on an ongoing basis, if the services and supports have been delivered, and if they are adequate to meet the needs/wants of
the consumer. Frequency and scope (face-to-face and telephone) of case management monitoring activities must reflect
the intensity of the consumers health and welfare needs identified in the IPOS. The IPOS is reviewed as needed, but at
least annually by the child/family and by the case manager, or other qualified provider selected by the child/family. Any
revisions are reflected in the |POS, and are part of the child's clinical record. The consumer's access to non-waiver
services identified in the IPOS, including health care, are al'so monitored.

During the biennial Federal Compliance site review, when the site review team reviews a consumer's record they look for
the following things: the IPOS addresses the consumer's assessed needs and identifies the services by type, amount,
frequency and duration; the IPOS was devel oped in accordance with the Person-Centered Planning, family-driven/youth-
guided principles; services were delivered in accordance with the IPOS; family satisfaction with services, including
adequacy of back-up plans; and the parent/guardian was informed of their choice of waiver services and qualified
providers.

Any findings noted during the site review process are included in aformal report issued by the MDHHS-BHDDA to the
PIHP. If animmediate need (e.g.; a health and safety concern) for action is noted by the Site Review Team related to
these assurances, a review and response within 48 hours by the PIHP may be required. For all other identified individual
issues, the PIHP is required to respond with a Remedia Action Plan/Plan of Correction within 30 days of receiving the
formal report. Members of the Site Review Team review the Remedia Action Plans/Plans of Correction and provide
recommendations concerning their approval. Remediation of individual issues must be made by the PIHP and evidence
submitted to MDHHS-BHDDA CWP staff within 90 days after the Remedial Action Plans/Plans of Correction has been
approved by MDHHS. In addition to the full site review, the MDHHS Federal Compliance Site Review Team members
conduct afollow-up on-site visit approximately one year after the full site visit to assess the status and effectiveness of
the PIHP's implementation of their submitted Remedial Action Plan/Plan of Correction. Thisvisit also resultsin the
issuing of formal correspondence to the PIHP.

b. Monitoring Safeguar ds. Select one;

O Entitiesand/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver servicesto the participant.

® Entitiesand/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may provide other direct waiver servicesto the participant.

The state has established the following safeguards to ensure that monitoring is conducted in the best interests of the
participant. Specify:
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While the case manager and other clinical staff may directly provide some waiver services (e.g., family training),
they do not provide “day-to-day” services (e.g., CLS, respite) nor do they conduct any activity that constitutes the
direct delivery of underlying medical, education, social or other services to which awaiver consumer has been
referred. The child's team, which includes parents, other family members, and family friends ensure that monitoring
of the IPOS is conducted in the best interest of the waiver consumer. Per the Michigan Mental Health Code, the
ultimate responsibility for monitoring implementation of the IPOS and participant health and welfare rests with the
PIHPs. However, "first-level" monitoring is done by the case manager or other qualified entity or individual chosen
by the consumer. The case manager's supervisor or another qualified QIDP at the PIHP provides "second-level”
monitoring to assure the consumer's best interests prevail. No individual in the chain of monitoring responsibility
directly delivers day-to-day services or enagagesin any activity that constitutes the direct delivery of underlying
medical, education, social or other services to which awaiver consumer has been referred.

At any time a consumer or his’her representative has any concern that services are not delivered in the best interest
of the consumer, they have the right to request alocal grievance review, file acomplaint with Medicaid Fair Hearing
or file acomplaint with the local Recipient Rights Office. Additionally, contact information for CWP staff is on the
MDHHS website. CWP staff are contacted regularly, by phone and email, by parents of children on the CWP with
guestions or concerns.

A thorough review of all aspects of the IPOS, including monitoring activities and consumer satisfaction with
services, occurs during the biennial site review for a proportionate random sample of CWP records.

Appendix D: Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

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

a. Methodsfor Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans
for waiver participants.

i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants assessed needs (including health and safety risk
factors) and personal goals, either by the provision of waiver services or through other means.

Perfor mance M easur es

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

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

Performance Measure;

Number and per cent of enrolled consumerswhose | POS includes services and
supportsthat align with their assessed needs. Numerator: Number of enrolled
consumer swhose | POS includes services and supportsthat align with their assessed
needs. Denominator: All enrolled consumers sampled.

Data Sour ce (Select one):
Record reviews, on-site
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Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

Other
Specify:

proportionate
random sample,
95%
confidence
level

Other
Specify:

biennia statewide
data gathered over a
2-year period

Data Aggregation and Analysis:

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

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

State Medicaid Agency

[T weekly

[ Operating Agency

[ Monthly

[] Sub-State Entity

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

[] Annually

[] Continuously and Ongoing

[ Other

Specify:

Performance Measure;

Number and per cent of enrolled consumerswhose | POS reflects their goals and
preferences. Numerator: Number of enrolled consumerswhose | POSr eflects their
goalsand pr eferences. Denominator: All enrolled consumers sampled.

Data Sour ce (Select one):
Record reviews, on-site

If 'Other' is selected, specify:

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

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

Sampling Approach
(check each that applies):

State Medicaid L1 weekly [1 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
] Other [] Annually [] Stratified
Specify: Describe Group:

[] Continuously and

Other
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Ongoing Specify:
proportionate
random sample,
95%
confidence
level

Other

Specify:

biennial statewide

data gathered over a

2-year period

Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity Quarterly
[] Other
Specify:
[] Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure;

Number and per cent of enrolled consumerswhose |POS had adequate strategiesto
addresstheir assessed health and safety risks. Numerator: Number of enrolled
consumer swhose | POS had adequate strategiesto addr ess their assessed health and
safety risks. Denominator: All enrolled consumers sampled.

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

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

collection/generation
(check each that applies):

(check each that applies):

State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

Other
Specify:

proportionate
random sample,
95%
confidence
level

Other
Specify:

biennia statewide
data gathered over a
2-year period

Data Aggregation and Analysis:

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

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

State Medicaid Agency [] Weekly
[ Operating Agency Monthly
[] Sub-State Entity [] Quarterly
[] Other [] Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

Specify:

[] Continuously and Ongoing

[ Other
Specify:

b. Sub-assurance: The State monitors service plan development in accordance with its policies and
procedures.

Performance M easur es

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

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

Performance Measure;

Number and percent of IPOSfor enrolled consumersthat are developed in
accor dance with policies and procedures established by MDHHS. Numerator:
Number of IPOSfor enrolled consumersthat are developed in accor dance with

policies and procedures established by MDHHS. Denominator: All IPOSfor enrolled
consumer s sampled.

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

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

State Medicaid LI weekly [ 100% Review

Agency
[J operating Ageney | L Monthly L ess than 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
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Sample
Confidence
Interval =
[] Other [] Annually [] Stratified
Specify: Describe Group:

[ Continuously and Other
Ongoing Specify:

proportionate
random sample,

95%
confidence
level
Other
Specify:
biennial statewide
data gathered over a
2-year period
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
[ Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[] Annually
[ Continuously and Ongoing
[] Other
Specify:
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that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):
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¢. Sub-assurance: Service plans are updated/revised at least annually or when warranted by changesin the

waiver participants needs.

Perfor mance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where possible, include numerator/denominator.

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

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

identified or_conclusions drawn, and how recommendations are formulated, where appropriate.

Perfor mance M easur €

Number and per cent of enrolled consumerswhose |POS ar e updated within 365 days

of their last plan of service. Numerator: Number of enrolled consumerswhose IPOS
wer e updated within 365 days of their last plan of service. Denominator: All enrolled

consumer s sampled.

Data Sour ce (Select one):

Record reviews, on-site

If 'Other" is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach

(check each that applies):

State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other LI Annually [ stratified
Specify: Describe Group:
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[] Continuously and Other
Ongoing Specify:

proportionate
random sample,

95%
confidence
level
Other
Specify:
biennial statewide
data gathered over a
2-year period
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
-State Entity uarterly
[ sub-state Enti Q |
[ Other
Specify:
[ Annually
ontinuously and Ongoing
[ continuously and Ongoi
[ Other
Specify:
Performance Measure;

Number and percent of enrolled consumerswhose | POS changed when the
individual's needs changed. Numerator: Number of enrolled consumerswhose |POS
was changed when the individual's needs changed. Denominator: All enrolled
consumer s whose needs changed.

Data Sour ce (Select one):
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Responsible Party for
data
collection/generation
(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

Other
Specify:

proportionate
random sample,
95%
confidence
level

Other
Specify:

biennia statewide
data gathered over a
2-year period
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Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
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Responsible Party for data
aggregation and analysis (check each
that applies):

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

[] Sub-State Entity Quarterly

[ Other
Specify:
[] Annually

[ Continuously and Ongoing

[ Other
Specify:

d. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration and frequency specified in the service plan.

Perfor mance M easur es

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

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

Performance Measure;

Number and percent of IPOSfor enrolled consumersin which servicesand supports
areprovided as specified in the plan, including type, amount, scope, duration and
frequency. Numerator: Number of IPOSfor enrolled consumerswith services and
supports provided as specified in the plan, including type, amount, scope, duration
and frequency. Denominator: All IPOSfor enrolled consumers sampled.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other" is selected, specify:
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Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid [ weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
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Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[] Other [ Annually [ Stratified
Specify: Describe Group:

[] Continuously and Other
Ongoing Specify:

proportionate
random sample,

95%
confidence
level
Other
Specify:
biennial statewide
data gathered over a
2-year period
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[ Annually
[] Continuously and Ongoing
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Responsible Party for data
aggregation and analysis (check each
that applies):

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

[] Other
Specify:

e. Sub-assurance: Participants are afforded choice: Between/among waiver services and providers.

Performance M easur es

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

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

Performance Measure;

Number and per cent of parentsor legal guardians of enrolled consumerswho are
informed of their right to choose among the variouswaiver services. Numerator:
Number of parentsor legal guardians of enrolled consumerswho areinformed of
their right to choose among the various waiver services. Denominator: All
parents/guar dians of enrolled consumers sampled.

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

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other LI Annually [ stratified
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Specify: Describe Group:

[] Continuously and Other
Ongoing Specify:

proportionate
random sample,

95%
confidence
level
Other
Specify:
biennial statewide
data gathered over a
2-year period
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[ Sub-State Entity Quarterly
[ Other
Specify:
[ Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure;

Number and per cent of parents/guardians of enrolled consumerswho areinformed of
their right to choose among subcontracted providersor through Choice VVoucher
arrangements. Num: Number of parents/guardians of enrolled consumerswho are
informed of their right to choose among subcontracted providersor through Choice
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Voucher arrangements. Den: All parents/guardians of enrolled consumers sampled.

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

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/gener ation (check each that applies):
(check each that applies):
State Medicaid LI weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
U other LI Annually [ stratified
Specify: Describe Group:

[] Continuously and Other
Ongoing Specify:

proportionate
random sample,

95%
confidence
level
Other
Specify:

biennial statewide
data gathered over a
2-year period

Data Aggregation and Analysis:
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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):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly

[ Sub-State Entity

Quarterly

] Other
Specify:

[] Annually

[] Continuously and Ongoing

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

When the Michigan Department of Health and Human Services Federal Compliance site review team reviews a
consumer's record they look for the following things: the IPOS addresses the consumer's assessed needs and
identifies the services by type, amount, frequency and duration; the IPOS was devel oped in accordance with the
Person-Centered Planning, family-driven/youth-guided principles; and services were delivered in accordance with
the IPOS. At thetimetheinitial and annual waiver certification/recertification is submitted to MDHHS, it is
reviewed to assure that the consumer's parent or guardian was informed of their choice of waiver servicesin lieu
of institutional care and their choice that consumers have choice among service providers who are on contract
with or employed by the PIHP or hired through Choice Voucher arrangements.

b. Methodsfor Remediation/Fixing I ndividual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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Any findings noted during the site review process are included in aformal report issued by the MDHHS- BHDDA
to the PIHP. If an immediate need for action is noted by the Federal Compliance Site Review Team e.g., services
to address assessed needs are not included in the IPOS, the consumer's safety needs are not assessed or addressed,
or services are not provided as specified in the IPOS), an immediate review and response by the PIHP within 48
hoursisrequired. For all other identified individual issues, the PIHP is required to respond with a Remedial
Action Plan/Plan of Correction within 30 days of receiving the formal report. Members of the Site Review Team
review the Remedia Action Plans/Plans of Correction and provide recommendations concerning their approval.
Remediation of individual issues must be made by the PIHP and evidence submitted to MDHHS-BHDDA CWP
staff within 90 days after the Remedial Action Plang/Plans of Correction has been approved by MDHHS. In
addition to the full site review, the Federal Compliance Section Site Review Team members conduct a follow-up
on-site visit approximately one year after the full site visit to assess the status and effectiveness of the PIHP's
implementation of their submitted Remedial Action Plan/Plan of Correction. Thisvisit also resultsin the issuing
of formal correspondence to the PIHP.

In those instances were an immediate need for remedial action by the PIHP on behalf of an individual consumer
(see examplesin the above paragraph), that issue is addressed by CWP site review staff directly with the CWP
case manager (or other qualified QIDP) and his’her supervisor to determine how to; 1) resolve the issue for that
individual; 2) the time frame for remediation (which, depending on the issue, may be 1 - 4 weeks); and 3) provide
any needed technical assistance or training at the local level.

Documentation of individual actions may be in the form of emails, fax transmittals, phone calls, training logs or
visitsto a CWP consumer's home.

ii. Remediation Data Aggregation

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

Frequency of data aggregation and analysis

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

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

[] Continuously and Ongoing

[ Other
Specify:

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

O vYes
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.
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Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

® ves Thiswaiver provides participant direction opportunities. Complete the remainder of the Appendix.
O No. Thiswaiver doesnot provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMSurges states to afford all waiver participants the opportunity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services, a participant-managed budget

or both. CMSwill confer the Independence Plus designation when the waiver evidences a strong commitment to participant
direction.

Indicate whether I ndependence Plus designation isrequested (select one):

O vYes The state requeststhat thiswaiver be considered for Independence Plus designation.
® No. Independence Plus designation is not requested.

Appendix E: Participant Direction of Services
E-1. Overview (1 of 13)

a. Description of Participant Direction. In no more than two pages, provide an overview of the opportunities for participant
direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take
advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports that
they provide; and, (d) other relevant information about the waiver's approach to participant direction.
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Michigan has along history of supporting opportunities for participant self-direction that goes back to the early 1990s.
These opportunities were reinforced when, in 1996, the Michigan legislature made person-centered planning a
requirement for all consumers receiving services and supports under the Mental Health Code. Since 1997 when
Michigan was awarded its Robert Wood Johnson Self-Determination demonstration grant, the Michigan Department of
Health and Human Services(M DHHS) has continued to build the demand and capacity for arrangements that support self-
determination. Elements of participant direction are embedded in both policy and practice from Michigans Mental Health
Code, the MDHHS Person-Centered Policy Practice Guideline and Self-Determination Policy and Practice Guideline, the
reguirements in the contracts between the state and the PIHPs, and technical assistance at the state level for multiple
methods for implementation by PIHPs.

While the principles of self-determination apply only to adults, the methods for implementing such arrangements were
incorporated into the Childrens Waiver Program (CWP), in 2002. That year, the first version of the Choice Voucher
System Technical Advisory for the Childrens Waiver Program was rel eased.

(a) The nature of the opportunities afforded to consumers

Through their representative, CWP consumers may elect employer authority or budget authority and can direct asingle
service or al of their services for which consumer direction is an option. Resources to support the chosen consumer-
directed services are transferred to afiscal intermediary (thisis the Michigan term for the entity that provides Financial
Management Services-FMS), which administers the funds and makes payment upon authorization of the consumers
representative.

Consumers can directly employ staff or contract with clinical providers through Choice Voucher arrangements. The
responsible parent of the CWP consumer is the common law employer of the providers of hourly care staff and directs
clincial providers through purchase of service agreements. The responsible parent delegates performance of the
fiscal/employer agent functions to the fiscal intermediary, which processes payroll and performs other administrative and
support functions. The responsible parent of the CWP consumer directly recruits, hires and manages service providers.
Detailed guidance to PIHP entities on the Choice Voucher System is provided in the Choice Voucher System Technical
Advisory.

(b) How consumers may take advantage of these opportunities

The Customer Services Handbook, which includes information about self-directed services, is disseminated to al
consumers of mental health services and is provided at the onset of services. Information on these arrangementsis also
provided by the case manager (or other QIDP selected by the family) to all CWP-enrolled consumers and their families —
at initial enrollment and on an on-going basis. As used throughout the application, "other QIDP selected by the family"
refersto the fact a consumer cannot be required to have a case manager. The other QIDP would be a PIHP employee
assigned to complete the functions identified under the Targeted Case Management (TCM) servicein the MA Provider
Manual. Theinformation is provided in the context of discussing options regarding waiver services and qualified
providers. Parents of CWP consumers interested in pursuing arrangements that support self-direction begin the process by
letting their case manager (or other QIDP) know of their wishes. Consumers/families are given information regarding the
responsibilities, liabilities and benefits of consumer -direction prior to the person-centered planning process. An
individual plan of service (IPOS) is developed through this process with the consumer and hisher family, case manager,
and allies chosen by the consumer and higher family. The plan includes services and supports needed by and appropriate
for the consumer, and identifies the waiver services the consumer/family wishes to self-direct. Anindividual budget is
developed based on al the services and supports identified in the IPOS, and must be sufficient to implement the |POS.
The responsible parent of the CWP consumer can choose to use the Choice Voucher System for the identified self-
directed services.

¢) The entities that support individuals who direct their services and the supports that they provide
Through its contract with MDHHS, each PIHP is required to offer information and education to consumers on consumer
direction. Each PIHP also offers support to consumers and their families in these arrangements. This support can include

offering required training for workers, offering peer-to-peer discussion forums on how to be a better employer, or
providing one-on-one assistance when a problem arises.
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While there are anumber of options for consumers to obtain assistance and support in implementing their arrangements
(e.g., independent advocacy, involvement of anetwork of consumer allies - described in Section E-1-k, below) PIHPs are
the primary entity that supports consumers who direct their own services. Case managers, or another QIDP selected by
the family, are responsible for providing support to consumers in these arrangements by working with them through the
person-centered planning process to develop an IPOS and an individual budget, and to assure and implement staffing
back-up plans as appropriate to the child's needs. The case manager or other QIDP is responsible for obtaining
authorization of the budget and plan and monitoring the plan, budget and service arrangements. Case managers (or other
QIDPs) make sure that consumers receive the services as identified in the IPOS and that the arrangements are
implemented smoothly.

Each PIHP is required to contract with fiscal intermediaries to provide financial management services. The fiscal
intermediary performs a number of essential tasks to support consumer direction while assuring accountability for the
public funds paid to these service providers. The fiscal intermediary has four basic areas of performance:

function as the employer agent for consumers directly employing workers to assure compliance with payroll tax and
insurance requirements,

ensure compliance with requirements related to management of public funds, the direct employment of workers by
consumers, and contracting for other authorized services,

facilitate successful implementation of the arrangements by monitoring the utilization of services and providing
monthly invoices to the PIHP; and

offer supportive services to enable consumers to self-direct the services and supports they need aslisted in application
E-1iii-Scope of FMS.

Appendix E: Participant Direction of Services
E-1. Overview (2 of 13)

b. Participant Direction Opportunities. Specify the participant direction opportunities that are available in the waiver.
Select one:

O Partici pant: Employer Authority. As specified in Appendix E-2, Item a, the participant (or the participant's
representative) has decision-making authority over workers who provide waiver services. The participant may
function as the common law employer or the co-employer of workers. Supports and protections are available for
participants who exercise this authority.

O Partici pant: Budget Authority. As specified in Appendix E-2, Item b, the participant (or the participant's
representative) has decision-making authority over a budget for waiver services. Supports and protections are
available for participants who have authority over a budget.

® Both Authorities. The waiver provides for both participant direction opportunities as specified in Appendix E-2.
Supports and protections are available for participants who exercise these authorities.

c. Availability of Participant Direction by Type of Living Arrangement. Check each that applies:

Participant direction opportunities are available to participantswho livein their own privateresidence or the
home of a family member.

[] Participant direction opportunities are available to individualswho residein other living arrangementswhere
services (regardless of funding source) are furnished to fewer than four persons unrelated to the proprietor.

[] The participant direction opportunities ar e available to personsin the following other living arrangements

Specify these living arrangements:

Appendix E: Participant Direction of Services
E-1. Overview (3 of 13)
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d. Election of Participant Direction. Election of participant direction is subject to the following policy (select one):

O waiver is designed to support only individuals who want to direct their services.

O Thewaiver isdesigned to afford every participant (or the participant's representative) the opportunity to
elect to direct waiver services. Alternate service delivery methods are available for participants who
decide not to direct their services.

® Thewaiver isdesigned to offer participants (or their representatives) the opportunity to direct some or
all of their services, subject to the following criteria specified by the state. Alternate service delivery
methods ar e available for participantswho decide not to direct their servicesor do not meet thecriteria.

Foecify the criteria

Although all consumers are afforded the opportunity to direct their waiver services, not all waiver services can be
directed by the consumer's representative. While consumers have the right to choose among service providers who
are on contract with or employed by the PIHP or hired through Choice Voucher arrangements, the following 2
waiver services are considered provider managed services only: 1. environmental accessibility
adaptations/specialized medical equipment/supplies; and 2. financial management services.

Appendix E: Participant Direction of Services
E-1: Overview (4 of 13)

e. Information Furnished to Participant. Specify: (a) the information about participant direction opportunities (e.g., the
benefits of participant direction, participant responsibilities, and potential liabilities) that is provided to the participant (or
the participant's representative) to inform decision-making concerning the election of participant direction; (b) the entity or
entities responsible for furnishing this information; and, (c) how and when thisinformation is provided on atimely basis.
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(a) The PIHPs are responsible for providing information about participant direction opportunities. General information
about arrangements that support the Choice Voucher System is made available to all waiver consumers and their families
- initially and on-going - by providing them with a general brochure and with directions how to obtain more detailed
information. When a parent of a child receiving waiver services expresses interest in participating in the Choice Voucher
arrangements, the case manager (or other QIDP selected by the consumer's representative) will assist in gaining an
understanding about the Choice Voucher System, and how those options might work for the consumer. As used
throughout the application, "other QIDP selected by the family" refers to the fact a consumer can not be required to have
a casemanager. The other QIDP would be a PIHP employee assigned to complete the functions identified under the
Targeted Case Management (TCM) service in the MA Provider Manual.

Specific options and concerns such as the benefits of participant-direction, consumer responsibilities and potential
liabilities are addressed through the person-centered planning process, which is mandated in the Mental Health Code.
Each consumer develops an Individual Plan of Service (IPOS) through the person-centered planning (PCP) process,
which involves his or her family and friends and a case manager (or other QIDP). The IPOS devel oped through this
process addresses potential liabilities and ensures that the concerns and issues are planned for and resolved. The PCP
Policy and Practice Guideline require that health and safety concerns be addressed. The MDHHS-CWP staff provide
support and technical guidance to PIHPs with developing local capacity and with implementing options for participant
direction.

(b) The PIHPs are responsible for disseminating this information to consumers and their representatives. In addition, the
program staff from MDHHS provide information and training to provider agencies, advocates and other stakeholders.

(c) Thisinformation is provided throughout the consumers involvement with the PIHP. It starts from the time that the
child and his/her parent approaches the PIHP for services and is provided with information regarding options for
participant direction. Parents of minor children to be served by the CWP are to be provided with information about the
Choice Voucher System. The PCP processis acritical time to address issues related to participant direction including
methods used, health and welfare issues, and the involvement of informal supports. Follow-up information and assistance
isavailable at any time to assure that concerns and needs are addressed. Choice Voucher arrangements begin when the
PIHP and the consumer's representative reach an agreement on the 1POS, the services authorized to accomplish the plan,
and the arrangements through which the plan will be implemented. Each consumer's representative who chooses to direct
services and supports on behalf of the CWP-enrollee signs a Choice Voucher Agreement with the PIHP. This agreement
isone of three required agreements needed to implement Choice Voucher arrangements, and clearly defines the duties
and responsibilities of the parties (i.e., the fiscal intermediary, the consumer/parent as employer or contractor of the
waiver provider, and the waiver service provider him/herself).

Appendix E: Participant Direction of Services
E-1: Overview (5 of 13)

f. Participant Direction by a Representative. Specify the state's policy concerning the direction of waiver servicesby a
representative (select one):

O The state does not providefor the direction of waiver servicesby arepresentative.

® Thegate providesfor thedirection of waiver services by representatives.

Specify the representatives who may direct waiver services. (check each that applies):

Waiver servicesmay be directed by a legal representative of the participant.

[] Waiver servicesmay be directed by a non-legal representative freely chosen by an adult participant.
Specify the policies that apply regarding the direction of waiver services by partici pant-appointed
representatives, including safeguards to ensure that the representative functions in the best interest of the
participant:
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Appendix E: Participant Direction of Services
E-1. Overview (6 of 13)

g. Participant-Directed Services. Specify the participant direction opportunity (or opportunities) available for each waiver
service that is specified as participant-directed in Appendix C-1/C-3.

Waiver Service Employer Authority|Budget Authority
Enhanced Transportation
Community Living Supports
Overnight Health and Safety Support
Home Care Training, Non-Family ]
Respite
Specialty Service []
Home Care Training, Family |:|

Appendix E: Participant Direction of Services
E-1: Overview (7 of 13)

h. Financial M anagement Services. Except in certain circumstances, financial management services are mandatory and
integral to participant direction. A governmental entity and/or another third-party entity must perform necessary financial
transactions on behalf of the waiver participant. Select one:

® Yes Financial Management Servicesare furnished through athird party entity. (Complete item E-1-i).

Specify whether governmental and/or private entities furnish these services. Check each that applies:

[l Governmental entities
Private entities

O No. Financial M anagement Services are not furnished. Standard Medicaid payment mechanisms are used. Do
not complete Item E-1-i.

Appendix E: Participant Direction of Services
E-1: Overview (8 of 13)

i. Provision of Financial Management Services. Financial management services (FMS) may be furnished as awaiver
service or as an administrative activity. Select one:

® FMSarecovered asthe waiver service specified in Appendix C-1/C-3

Thewaiver service entitled:
Fiscal Intermediary Services

O FMSare provided as an administrative activity.
Providethe following information

i. Types of Entities: Specify the types of entities that furnish FM S and the method of procuring these services:
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A fiscal intermediary (FI) is aneutral and independent legal entity that acts as the fiscal agent of the PIHP for the
purpose of assuring fiduciary accountability for the funds authorized to purchase the services and supportsin the
child's IPOS. The FI receives the funds; makes payments as authorized by the family to providers of services and
supports; and acts as an employer agent when the family directly employs workers. A Fl may also provide a
variety of supportive services that assist families in using the Choice Voucher System and managing their own
supports. Fl entities include: accountants and accounting firms, financial advisors/ managers, financial
management firms, attorneys, and advocacy and human services agencies.

The PIHP offers the child and hisher parent or guardian (i.e., the consumer's representative) a choice among
available FI entities that meet the qualifications for this provider type. If the consumer's representative identifies a
qualified FI not currently on the provider panel, that FI may apply to the PIHP to be included on the provider
panel. A contract between the PIHP and the Fl is developed and signed that outlines the roles, responsihilities,
basis and process for payment.

ii. Payment for FM S. Specify how FMS entities are compensated for the administrative activities that they perform:
The contract between the PIHP and the FI stipulates the conditions of the agreement including the role and
responsibility of the FI and how the FI is compensated for the financial management servicesit provides. The Fl

submits a claim to the PIHP for services rendered, and is reimbursed as agreed upon in the contract.

iii. Scope of FM S. Specify the scope of the supports that FM S entities provide (check each that applies):

Supports furnished when the participant is the employer of direct support workers:

Assist participant in verifying support worker citizenship status
Collect and process timesheets of support workers

Process payroll, withholding, filing and payment of applicable federal, state and local employment-
related taxes and insurance
Other

Soecify:
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The FI must designate a liaison person who will be the primary contact person and have responsibility
for monitoring and ensuring that the terms of the contract between the FI and the CMHSP are fulfilled.
Activitiesinclude:

1. Toreceive, safeguard, manage and account for funds provided by the PIHP on behalf of each
consumer and maintain complete and current financial records and supporting documentation verifying
expenditures paid by the FI and a chart of accounts.

2. To assist consumers and their representatives to understand billing and documentation
responsibilities.

3. To perform the financial administrative duties of employer and provide employer agent services to
the consumer and his/her representative directly employing staff or contracting with clinical service
providers. The FI must abide by all federal and state laws regarding payroll taxes and shall remain
current with all payroll tax requirements. Both the PIHP and the consumer or consumer's representative
must provide copies of al required employment documents including the Medicaid Provider Agreement
to the FI.

4. To disburse funds to vendors and other providers of services and supports as directed by each
consumer or consumer's representative for the services and supports selected by the consumer or
consumer's representative and in accordance with the consumer's individual plan of services, only upon
receipt of all required agreementsincluding the Medicaid Provider Agreement and timesheets or
invoices approved by the consumer or consumer's representative.

5. To maintain complete current financial records, copies of all agreements, and supporting
documentation verifying expenditures paid by the FI on behalf of each consumer. These records must
be retained for seven years from the start of Fl services.

6. To record and maintain a monthly report of services and expenditures for each consumer to keep the
PIHP and the consumer or consumer's representative informed of utilization and expenditures for
services.

7. To safeguard all confidential information including the results of any background checks, and/or
other documents pertaining to providers of services as needed or requested by the consumer or
consumer's representative and/or the PIHP.

8. To flag for the PIHP and the consumer or consumer's representative deviations in provision of
services authorized in accordance with the consumer'sindividual plan of services.

9. To reconcile all accrued expenses/accounts payable by the end of the fiscal year.
10. To make records regarding consumers available to the PIHP (on behalf of the State Medicaid
Agency) as requested and to allow each consumer or consumer's representative access to his or her own

records.

11. To commission afull financial audit of the FlI's books and records as required by the PIHP and/or
MDHHS.

Supports furnished when the participant exercises budget authority:

Maintain a separ ate account for each participant's participant-directed budget
Track and report participant funds, disbursementsand the balance of participant funds
Process and pay invoicesfor goods and services approved in the service plan

Provide participant with periodic reports of expenditures and the status of the participant-dir ected
budget

[] Other servicesand supports
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Specify:

Additional functiong/activities:

Execute and hold Medicaid provider agreements as authorized under a written agreement with the
Medicaid agency

Receive and disburse fundsfor the payment of participant-directed services under an agreement
with the M edicaid agency or operating agency

Provide other entities specified by the state with periodic reports of expendituresand the status of
the participant-directed budget

[ Other

Soecify:

iv. Oversight of FM S Entities. Specify the methods that are employed to: (a) monitor and assess the performance of
FMS entities, including ensuring the integrity of the financial transactions that they perform; (b) the entity (or
entities) responsible for this monitoring; and, (c) how frequently performance is assessed.

(8) MDHHS requires that PIHPs devel op and implement a plan for assessing and monitoring FI performance that
involves consumers, consumers representatives and their alliesin the assessment and monitoring. The plan should
include a performance review process at least annually. Elements of the plan for assessing and monitoring Fl
performance must minimally include:

1. Fulfillment of FI Agreement requirements,

2. Competency in safeguarding, managing and disbursing funds;

3. Ability to indemnify the PIHP pursuant to FI agreement requirements,

4. Evaluation of consumer feedback and experience with and satisfaction of FI performance with aternate
methods for collecting data from consumers;

5. Involvement of consumers and their allies in the development and implementation of the FI arrangement; and
6. Performing an audit of a sample of service utilization and expenditure reports.

(b) The PIHP is responsible for this monitoring. Compliance with the requirement is included in the Federal
Compliance Section site review process.

(c) The FI performance review must be conducted at least annually.

Appendix E: Participant Direction of Services
E-1: Overview (9 of 13)

j- Information and Assistance in Support of Participant Direction. In addition to financial management services,
participant direction is facilitated when information and assistance are available to support participants in managing their
services. These supports may be furnished by one or more entities, provided that there is no duplication. Specify the
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payment authority (or authorities) under which these supports are furnished and, where reguired, provide the additional
information requested (check each that applies):

Case Management Activity. Information and assistance in support of participant direction are furnished as an
element of Medicaid case management services.

Foecify in detail the information and assistance that are furnished through case management for each participant
direction opportunity under the waiver:

Specific options for participant direction are addressed through the person-centered planning process (PCP), which
is mandated in the Michigan Mental Health Code. Each consumer develops an Individual Plan of Service (1POS)
through the PCP process, which involves his or her family and friends and a case manager or other qualified
provider (such as an independent facilitator). For minor children and their families, this planning processincludes a
family-driven/youth-guided practice that builds upon the childs capacity to engage in activities to promote health,
safety, habilitation, skill development, and participation in community life. The process honors the preferences,
choices and ahilities of the child and the family and involves the participation of the child, family and friends. This
process resultsin a |POS for the child that describes the services and supports that will be used to promote health
and safety and achieve the identified preferences, choices, dreams and goals.

When aparent of achild expressesinterest in self-directing services, the case manager (or other person selected by
the participant's representative) will assist the consumer's representative in gaining an understanding about the
Choice Voucher System and how those options might work for the consumer. This includes providing information
regarding the responsibilities, liabilities and benefits of these options prior to the PCP process. The IPOS will
include the CWP mental health services needed by and appropriate for the child. A budget is developed based on the
services and supportsidentified in the IPOS and must be sufficient to implement the IPOS. The consumer's
representative will be informed of qualified fiscal intermediaries(Fl) on contract with the PIHP.

Depending on the need of the individual family, case managers may provide a variety of information and assistance
related to implementing participant direction by families. This can include helping to develop job descriptions and
ads (in avariety of formats), and recruiting candidates to interview through job ads, worker registries and other
sources. When not delegated to the FI, the PIHP is responsible for verifying staff qualifications and working through
any issues with the criminal background checks with the family. When staff are hired, the case manager may
troubleshoot staff performance problems or-in the case of purchase of service arrangements for clinical service
providers-the casemanager may troubleshoot services, eg., scheduling.

Waiver Service Coverage.

Information and assistance in support of
participant direction are provided through the following waiver service coverage(s) specified in Appendix C-1/C-3
(check each that applies):

Information and Assistance Provided through this Waiver

Participant-Directed Waiver Service Service Coverage

Fiscal Intermediary

Enhanced Transportation

Community Living
Supports

Overnight Health and
Safety Support

Home Care Training,
Non-Family

Respite

Environmental
Accessibility Adaptations and Specialized M edical Equipment &
Supplies

O O (gyoofopn

Specialty Service
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Information and Assistance Provided through this Waiver

Participant-Directed Waiver Service .
P Service Coverage

Home Care Training, H
Family

[ Administrative Activity. Information and assistance in support of participant direction are furnished as an
administrative activity.

Soecify (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated; (c)
describe in detail the supports that are furnished for each participant direction opportunity under the waiver; (d) the
methods and frequency of assessing the performance of the entities that furnish these supports; and, (€) the entity or
entities responsible for assessing performance:

Appendix E: Participant Direction of Services
E-1. Overview (10 of 13)

k. Independent Advocacy (select one).

O No. Arrangements have not been made for independent advocacy.

® ves Independent advocacy is availableto participantswho direct their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:

A couple of options for independent advocacy are available. These are: utilizing a network of family and friendsin
the person-centered / family-driven / youth-guided planning process and using an Independent Facilitator to
facilitate the planning process. In either case, the "independent advocate” is part of the person-centered planning
process and assures that the consumer and his/her representative have an ally in directing the planning process. The
independent advocate can assist by: arranging the planning meeting; helping the consumer to identify hisher dreams
and goals; keeping the meeting focused on the consumer's wishes and needs; making sure the consumer is heard and
understood; and providing information on a variety of supports, services and qualified providers. Independent
advocated facilitators cannot provide other direct waiver services.

An Independent Facilitator should be someone trusted by the consumer or his’her representative. (For children, the
Independent Facilitator cannot be the consumer's representative, as Independent Facilitators do not decide what will
be paid for in the plan, authorize services and supports, or benefit from the outcome of the plan.) If the consumer or
his/her representative would like assistance in finding an Independent Facilitator, they can ask their case manager,
other service provider or an advocacy agency to provide alist of names and resumes of facilitators.

Participants can also retain an independent supports broker for assistance throughout the planning and implementing
the individua plan of service and individual budget. The primary roles of the independent supports broker areto
assist the participant in making informed decisions about what will work best for him/her, are consistent with his/her
needs and reflect the participant’ s circumstances. The supports broker hel ps the participant explore the availability
of community services and supports, access housing and employment, and makes the necessary arrangements to link
the participant with those supports. Supports brokerage services offer practical skills training to enable participants
to remain independent, including the provision of information on recruiting/hiring/managing workers, effective
communication and problem solving. When a participant uses an independent supports broker, the supports
coordinator or supports coordinator assistant has a more limited role in planning and implementation of
arrangements so that the assistance provided is not duplicated.

Appendix E: Participant Direction of Services
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E-1. Overview (11 of 13)

|. Voluntary Termination of Participant Direction. Describe how the state accommodates a participant who voluntarily
terminates participant direction in order to receive services through an alternate service delivery method, including how
the state assures continuity of services and participant health and welfare during the transition from participant direction:

The consumer's representative has the freedom to modify or terminate the arrangements for Choice Voucher at any time.
The most effective method for making changes is through the person-centered / family-driven / youth-guided planning
processin order to identify and address problems that may be interfering with the success of the arrangement. The
decision of a consumer to terminate participant direction does not alter the need for services asidentified in the IPOS.
Upon termination of participant direction, the PIHP has an obligation for assuring that all identified service needs are met
by providers on contract with or employed by the PIHP.

Appendix E: Participant Direction of Services

E-1. Overview (12 of 13)

m. Involuntary Termination of Participant Direction. Specify the circumstances when the state will involuntarily
terminate the use of participant direction and require the participant to receive provider-managed services instead,
including how continuity of services and participant health and welfare is assured during the transition.

A PIHP may terminate participant direction when the health and welfare of the consumer isin jeopardy due to the failure

of the consumer's representative to direct services and supports or when the consumer's representative consistently fails to
comply with contractual requirements.

The "The Choice Voucher System for the Children's Waiver Program” sets forth the procedure for the PIHP to follow.
The Children's Waiver Voucher Agreement defines the responsibilities of the parties regarding participation in the Choice
Voucher System and isin effect until it is changed or ended. Either party can initiate a change or end to the agreement by
providing written notice to the other party. The PIHP must respond to any such notice from the responsible parent within
seven (7) working days. Termination of the agreement does not alter the need for services asidentified in the IPOS and
does not affect the childs right to access services through the PIHP. Upon termination of participant direction, the

CMHSP has an obligation for assuring that all identified service needs are met by providers on contract with or employed
by the PIHP.

Appendix E: Participant Direction of Services

E-1: Overview (13 of 13)

n. Goalsfor Participant Direction. In the following table, provide the state's goals for each year that the waiver isin effect
for the unduplicated number of waiver participants who are expected to el ect each applicable participant direction
opportunity. Annually, the state will report to CM S the number of participants who elect to direct their waiver services.

TableE-1-n

Budget Authority Only or Budget Authority in Combination
with Employer Authority

Employer Authority Only

Waiver
Year

o —
CE —
X —
ot —
X —

Number of Participants Number of Participants
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Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant Direction (1 of 6)

a. Participant - Employer Authority Complete when the waiver offers the employer authority opportunity as indicated in
Item E-1-b:

i. Participant Employer Status. Specify the participant's employer status under the waiver. Select one or both:

Participant/Co-Employer. The participant (or the participant's representative) functions as the co-employer
(managing employer) of workers who provide waiver services. An agency isthe common law employer of
participant-sel ected/recruited staff and performs necessary payroll and human resources functions. Supports
are available to assist the participant in conducting employer-related functions.

Specify the types of agencies (ak.a., agencies with choice) that serve as co-employers of participant-selected
staff:

In the Agency with Choice model, participants serve as managing employers who have the sole
responsihility for selecting, hiring, managing and firing their workers. The agency (described in this
document as “ AWC provider”) serves as employer of record and is solely responsible for handling the
administrative aspects of employment (such as processing payroll; withholding and paying income, FICA,
and unemployment taxes; and securing worker’s compensation insurance). In the Agency with Choice
model, participants may get help with selecting their workers (for example, the AWC provider may have a
pool of workers available for consideration by participants). The AWC provider may also provide back-up
workers when the participant’s regular worker is not available. Like traditional staffing agencies, the AWC
provider may be able to provide benefits to workers from its administrative funding (such as paid vacation,
sick time, and health insurance) that participants directly employing workers cannot provide. The Agency
with Choice model is also an important option for participants who do not want to directly employ workers
or who want to transition into direct employment.

Participant/Common Law Employer. The participant (or the participant's representative) is the common law
employer of workers who provide waiver services. An IRS-approved Fiscal/Employer Agent functions as the
participant's agent in performing payroll and other employer responsibilities that are required by federal and
state law. Supports are available to assist the participant in conducting employer-related functions.

ii. Participant Decision M aking Authority. The participant (or the participant's representative) has decision making
authority over workers who provide waiver services. Select one or more decision making authorities that
participants exercise:

Recruit staff

Refer staff to agency for hiring (co-employer)

Select staff from worker registry

Hire staff common law employer

Verify staff qualifications

Obtain criminal history and/or background investigation of staff

Specify how the costs of such investigations are compensated:

Thefiscal intermediary is responsible for conducting criminal history reviews for directly employed personal
assistance providers. The cost is built into their monthly fee.

Specify additional staff qualifications based on participant needs and preferences so long as such
qualifications ar e consistent with the qualifications specified in Appendix C-1/C-3.

Specify the state's method to conduct background checksif it varies from Appendix C-2-a:
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Not applicable. Same as c-2-a.

Deter mine staff duties consistent with the service specificationsin Appendix C-1/C-3.
Deter mine staff wages and benefits subject to state limits

Schedule staff

Orient and instruct staff in duties

Supervise staff

Evaluate staff performance

Verify timeworked by staff and approve time sheets

Dischar ge staff (common law employer)

Dischar ge staff from providing services (co-employer)
Other

Specify:

The fiscal intermediary is responsible for conducting criminal background checks for directly employed
providers. The cost is built into their monthly fee. Refer professional staff to FI for personal services
contract. Terminate personal services contract with unsatisfactory professional staff.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (2 of 6)

b. Participant - Budget Authority Complete when the waiver offers the budget authority opportunity asindicated in Item E-
1-b:

i. Participant Decision Making Authority. When the participant has budget authority, indicate the decision-making
authority that the participant may exercise over the budget. Select one or more:

Reallocate funds among servicesincluded in the budget

Deter mine the amount paid for serviceswithin the state's established limits
Substitute service providers

Schedule the provision of services

Specify additional service provider qualifications consistent with the qualifications specified in
Appendix C-1/C-3

Specify how services are provided, consistent with the service specifications contained in Appendix C-
1C-3

I dentify service providersand refer for provider enroliment
[ Authorize payment for waiver goods and services

Review and approve provider invoicesfor servicesrendered
Other

Specify:

1. Identify clinical service providers and refer to the Fl.
2. Execute and terminate purchase of service agreements with clinical service providers.
3. Authorize payment for contracted clinical service providers.
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Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (3 of 6)

b. Participant - Budget Authority

ii. Participant-Directed Budget Describe in detail the method(s) that are used to establish the amount of the
participant-directed budget for waiver goods and services over which the participant has authority, including how
the method makes use of reliable cost estimating information and is applied consistently to each participant.
Information about these method(s) must be made publicly available.

An individual budget includes the expected or estimated costs of a concrete approach of obtaining the mental
health services and supports included in the |POS. Both the individual plan of service (IPOS) and the individual
budget are developed in conjunction with one another through the person-centered planning process (PCP). Both
the participant and the PIHP must agree to the amounts in the individual budget before it is authorized for use by
the participant. This agreement is based not only on the amount, scope and duration of the services and supports
in the IPOS, but also on the type of arrangements that the participant is using to obtain the services and supports.
Those arrangements are al so determined primarily through the PCP process.

Michigan uses a retrospective zero-based method for devel oping an individual budget. The amount of the
individual budget is determined by costing out the services and supports in the IPOS, after an IPOS that meets the
participant’ s needs and goals has been devel oped. In the IPOS, each service or support isidentified in amount,
scope and duration (such as hours per week or month). The individual budget should be developed for a
reasonable period of time that allows the participant to exercise flexibility (usually one year).

Once the IPOS is devel oped, the amount of funding needed to obtain the identified services and supportsis
determined collectively by the participant, the mental health agency (PIHP or designee), and others participating
in the PCP process.

This process involves costing out the services and supports using the rates for providers chosen by the participant
and the number of hours authorized in the IPOS. The rate for directly employed workers must include Medicare
and Social Security Taxes (FICA), Unemployment Insurance, and Worker’s Compensation Insurance. The
individual budget is authorized in the amount of that total cost of all services and supportsin the IPOS. The
individual budget must include the fiscal intermediary feeif afiscal intermediary is utilized.

Participants must use afiscal intermediary if they are directly employing workers and/or directly contracting with
other providersthat do not have contracts with the PIHPs. If a participant chooses to contract only with providers
that are already under contract with the PIHP, there is no requirements that afiscal intermediary be used.

Fiscal intermediary isawaiver service and is available to any participant using a self-determination arrangement.
Each PIHP devel ops a contract with the fiscal intermediary to provide financial management services (FMS) and
sets therate and costs for the services. The average monthly fee has ranged from $75.00 to $125.00. Actual costs
for the FMSwill vary depending on the individual's needs and usage of FM S, as well as the negotiated rate
between the PIHP and fiscal intermediary.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (4 of 6)

b. Participant - Budget Authority

iii. Informing Participant of Budget Amount. Describe how the state informs each participant of the amount of the
participant-directed budget and the procedures by which the participant may request an adjustment in the budget
amount.
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Materials provided by the PIHP include written information on the devel opment of the individual budget. During
the planning process, a participant is to be provided clear information and explanation of current service costs and
allotments, along with information that provides guidance on developing and utilizing provider rates that would
be applied by the participant during individual budget implementation.

As noted in section E-2(b)(ii) above, the budget is developed in conjunction with the development of the IPOS,
using the PCP process, or is determined as applied to a pre-existing, sufficient IPOS, using the PCP process.
Budget authorization is contingent upon the participant and the PIHP entity reaching agreement on the amount of
the budget and on the methods that will, or may, be applied by the participant to implement the plan and the
individual budget. The budget will be provided to the participant in written form, as an attachment to the Self-
Determination Agreement that outlines the expectations and obligations of the participant and the PIHP. The
participant’s plan is also attached to the agreement.

The participant’ s targeted case manager or QIDP (or other qualified provider selected by the participant) are
expected to provide assistance to the participant in understanding the budget and how to utilize it. In situations
where the participant also has an independent supports broker, the broker will assist the participant to understand
and apply the budget. The participant may seek an adjustment to the individual budget by requesting this from
their targeted case manager or other chosen qualified provider. The targeted case manager or QIDP (or other
qualified provider selected by the participant) will be expected to assist the participant to convene a meeting
including the participant’ s chosen family members and allies, and to assure facilitation of a PCP process to review
and reconsider the budget. A change in the budget is not effective unless the participant and the PIHP have agreed
to the changes.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (5 of 6)

b. Participant - Budget Authority

iv. Participant Exercise of Budget Flexibility. Select one;

O Modificationsto the participant directed budget must be preceded by a changein the service plan.
® The participant hasthe authority to modify the servicesincluded in the participant directed
budget without prior approval.

Specify how changes in the participant-directed budget are documented, including updating the service plan.
When prior review of changesisrequired in certain circumstances, describe the circumstances and specify the
entity that reviews the proposed change:
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The amount of the individual budget must be sufficient to provide a defined amount of resources. It must
also be written to allow flexibility in its use, which means that an participant can decide when services and
supports are used and make some adjustments between budget line items. The SD Guideline describes types
of flexibility (SD Guideline I1.E.4):

Adjustments that do not require a Modification to the Individual Budget

Unless an adjustment deviates from the goals and objectives in the participant’s | POS, the participant is not
required to obtain permission from the mental health agency (PIHP or designee) or provide advance
notification of an intended adjustment. “The [participant] may adjust the specific application of CMHSP-
authorized funds within the budget between budgetary line items and/or categoriesin order to adjust hisher
specialty mental health services and supports arrangements as he or she deems necessary to accomplish
his’her IPOS.” (SD Guideline Il.E.4.a)) The IPOS must be written in away that

contemplates and plans for the manner in which the participant may use the services and supports. Amounts,
scopes and durations may be written in ranges or alength of time that makes flexibility possible (a month or
aquarter). Services and supports that are similar and may be substituted for one another should be identified
aswell as services and supports for which there is no substitution. Adjustments in this manner should be
communicated to the mental health agency (PIHP or designee) in atimely manner

Adjustments that Require a Modification to the Individual Budget: Sometimes, a participant wants to make
an adjustment that fundamentally alters the IPOS (for example, substituting one service for another service
that is not similar, forgoing services and supports, or using services and supports not authorized). If the
adjustment “ does not serve to accomplish the direction and intent of the person’s IPOS, then the IPOS must
be appropriately modified before the adjustment may be

made.” (SD Guiddine Il.E.4.d). In this situation, a modification can often be made over the phone between
the participant and his or her supports coordinator, supports coordinator assistant, or independent supports
broker (or other qualified provider selected by the participant). The change should be accomplished as
expeditiously as possible. Larger changes may need to be made through the PCP process.

The mental health agency (PIHP or designee) must provide the participant with information on how to
request aMedicaid Fair Hearing when the participant’ s Medicai d-funded services are changed, reduced or
terminated as aresult of areduction in the individual budget or denial of the budget adjustment.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (6 of 6)

b. Participant - Budget Authority

v. Expenditur e Safeguar ds. Describe the safeguards that have been established for the timely prevention of the
premature depletion of the participant-directed budget or to address potential service delivery problems that may be
associated with budget underutilization and the entity (or entities) responsible for implementing these safeguards:
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Participants must use afiscal intermediary if they are directly employing workers and/or directly contracting with
other providersthat do not have contracts with the PIHPs. Most participants use FM S through afiscal
intermediary even if they only contract with providers already under contract with the PIHP; however, thereisno
reguirement that they do so.

The fundsin an individual budget are transferred to the fiscal intermediary, which handles payment for services
and supports in the IPOS upon receipt of invoices and timesheets authorized by the participant. The fiscal
intermediary provides both the participant and the mental health agency (PIHP or designee) a monthly report of
expenditures and flags expenditures that are over or under the expected amount by ten percent or more. This
report is the central mechanism for monitoring implementation of the budget. Over- or underutilization identified
in the report can be addressed by the targeted case manager (or other chosen qualified provider) and participant
informally or through the PCP process.

The targeted case manager or QIDP (or other chosen qualified provider) is responsible for assisting the participant
in implementing the individual budget and arrangements, including understanding the budget report. A participant
can use an independent supports broker to assist him or her in implementing and monitoring the IPOS and budget.
When a participant uses an independent supports broker, the targeted case manager or QIDP (other qualified
provider selected by the participant) has a more limited role in planning and implementation of arrangements so
that the assistance provided is not duplicated. However, the authorization and monitoring the IPOS and individual
budget cannot be delegated to an Independent Supports Broker by the PIHP or designee.

If using FM S through afiscal intermediary, the targeted case manager or QIDP (or other chosen qualified
provider) receives acopy of the budget and a copy of the monthly budget report. In the required monitoring and
face-to-face contact they have with the participant, the targeted case manager or QIDP (or other qualified
provider) must address any over- or under-utilization of the budget that they identify in the monthly budget report.
If the participant does not use afiscal intermediary because he or she only contracts with providers already under
contract with the PIHP, the PIHP must provide a monthly budget report to the participant and targeted case
manager or QIDP (or other qualified provider) so the participant can effectively manage his or her budget and
thereby, exercise budget authority.

Appendix F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

The state provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuas: (a) who are not
given the choice of home and community-based services as an alternative to the institutional care specified in Item 1-F of the
request; (b) are denied the service(s) of their choice or the provider(s) of their choice; or, (c) whose services are denied,
suspended, reduced or terminated. The state provides notice of action as required in 42 CFR 8431.210.

Proceduresfor Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his’her legal representative)
isinformed of the opportunity to request afair hearing under 42 CFR Part 431, Subpart E. Specify the notice(s) that are used to
offer individuals the opportunity to request a Fair Hearing. State laws, regulations, policies and notices referenced in the
description are available to CM S upon request through the operating or Medicaid agency.
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When an individua presents for intake at a Prepaid Inpatient Health Plan (PIHP) he or she is provided basic information
regarding available services, recipient rights, local dispute resolution and administrative hearings. At the time of Individual Plan
of Service (IPOS) development, the consumer is again notified of these rights.

The MDHHS Administrative Tribunal housed within the State Office of Administrative Hearings and Rules (SOAHR) provides
ahearing to appellants who do not agree with a decision made by the Michigan Department of Health and Human Services
(MDHHS) or PIHP. The Administrative Tribunal issues timely and legally accurate hearing decisions and orders. Consumers can
access the Administrative Tribunal Policy and Procedures manual on the MDHHS website.

The parent or guardian must be sent a written notice of actions affecting eligibility or amounts of Medicaid benefits or Medicaid
covered services for their child. This notice must be provided by the PIHP to the parent/guardian for any of the following: choice
of CWP services vs. ingtitutional services; choice among service providers who are on contract with or employed by the PIHP or
hired through Choice Voucher arrangements; and denial, reduction, suspension, reduction or termination of awaiver service. The
parent/guardian or authorized hearing representative has 90 calendar days from the date of the written notice of action to request
ahearing. The SOAHR must receive the written hearing request within that 90-day period.

There are two types of written notice: 1) Adequate Action Notice, which isawritten notice sent to the parent or guardian at the
same time an action takes effect. Adequate notice is provided in the following circumstances: Denia of new services not
currently being provided; Approval or denia of an application; Completion of an IPOS; Increase in service benefits. 2) Advance
Action Notice is required when an action is being taken to reduce, suspend or terminate a benefit or service the child is currently
receiving. The notice must be mailed at least 12 days before the intended action takes effect. The notice of action includes
instructions for requesting expedited resolution if the family so wishes and the right to retain representation at the hearing. If the
parent or guardian requests a hearing before the date of action, the agency may not terminate or reduce benefits or services until a
decision and order isissued by the Administrative Law Judge (ALJ) or the parent or guardian withdraws the request for hearing,
or the parent or guardian does not appear at a scheduled hearing. A number of resources are available to assist families who wish
help in requesting a Fair Hearing. These include, but are not limited to, the case manager, PIHP customer services representative,
recipient rights officer, SOAHR office, CWP staff, and Protection and Advocacy.

The Request for Hearing form (DCH-0092) or its equivalent is sent to the parent or guardian with all adequate or advance
notices. Notices of adverse actions and the opportunity to request a Fair Hearing are kept in the child's record at the PIHP. Itis
the responsibility of the PIHP to designate a hearings coordinator who will serve as the liaison between the agency and the
Administrative Tribunal. The purpose of the hearings coordinator isto serve as the single contact point for the Administrative
Tribunal in order to communicate procedural aspects of any case. The hearings coordinator may also represent the PIHP at a
hearing.

An appellant or AHR may agree to withdraw their Request for Hearing at any time during the hearing process. The appellant or
AHR should complete the DCH-0093 — Request for Withdrawal of Appeal or its equivalent and return it immediately in the
postage paid envelope to the State Office of Administrative Hearings and Rules. The Request for Withdrawal of Appeal can be
ordered via the Administrative Tribunal Forms Requisition. When an issue is still in dispute, the appellant or AHR is not to be
asked to withdraw their Request for Hearing or to be mailed a withdrawal form unless asked to do so by the appellant.

When all issues have been resolved, the appellant or AHR may wish to withdraw the Request for Hearing. A Request for
Withdrawal of Appeal form can be submitted, or the appellant or AHR can submit a signed, written statement. The withdrawal
must clearly state why the appellant or AHR has decided to withdraw the Request for Hearing. All identifying case information
is entered on the withdrawal form, and the original copy is attached to the request and forwarded to the SOAHR. A copy of the
withdrawal is maintained in the child’ s record.

All documentation is maintained in the waiver consumer's file.

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the state operates another dispute resolution
process that offers participants the opportunity to appea decisions that adversely affect their services while preserving
their right to a Fair Hearing. Select one:

O No. This Appendix does not apply
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® Yes Thestate operates an additional dispute resolution process

b. Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process, including: (a)
the state agency that operates the process; (b) the nature of the process (i.e., procedures and timeframes), including the
types of disputes addressed through the process; and, (¢) how the right to aMedicaid Fair Hearing is preserved when a
participant elects to make use of the process: State laws, regulations, and policies referenced in the description are
available to CM S upon request through the operating or Medicaid agency.
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a) The State has established a grievance and appeals system that is compliant with 42 CFR 431 Subpart F through
contract agreement with each of the 10 IHPs. The Grievance and Appeal Technical Requirement is Attachment 6.3.1.1 of
the MDHHS/PIHP Contract.

b) Conceptually, the grievance system divides beneficiary complaints into two categories, those challenging an action,
such asadenial, termination, or reduction of a service, and those challenging anything else, such as a beneficiary's
dissatisfaction with service, e.g., quality of care or services provided or aspects of interpersonal relationships between a
service provider and the beneficiary. A challenge to an action is called an appeal. Any other type of complaint is
considered a grievance.

Beneficiary Appeals. Local appeals, like requests for fair hearings, are initiated by notice of an adverse action. The
beneficiary or his’her legal representative may request alocal appeal concurrently with filing arequest for afair hearing
and under the following conditions:

- The beneficiary or his’her legal representative has 45 days from the date of the notice of action to request alocal appeal;
- Anoral request for alocal appeal of an action is treated as an appeal to establish the earliest possible filing date for
appeal. The oral request must be confirmed in writing unless the beneficiary or hissher legal representative requests
expedited resolution;

- The beneficiary or his’her legal representative may file an appeal with the PIHP organizational unit approved and
administratively responsible for facilitating local appeals, e.g. Customer Services, Office of Recipient Rights;

- If the beneficiary or his’her legal representative requests alocal appeal not more than 12 days from the date of the notice
of action, the PIHP must reinstate or continue the service(s) until disposition of the fair hearing.

When abeneficiary or his’her legal representative requests alocal appeal, the PIHP is required to:

- Give the beneficiary or hisher legal representative reasonable assi stance to complete forms and to take other procedural
steps. Thisincludes but is not limited to providing interpreter services and toll free numbers that have adequate
TTY/TTD and interpreter capability;

- Acknowledge receipt of each appeal;

- Maintain alog of all requests for appeal to alow reporting to the PIHP Quality Improvement Program;

- Ensure that the individuals who make the decisions on appeal were not involved in the previous level review or
decision-making;

- Ensure that the individual (s) who make the decisions on appeal are health care professionals with appropriate clinical
expertise in treating the beneficiary's condition or disease when the appeal relates to adenial based on lack of medical
necessity or involves other clinical issues,

-Provide the beneficiary, or representative with reasonable opportunity to present evidence and allegations of fact or law
in person as well asin writing; the opportunity, before and during the appeal s process, to examine the beneficiary's case
file, including medical records and any other documents or records considered during the appeals process; the
opportunity to include as parties to the appeal the beneficiary and his or her representative or the legal representative of a
deceased beneficiary's estate; information regarding the right to afair hearing and the process to be used to request the
hearing.

Notice of Disposition of Appeal requirements:

- The PIHP must provide written notice of the disposition of the appeal, and must also make reasonable efforts to provide
oral notice of an expedited resolution. The content of a notice of disposition must include an explanation of the results of
the resolution and the date it was completed.

- When the appeal is not resolved wholly in favor of the beneficiary, the notice of disposition must also include the right
to request a state fair hearing, and how to do so; the right to request to receive benefits while the state fair hearing is
pending, if requested within 12 days of the PIHP mailing the notice of disposition, and how to make the request; and that
the beneficiary may be held liable for the cost of those benefits if the hearing decision upholds the PIHP's action.

The Notice of Disposition of Appea must be provided within the following timeframes:
Standard Resolution: The PIHP must resolve the appeal and provide notice of disposition to the affected parties as
expeditiously as the beneficiary's health condition requires, but not to exceed 45 days from the day the PIHP receives the

appeal.

Expedited Resolution: The PIHP must resolve the appeal and provide notice of disposition to the affected parties no
longer than three (3) working days after the PIHP receives the request for expedited resolution of the appeal. An
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expedited resolution is required when the PIHP determines (for arequest from the beneficiary) or the provider indicates
(in making the request on behalf of, or in support of the beneficiary's request) that taking the time for a standard
resolution could seriously jeopardize the beneficiary's life or health or ability to attain, maintain, or regain maximum
function.

The PIHP may extend the notice of disposition timeframe by up to 14 calendar days if the beneficiary requests an
extension, or if the PIHP shows to the satisfaction of the State that there is a need for additional information and how the
delay isin the beneficiary's interest.

If the PIHP denies arequest for expedited resolution of an appeal, it must transfer the appeal to the timeframe for
standard resolution or no longer than 45 days from the date the PIHP receives the appeal make reasonable effortsto give
the beneficiary prompt oral notice of the denial, and give the beneficiary follow up written notice within two (2) calendar

days.

Beneficiary grievances. Medicaid beneficiaries have the right to alocal grievance process for issues that are not
"actions'. The grievance s filed with the PIHP/CMHSP organizational unit approved and administratively responsible for
facilitating resolution of the grievance. A grievance may be filed at any time by the beneficiary, guardian, or parent of a
minor child

or his’her legal representative. For agrievance, the beneficiary would not have access to the state fair hearing process
unless the PIHP fails to respond to the grievance within 60 calendar days. This constitutes an 'action”, and can be
appealed for fair hearing to the DCH Administrative Tribunal.

For each grievance filed by abeneficiary, the PIHP is required to:

- give the beneficiary reasonable assistance to complete forms and to take other procedural steps. This includes but is not
limited to providing interpreter services and toll free numbers that have adequate TTY/TTD and interpreter capability

- acknowledge receipt of the grievance;

- log the grievance for reporting to the PIHP/CMHSP Quality Improvement Program;

- ensure that the individual (s) who make the decisions on the grievance were not involved in the previous level review or
decision-making;

- ensure that the individual (s) who make the decisions on the grievance are health care professionals with appropriate
clinical expertisein treating the beneficiary's condition or disease if the grievance involves clinical issues or involves the
denial of an expedited resolution of an appeal (of an action);

- submit the written grievance to appropriate staff including a PIHP administrator with the authority to require corrective
action, none of who shall have been involved in theinitial determination;

- provide the beneficiary awritten notice of disposition not to exceed 60 calendar days from the day PIHP received the
grievance/complaint. The content of the notice of disposition must include the results of the grievance process, date the
grievance process was concluded, the beneficiary's right to request afair hearing if the notice of disposition is more than
60 days from the date of the request for a grievance and how to access the fair hearing process.

¢) The PIHP must provide natice of the right to request afair hearing to a beneficiary any time there is an adverse action
as described in Appendix F-1. As stated previously, the beneficiary may request a Medicaid Fair Hearing concurrently
with arequest to have the adverse action addressed through the local dispute resolution process. The beneficiary also has
the right to request a state fair hearing before exhausting the PIHP level appeal of an "action”. The requirements are
specified in the MDHHS/PIHP contract in Attachment 6.3.1.1

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System. Select one:

® No. This Appendix does not apply

O Yes Thestate operates a grievance/complaint system that affords participants the opportunity to register
grievances or complaints concerning the provision of services under thiswaiver

b. Operational Responsibility. Specify the state agency that is responsible for the operation of the grievance/complaint
System:
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c. Description of System. Describe the grievance/complaint system, including: (a) the types of grievances/complaints that
participants may register; (b) the process and timelines for addressing grievances/complaints; and, (c) the mechanisms that
are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the description are available
to CM S upon request through the Medicaid agency or the operating agency (if applicable).

Appendix G: Participant Safeguards
Appendix G-1. Responseto Critical Eventsor Incidents

a. Critical Event or Incident Reporting and M anagement Process. Indicate whether the state operates Critical Event or

Incident Reporting and Management Process that enables the state to collect information on sentinel events occurring in
the waiver program.Select one:

® vyes Thegate operatesa Critical Event or Incident Reporting and M anagement Process (complete Items b
through €)

O No. This Appendix does not apply (do not complete Items b through €)

If the state does not operate a Critical Event or Incident Reporting and Management Process, describe the process that
the state uses to elicit information on the health and welfare of individuals served through the program.

b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or incidents (including
alleged abuse, neglect and exploitation) that the state requires to be reported for review and follow-up action by an
appropriate authority, the individuals and/or entities that are required to report such events and incidents and the timelines
for reporting. State laws, regulations, and policiesthat are referenced are available to CMS upon request through the
Medicaid agency or the operating agency (if applicable).
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Critical incidents may be received and investigated by the PIHP ORR and/or the PIHP, aswell as by law enforcement or
other state agencies as applicable depending on the nature of the incident.

IMMEDIATE EVENT REPORTING: Per section 6.1.1 of the MDHHS-BHDDA/PIHP contract, the PIHP must
immediately report certain events to MDHHS through the PIHP (as described in Section G-1-b and as required by Section
P 6.7.1.1 of the MDHHS/PIHP Contract). For deaths, the PIHP must submit to MDHHS within 60 days after the month
in which the death occurred, awritten report of its review/analysis of the death of every Medicaid beneficiary whose
death occurred within one year of discharge from a state-operated service or a death that occurs as aresult of suspected
staff member action or inaction. The written report will include consumer information, date, time and place of death (if in
afoster care setting, the foster care license #), fina determination of cause of death (from coroner’s report or autopsy),
summary of conditions (physical, emotional) and treatment or interventions preceding death, any quality improvement
actions taken as aresult of an unexpected or preventable death, and the PIHP/PIHP' s plan for monitoring to assure any
quality improvement actions are implemented. Immediate event reporting is considered an egregious situation and is
reviewed through the MDHHS internal process.

SENTINEL EVENT: The PIHP must review the incident to determine if it meets the criteria and definitions for sentinel
events and is related to practice of care. Depending on the type of incident, it may also be required to report on the ERS
through the PIHP to MDHHS. In the MDHHS-BHDDA/PIHP contract, Attachment C 6.8.1.1 requires that each PIHP
must have a Quality Improvement Program (QIP). The QIP describes, and the PIHP implements, the process of the
review and follow-up of sentinel events. Reporting is required for any sentinel event for children enrolled in the CWP
The PIHP has two business days after a critical incident occurred to determine if it isa sentinel event and commence the
root-cause analysis. The outcome of thisreview is a classification of incidents as either sentinel events or non-sentinel
events. Sentinel eventsinclude: death of the recipient, any accident or physical illness that requires hospitalization,
incidents that involve arrest or conviction of the recipient, emergency physical management interventions used for
controlling serious challenging behaviors and medication errors (definitionsin

G-1-b). Persons involved in the review of sentinel events must have the appropriate credentials to review the scope of
care. For example, sentinel events that involve client death, including all CWP consumers (deaths that resulted from
suicide, homicide, an undiagnosed condition, were accidental, or were suspicious for possible abuse or neglect), who at
the time of their deaths were receiving waiver services, must be reviewed and must include:

- Screens of individual deaths with standard information (e.g., coroner’s report, death certificate)

- Involvement of medical personnel in the mortality reviews

- Documentation of the mortality review process, findings, and recommendations

- Use of mortality information to address quality of care

- Aggregation of mortality data over time to identify possible trends.

The use of physical management, permitted for intervention in emergencies only, is considered a critical incident that
must managed and reported through the PIHP according to the Quality Assessment and Performance Improvement Plan
(QAPIP) standards. Physical management is defined in the MDHHS/PIHP contract attachment C6.8.3.1 as “atechnique
used by staff to restrict the movement of an individual by direct physical contact in order to prevent the individual from
physicaly harming himself, herself, or others. Physical management shall only be used on an emergency basis when the
situation places the individual or others at imminent risk of serious physical harm. Physical management, as defined here,
shall not be included as a component of abehavior treatment plan.” Any injury or death that occurs from the use of any
behavior intervention is considered a sentinel event. The MDHHS requires PIHPs to report, review, investigate and act
upon sentinel events for those persons listed. An “appropriate response” to a sentinel event “includes a thorough and
credible root cause analysis, implementation of improvements to reduce risk, and monitoring of the effectiveness of those
improvements” (JCAHO, 1998). A root cause analysis or investigation is “a process for identifying the basic or causal
factors that underlie variation in performance, including the occurrence or possible occurrence of a sentinel event. A root
cause analysis focuses primarily on systems and processes, not individual performance”. Following completion of aroot
cause analysis or investigation, the PIHP must develop and implement either @) a plan of action or intervention to prevent
further occurrence of the sentinel event; or b) presentation of arationale for not pursuing an intervention. A plan of action
or intervention must identify who will implement and when and how implementation will be monitored or evaluated.
[excerpt from MDHHA-MHSA Guidance on Sentinel Event Reporting]. Sentinel event reporting is submitted in
aggregate to MDHHS on a quarterly basis. MDHHS will continue to evaluate the process for sentinel event reporting
during Federal Compliance site reviews.

EVENT REPORTING SY STEM: The new ERS requires the PIHP to report the following events through the PIHP to
MDHHS-BHDDA: suicide, non-suicide death, emergency medical treatment due to injury or medication error,

hospitalization due to injury or medication error, and arrest of consumer. Incidents reported in the ERS would also be
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investigated by the PIHP ORR if the incidents were believed to be the result of suspected rights violation due to abuse or
neglect. Additionally, some of the incidents reported in the ERS, such as adeath or injury, could result in acriminal
investigation or referral to Child Protective Services (CPS). All events are included in aggregate trend and analysis
reports. Event that are considered priorities, such as certain types of deaths (suicide and accidental deaths for example)
and injuries (related to the use of restrictive interventions or medication errors for example), are reviewed through the
MDHHS internal process. The CWP is submitting an action plan with this renewal regarding the MDHHS internal
process.

Timeframes for reporting the five specified eventsin the ERS are:

Suicide: Once it has been determined whether or not a death was suicide, the suicide must be reported within 30 days
after the end of the month in which the cause of death was determined. For the purpose of the ERS, a consumer’ s death
shall be reported as a suicide when either one of the following two conditions exists, the PIHP serving the consumer
determines, through its death review process, that the consumer’ s death was a suicide, or the official death report (i.e.,
coroner’s report) indicates that the consumer’ s death was a suicide. If 90 calendar days have elapsed without a
determination of cause of death, the PIHP must submit a*“best judgment” determination of whether the death was a
suicide, with the submission due within 30 days after the end of the month in which this “best judgment” determination
occurred.

Non-suicide death: Due within 60 days after the end of the month in which the death occurred, unless reporting is delayed
while the PIHP attempts to determine whether the death was due to suicide. In this case the submission is due within 30
days of the end of the month in which the PIHP determined the death was not due to suicide.

Emergency medical treatment due to injury or medication error: Due within 60 days after the end of the month in which
the emergency medical treatment began.

Hospitalization due to injury or medication error: Due within 60 days after the end of the month in which the
hospitalization began.

Arrest: Due within 60 days after the end of the month in which the arrest occurred.

OFFICE OF RECIPIENT RIGHTS: Eventsinvolving suspected or apparent abuse and neglect are reviewed by the PIHP
ORR to determine if there may have been arights violation. Section 330.1778 provides. The local office [of Recipient
Rights] within the PIHP shall initiate investigation of apparent or suspected rights violationsin atimely and efficient
manner.

Subject to delays involving pending action by external agencies as described in subsection (5), the ORR shall complete
the investigation not later than 90 days after it receives the rights complaint. Investigation shall be initiated immediately
in cases involving alleged abuse, neglect, seriousinjury, or death of arecipient involving an apparent or suspected rights
violation. ORR sends letter to the consumer within five days acknowledging receipt of the complaint and then provides
written updates every 30 days until the investigation is completed. The Executive Director of the PIHP then issues a
written Summary Report of the investigation including the conclusion by the ORR and the action or plan of action to
remedy aviolation to the complainant, recipient if different than complainant and guardian of the recipient if one has
been appointed. The report includes notice of appeal rights.

Information gathered from investigationsis reviewed for trends, and becomes a focus of the state ORR visits to PIHPs.
Aggregate data are shared with MDHHS Mental Health and Substance Abuse Management team, the Quality
Improvement Council (QIC) and waiver staff. Information is used by MDHHS to take contract action as needed or by the
QIC to make recommendations for system improvements.

OTHER: In the event of areported incident of achild, MDHHS-CPS is responsible for investigating allegations of abuse,
neglect or exploitation and ensuring consumer safety. The PIHP ORR is responsible for investigating rights violations.
The MDHHS Department of Licensing and Regulatory Affairs (LARA) isresponsible for investigating licensing rule
violations. Law enforcement may also be conducting an investigation related to possible criminal activity in conjunction
with the above.

If, during a Federal Compliance on-site visit, the site review team member identifies an issue that places a consumer in
imminent risk to health or welfare, the site review team would invoke an immediate review and response by the PIHP,
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which must be completed in five to seven business days.

¢. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, including
how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities or entities
when the participant may have experienced abuse, neglect or exploitation.

Every recipient of public mental health servicesin Michigan and his/her legal representatives receive abooklet developed
by MDHHS entitled Y OUR RIGHTS When Receiving Mental Health Servicesin Michigan at the time of admission into
services and periodically thereafter. The CWP consumer's case manager or other QIDP provides information concerning
protections from abuse, neglect, and exploitation, including how to notify authorities, at the onset of CWP services and
subsequently as often as needed by the consumer or the parent/guardian, but at least annually during a person-centered
planning meeting. Thisisin accordance with Section 330.1706 of the Mental Health Code: applicants for and recipients
of mental health services and in the case of minors, the applicant's or recipient's parent or guardian, shall be notified by
the providers of those services of the rights guaranteed by this chapter. Notice shall be accomplished by providing an
accurate summary of this chapter and chapter 7ato the applicant or recipient at the time services are first requested and
by having a complete copy of this chapter and chapter 7areadily available or review by applicants and recipients.”" From
Rule 330.7011: A note describing the explanation of the materials and who provided the explanation shall be entered in
the recipient's record. The required notification/explanation includes explicit, detailed coverage of the Mental Health
Code mandated protections from abuse, neglect, and exploitation, and how consumers (and/or families or legal
representatives, as appropriate) can notify appropriate authorities or entities when the consumer may have experienced
abuse, neglect or exploitation. In an effort to make it easier for members of the general public, including family
members, to report suspected abuse, neglect, or exploitation, the state ORR has modified its web page on how and where
to report.

Chapter 7 of the Michigan Mental Health Code also requires that every CMHSP ORR must assure that all program sites,
whether directly operated or through contract with the PIHP, have rights booklets available in public areas for recipients,
guardians, care-givers, etc. The booklet describes the various rights afforded the individual under the U.S. Constitution,
Michigan Constitution, the Michigan Mental Health Code and MDHHS Administrative Rules as well as contact
information for the PIHP ORR if the recipient, legal representative, or anyone on behalf of the recipient feelsthat the
recipients rights have been violated, including the right to be free from abuse or neglect.

Section 6.3.1 of the MDHHS-BHDDA/PIHP contract requires that each PIHP must provide customer services and there
is an assigned customer services coordinator for each PIHP that oversees customer services at the PIHP. In addition,
each PIHP is either a stand-alone PIHP or isin an affiliation of PIHPs where Attachment P.6.3.1.1 of the MDHHS-
BHDDA/PIHP contract also applies. A customer services handbook which has been approved by MDHHS is provided to
individuals at the time services are initiated and offered again at least annually. Individuals are provided information
regarding mental health and other services, how to access the various rights processes, and assists people who use
alternate means of communication or have Limited English Proficiency (LEP). For example, the Customer Services Unit
staff may read the Rights booklet to a consumer. The Customer Services Unit may also, upon request of the consumer or
family, assist with contacting the local Office of Recipient Rights for assistance with an issue related to abuse, neglect or
exploitation.

The ORR also houses a Training Unit to ensure that recipient rights initiatives are consistently implemented statewide. In
addition to training staff of PIHPS and their contracted agencies, other persons working in the recipient rightsfield
(advocacy agency staff, for example) can access training because their roles are essential to preserving and protecting
service recipients rights. PIHP ORRs conduct rights informational sessions for consumers, family members, advocates
and interested others. Additionally, the MDHHS holds annual Recipient Rights, Consumer, and Home and Community
Based Waiver Conferences, all of which include consumers and/or their families. These conferences provided Recipient
Rights training that describe consumer rights and the complaint resolution and appeal process.

d. Responsibility for Review of and Responseto Critical Events or I ncidents. Specify the entity (or entities) that receives

reports of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and
the processes and time-frames for responding to critical events or incidents, including conducting investigations.
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Critical incidents may be received and investigated by the CMHSP ORR and/or the CMHSP, aswell as by law
enforcement or other state agencies as applicable depending on the nature of the incident.

IMMEDIATE EVENT REPORTING: Per section 6.1.1 of the MDHHS-BHDDA/PIHP contract, the PIHP must
immediately report certain events to MDHHS through the PIHP (as described in Section G-1-b and as required by Section
P 6.7.1.1 of the MDHHS/PIHP Contract). For deaths, the PIHP must submit to MDHHS within 60 days after the month
in which the death occurred, awritten report of its review/analysis of the death of every Medicaid beneficiary whose
death occurred within one year of discharge from a state-operated service or a death that occurs as aresult of suspected
staff member action or inaction. The written report will include consumer information, date, time and place of death (if in
afoster care setting, the foster care license #), final determination of cause of death (from coroners report or autopsy),
summary of conditions (physical, emotional) and treatment or interventions preceding death, any quality improvement
actions taken as aresult of an unexpected or preventable death, and the PIHP plan for monitoring to assure any quality
improvement actions are implemented. Immediate event reporting is considered an egregious situation and is reviewed
through the MDHHS internal process.

SENTINEL EVENT: The PIHP must review the incident to determine if it meets the criteria and definitions for sentinel
events and is related to practice of care. Depending on the type of incident, it may also be required to report on the ERS
through the PIHP to MDHHS. In the MDHHS-BHDDA/PIHP contract, Attachment C 6.8.1.1 requires that each PIHP
must have a Quality Improvement Program (QIP). The QIP describes, and the PIHP implements, the process of the
review and follow-up of sentinel events. Reporting is required for any sentinel event for children enrolled in the CWP.
The PIHP has two business days after a critical incident occurred to determine if it isa sentinel event and commence the
root-cause analysis. The outcome of thisreview is a classification of incidents as either sentinel events or non-sentinel
events. Sentinel eventsinclude: death of the recipient, any accident or physical illness that requires hospitalization,
incidents that involve arrest or conviction of the recipient, emergency physical management interventions used for
controlling serious challenging behaviors and medication errors (definitionsin G-1-b). Personsinvolved in the review of
sentinel events must have the appropriate credentials to review the scope of care. For example, sentingl events that
involve client death, including all CWP consumers (deaths that resulted from suicide, homicide, an undiagnosed
condition, were accidental, or were suspicious for possible abuse or neglect), who at the time of their deaths were
receiving waiver services, must be reviewed and must include:

- Screens of individual deaths with standard information (e.g., coroners report, death certificate)

- Involvement of medical personnel in the mortality reviews

- Documentation of the mortality review process, findings, and recommendations

- Use of mortality information to address quality of care

- Aggregation of mortality data over time to identify possible trends.

The use of physical management, permitted for intervention in emergencies only, is considered a critical incident that
must managed and reported through the PIHP according to the Quality Assessment and Performance Improvement Plan
(QAPIP) standards. Physical management is defined in the MDHHS/PIHP contract attachment C6.8.3.1 as atechnique
used by staff to restrict the movement of an individual by direct physical contact in order to prevent the individual from
physicaly harming himself, herself, or others. Physical management shall only be used on an emergency basis when the
situation placesthe individual or others at imminent risk of serious physical harm. Physical management, as defined here,
shall not be included as a component of abehavior treatment plan. Any injury or death that occurs from the use of any
behavior intervention is considered a sentinel event. A root cause analysis or investigation is a process for identifying the
basic or causal factorsthat underlie variation in performance, including the occurrence or possible occurrence of a
sentinel event. A root cause analysis focuses primarily on systems and processes, not individual performance.

EVENT REPORTING SY STEM: The new ERS requires the PIHP to report the following events through the PIHP to
MDHHS-BHDDA: suicide, non-suicide death, emergency medical treatment due to injury or medication error,
hospitalization due to injury or medication error, and arrest of consumer. Incidents reported in the ERS would also be
investigated by the PIHP ORR if the incidents were believed to be the result of suspected rights violation due to abuse or
neglect. Additionally, some of the incidents reported in the ERS, such as adeath or injury, could result in acriminal
investigation or referral to Child Protective Services (CPS). All events areincluded in aggregate trend and analysis
reports. Event that are considered priorities, such as certain types of deaths (suicide and accidental deaths for example)
and injuries (related to the use of restrictive interventions or medication errors for example), are reviewed through the
MDHHS internal process. The CWP is submitting an action plan with this renewal regarding the MDHHS internal
process.
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Timeframes for reporting the five specified eventsin the ERS are:

Suicide: Once it has been determined whether or not a death was suicide, the suicide must be reported within 30 days
after the end of the month in which the cause of death was determined. For the purpose of the ERS, a consumers death
shall be reported as a suicide when either one of the following two conditions exists, the PIHP serving the consumer
determines, through its death review process, that the consumers death was a suicide, or the official death report (i.e.,
coroners report) indicates that the consumers death was a suicide. If 90 calendar days have elapsed without a
determination of cause of death, the PIHP must submit a best judgment determination of whether the death was a suicide,
with the submission due within 30 days after the end of the month in which this best judgment determination occurred.

Non-suicide death: Due within 60 days after the end of the month in which the death occurred, unless reporting is delayed
while the PIHP attempts to determine whether the death was due to suicide. In this case the submission is due within 30
days of the end of the month in which the PIHP determined the death was not due to suicide.

Emergency medical treatment due to injury or medication error: Due within 60 days after the end of the month in which
the emergency medical treatment began.

Hospitalization due to injury or medication error: Due within 60 days after the end of the month in which the
hospitalization began.

Arrest: Due within 60 days after the end of the month in which the arrest occurred.

OFFICE OF RECIPIENT RIGHTS: Eventsinvolving suspected or apparent abuse and neglect are reviewed by the PIHP
ORR to determine if there may have been arights violation. Section 330.1778 provides: The local office [of Recipient
Rights] within the PIHP shall initiate investigation of apparent or suspected rights violationsin atimely and efficient
manner.

Subject to delays involving pending action by external agencies as described in subsection (5), the ORR shall complete
the investigation not later than 90 days after it receives the rights complaint. Investigation shall be initiated immediately
in cases involving alleged abuse, neglect, seriousinjury, or death of arecipient involving an apparent or suspected rights
violation. ORR sends letter to the consumer within five days acknowledging receipt of the complaint and then provides
written updates every 30 days until the investigation is completed. The Executive Director of the PIHP then issues a
written Summary Report of the investigation including the conclusion by the ORR and the action or plan of action to
remedy aviolation to the complainant, recipient if different than complainant and guardian of the recipient if one has
been appointed. The report includes notice of appeal rights. Information gathered from investigations is reviewed for
trends, and becomes a focus of the state ORR visits to PIHPs. Aggregate data are shared with MDHHS Mental Health
and Substance Abuse Management team, the Quality Improvement Council (QIC) and waiver staff. Information is used
by MDHHS to take contract action as needed or by the QIC to make recommendations for system improvements.

OTHER: In the event of areported incident of a child, MDHHS-CPS is responsible for investigating allegations of abuse,
neglect or exploitation and ensuring consumer safety. The Department of Licensing and Regulatory Affairs (LARA) is
responsible for investigating licensing rule violations. Law enforcement may also be conducting an investigation related
to possible criminal activity.

If, during a Federal Compliance on-site visit, the site review team member identifies an issue that places a consumer in
imminent risk to health or welfare, the site review team would invoke an immediate review and response by the PIHP,
which must be completed in five to seven business days.

e. Responsibility for Oversight of Critical Incidents and Events. Identify the state agency (or agencies) responsible for

overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this oversight is
conducted, and how frequently.
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EVENT REPORTING SYSTEM: The ERS will allow MDHHS to better monitor the types of events which occur in
particular populations, such as the ability to monitor incidents for CWP consumers. Since individual consumer
identification will be included with each event, MDHHS can look for potential trends by comparing reportable events to
data already existing in the Quality Improvement/Encounter files. MDHHS will oversee the PIHP responsibility for
critical incident management for the CWP waiver population by measuring the rate of critical incidents for CWP
consumers. After establishing a baseline "occurrence” rate (addressed in action plan), MDHHS will set targets for
reductionsin the rate of critical incidents that will result from systems improvement strategies identified in Appendix H
and oversight of critical incidents.

MDHHS staff reviews the events reported and identifies priority events that warrant additional review through the
MDHHS internal process. Asaresult of the review, MDHHS may contact the PIHP when concerns arise regarding
CWP consumers. Technical assistance, consultation, and referrals for additional follow-up or training are provided as
required. On-site follow-up on reported events takes place at a maximum during MDHHS biennial site reviews. More
frequent reviews by MDHHS staff may be required in addition to site reviews, depending on the situation. During site
reviews, MDHHS staff examine the event reporting process, their process for conducting root cause analysis on sentinel
events, as well as the success of actions taken to prevent or reduce the likelihood that a type or class of reportable event
would re-occur. Any noted shortcomings in the processes or outcomes would be reflected in the PIHPs written site
review report which would in turn require submission of a corrective action plan within 30 days. The corrective action
plan isreviewed by MDHHS. If the submitted plan is satisfactory, it is formally approved. Any less than satisfactory plan
would be returned for revision and the process for review and approval by MDHHS would be repeated until a satisfactory
plan is achieved. MDHHS conducts an on-site review to assess the efficacy of the plan of correction approximately one
year after the full review was conducted. This state oversight by the Federal Compliance Section assures the necessary
processes are in place for participant safeguards.

As part of Michigans overall quality oversight of public mental health services, including the CWP, the External Quality
Reviews examine the performance indicator for sentinel event reporting to assure that the QAPIP at each PIHP (and
affiliate PIHPs as applicable) describes the process for review and follow-up of sentinel events. Because of the nature of
sentinel event reporting, a scoreis given to validate that the processes are in place for review and follow-up. In the most
recent report for 2009, 100% of PIHPs/CMHSPs had the required processesin place to review and follow-up on sentinel
events. Thisreport indicates that the processes are in place for all recipients of mental health services, including CWP
consumers. MDHHS monitors the EQR report and its recommendations and may follow-up with PIHPs/CMHSPs that
areoutliersin aparticular area of the report.

OFFICE OF RECIPIENT RIGHTS: On a semi-annual basis, local PIHP ORRs report to MDHHS the summaries of all
allegations received and investigated, whether there was an intervention, and the numbers of allegations substantiated.
The summaries are reported by category of rights violations, including: freedom from abuse, freedom from neglect, right
protection systems, admission/discharge/second opinion, civil rights, family rights, communication and visits,
confidentiality, treatment environment, suitable services, and treatment planning. Information from these reportsis
entered into a database to produce a State report by waiver programs. Follow-up actions by MDHHS include data
confirmation, consultation, and on-site follow-up. If there are issues involving potential or substantiated Rights
violations, or serious problems with the local ORR, the state Office of Recipient Rights, which has authority under
Section 330.1754(6)(€), may intervene as necessary. The PIHP level datais aggregated to the PIHP level where
affiliations exist. It should be noted that starting in fiscal year 2010, each PIHP rights office must includeinits
semiannual and annual complaint data reports to the MDHHS Office of Recipient Rights, allegations of all recipient
rights complaints investigated or intervened upon on behalf of recipients based upon specific population, including CWP
consumers. An annual report is produced by the State ORR and submitted to stakeholders and the Legisature.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (1 of
3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will
display information for both restraints and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.)

® The gtate does not permit or prohibitsthe use of restraints
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Specify the state agency (or agencies) responsible for detecting the unauthorized use of restraints and how this
oversight is conducted and its frequency:

MDHHS requires that any individual receiving public mental health services has the right to be free from any form
of restraint or seclusion used as a means of coercion, discipline, convenience or retaliation, as required by the 1997
federal Balanced Budget Act at 42 CFR 438.100 and Sections 740 and 742 of the Michigan Mental Health Code.
Michigan’s Mental Health Code prohibits the use of restraint or seclusion in any service site except a hospital, center
or child caring institutions. (MCL 330.1740, MCL 330.1742)

The Michigan Mental Health Code defines restraint as the use of a physical device to restrict an individua'’s
movement but does not include an anatomical support or protective device. (MCL 330.1700[i]). It defines seclusion
as the temporary placement of arecipient in aroom alone where egressis prevented by any means. (MCL 330.1700

(D

In addition, the use of restrictive interventions is addressed in the MDHHS Technical Requirement for Behavior
Treatment Plan Review Committees, Attachment P.1.4.1 to the Medicaid Specialty Supports and Services
Concurrent 81915(b)/(c) Waiver Program contract between MDHHS-BHDDA and the PIHPs; and the Agreement
Between MDHHS-BHDDA and PIHPs For Managed Mental Health Supports and Services Attachment C.6.8.3.1.

Monitoring to assure that PIHPS/PIHPs are not using restraints or seclusion is done by the MDHHS-BHDDAA Site
Review Team, which reviews agency policy for consistency with State law during biennial visits. The Site Review
Team would also watch for any unauthorized use of restraints or seclusion during its review of incident reports and
interviews with consumers, their families and/or staff. Each PIHP ORR established by the Mental Health Code
would be responsible for investigation into apparent or suspected unlawful use of restraint or seclusion in its directly
operated or contracted mental health service sites. Unlawful use of restraint or seclusion may aso cometo the
attention of the ORR during its Mental Health Code mandated visits to all service sites. Frequency of the site visits
isthat which is necessary for protections of rights but in no case less than annually. The Michigan Mental Health
Code establishes rights offices at the MDHHS, PIHPs and licensed psychiatric facilities. All areinternal, and are
subordinate only to the Department, PIHP or licensed hospital director. If thereisarights complaint against the
PIHP Director, the investigation must be conducted by another PIHP rights office or the MDHHS Office of
Recipient Rights. Further safeguards include the statutorily created and required Recipient Rights Advisory
Committees whose primary purpose isto protect the rights office from “ pressures that could interfere with the
impartial, evenhanded and thorough performance of its functions.” (MCL 330.1756, MCL 330.1757) and a two-step
rights appeal process. Thefirst level isat the PIHP. Thelocal Appeals committee is comprised of at least 3
members of the Recipient Rights Advisory Committee, 2 PIHP Board members and 2 primary consumers. None
may be employed by MDHHS or the PIHP. Included in the potential decisions by the Committee, a case may be sent
to the MDHHS Office of Recipient Rights for external investigation. The second level of appeal is to the Michigan
Department of Energy, Labor and Economic Growth Office of Administrative Hearings and Appeals where an
administrative law judge reviews the conclusion of the local Appeals Committee and either upholds or sends the
case back to the PIHP rights office for re-investigation.

LARA isresponsible for investigation of reports of unlawful restraint and/or seclusion in alicensed foster care
facility. Unlawful use of restraint or seclusion may also come to the attention of LARA during announced or
unannounced inspections and at the time of the biennial licensure process. If the PIHP rights office receives a
complaint involving a consumer residing in alicensed foster care home, the rights office will notify LARA, Adult
Protective Services or Children’s Protective Services as applicable and as required by law. LARA and APS/CPS
will notify the PIHP rights offices as well when each receives a complaint involving a consumer of PIHP services. In
most cases the investigation will be coordinated between the 3 entities. In addition, if LARA were to identify an
egregious situation, such as unlawful use of restraint or seclusion, the director of LARA (or designee) may contact
the director of the Federal Compliance Section (or designee) for immediate action. Examples of immediate action,
which are in addition to ORR investigation, may include follow-up by the contract division or asite visit by a central
office staff person. Regular meetings are al so held between BHDDA and LARA to discuss issues of concern for
mental health consumers served in licensed settings.

O Theuseof restraintsis permitted during the cour se of the delivery of waiver services. Complete Items G-2-a-i
and G-2-aii.

i. Safeguards Concer ning the Use of Restraints. Specify the safeguards that the state has established
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concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints, mechanical
restraints). State laws, regulations, and policiesthat are referenced are available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of
restraints and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints and Restrictive I nterventions (2 of
3)

b. Use of Restrictive I nterventions. (Select one):

O The state does not permit or prohibitsthe use of restrictive interventions

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions and
how this oversight is conducted and its frequency:

® Theuse of redtrictiveinterventionsis permitted during the cour se of the delivery of waiver services Complete
Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive I nterventions. Specify the safeguards that the state hasin
effect concerning the use of interventions that restrict participant movement, participant access to other
individuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or seclusion) to modify behavior. State laws, regulations, and policies referenced in the specification
are available to CM S upon request through the Medicaid agency or the operating agency.
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The Michigan Mental Health Code 330.1726 requires (in part):

- A recipient is entitled to unimpeded, private and uncensored communication with others by mail and
telephone and to visit with persons of his or her choice;

- Theright of arecipient to communicate by mail or telephone or receive visitors shall not be further
limited except as authorized in the person’sindividual plan of services.

The Michigan Mental Health Code 330.1744 requires (in part):

- Thefreedom of movement of arecipient shall not be restricted more than is necessary to provide mental
health services to him or her, to prevent injury to him or her or to others, or to prevent substantial property
damage.

MDHHS Administrative Rules 330.7199 requires (in part):

-The plan [of services and supports] shall identify, at aminimum, al of the following:

Any restrictions or limitations of the recipient’ srights. Such restrictions, limitations or intrusive behavior
treatment techniques shall be reviewed and approved by a formally constituted committee of mental health
professionals with specific knowledge, training and expertise in applied behavioral analysis. Any restriction
or limitation shall be justified, time-limited and clearly documented in the plan of service. Documentation
shall be included that describes attempts that have been made to avoid such restrictions as well as what
actions will be taken as part of the plan to ameliorate or eliminate the need for the restrictions in the future.

Use of restrictive interventions is addressed in the MDHHS Technical Requirement for Behavior Treatment
Plan Review Committees, Attachment P.1.4.1 to the Medicaid Specialty Supports and Services Concurrent
§1915(b)/(c) Waiver Program contract between MDHHS-BHDDA and the PIHPs; and the Agreement
Between MDHHS-BHDDA and PIHPs For Managed Mental Health Supports and Services Attachment
C.6.8.3.1. The PIHPs must use a specially constituted committee, often referred to as a“ behavior treatment
plan review committee” or “Committee”. Typically each PIHP has a Committee; however, a PIHP comprised
of an affiliation of PIHPs may have one region-wide Committee. The purpose of the Committeeisto review
and approve or disapprove any plans that propose to use restrictive or intrusive interventions with individuals
served by the public mental health system who exhibit seriously aggressive, self injurious or other
challenging behaviors that place the individual or others at imminent risk of physical harm.

Restrictive and intrusive interventions reviewed by the Committee include:

Aversive Techniques. Those techniques that require the deliberate infliction of unpleasant stimulation
(stimuli which would be unpleasant to the average person or stimuli that would have a specific unpleasant
effect on a particular person) to achieve the management, control or extinction of seriously aggressive, self
injurious or other behaviors that place the individual or others at risk of physical harm. Examples of such
techniques include use of mouthwash, water mist or other noxious substance to consequate behavior or to
accomplish a negative association with target behavior, and use of nausea- generating medication to establish
anegative association with atarget behavior or for directly consequating target behavior. Clinical techniques
and practices established in the peer reviewed literature that are prescribed in the behavior treatment plan and
that are voluntary and self-administered (e.g., exposure therapy for anxiety, masturbatory satiation for
paraphilias) are not considered aversive for purposes of thistechnical requirement. Otherwise, use of
aversive techniquesis prohibited.

Intrusive Techniques: Those techniques that encroach upon the bodily integrity or the personal space of the
individual for the purpose of achieving management or control, of a seriously aggressive, self- injurious or
other behavior that places the individual or others at risk of physical harm. Examples of such techniques
include the use of a medication or drug when it is used to manage, control or extinguish an individual’s
behavior or restrict the individual’ s freedom of movement and is not a standard treatment or dosage for the
individual’s condition. Use of intrusive techniques as defined here requires the review and approval by the
Committee.

Physical Management: A technique used by staff to restrict the movement of an individual by direct physical
contact in order to prevent the individual from physically harming himself, herself, or others. Physical
management shall only be used on an emergency basis when the situation places the individual or others at
imminent risk of serious physical harm. Physical management, as defined here, shall not beincluded as a
component of abehavior treatment plan. The term “ physical management” does not include briefly holding
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an individual in order to comfort him or her or to demonstrate affection, or holding his’/her hand. Physical
management involving prone immobilization of an individual for behavioral control purposesis prohibited
under any circumstances. Prone immobilization is extended physical management of arecipient in aprone
(face down) position, usually on the floor, where force is applied to the recipient’s body in a manner that
prevents him or her from moving out of the prone position.

Restrictive Techniques: Those techniques which, when implemented, will result in the limitation of the
individual's rights as specified in the Michigan Mental Health Code and the federal Balanced Budget Act.
Examples of such techniques used for the purposes of management, control or extinction of seriously
aggressive, self-injurious or other behaviors that place the individual or others at risk of physical harm,
include limiting or prohibiting communication with others when that communication would be harmful to the
individual; prohibiting unlimited access to food when that access would be harmful to the individual
(excludes dietary restrictions for weight control or medical purposes); using the Craig (or veiled) bed, or any
other limitation of the freedom of movement of an individual. Use of restrictive techniques requires the
review and approval of the Committee.

As part of its review, the Committee would determine whether causal analysis of the behavior has been
performed and whether positive behavioral supports and interventions have been adequately pursued prior to
utilizing intrusive or restrictive techniques. Planswith intrusive or restrictive techniques require a quarterly
review minimally. The Committee also ensures that the behavior treatment plan addresses the monitoring
and staff training to assure consistent implementation and documentation of the interventions. As part of the
PIHP' s QAPIP or the PIHP' s QIP, the Committee’ s effectiveness should have stakehol der input, including
individuals who had approved plans, as well as family members and advocates.

The use of physical management would be reported on an incident report that is reviewed by the PIHP ORR.
If after investigation by the PIHP ORR, it is determined that staff used physical management (1) when there
isnot an imminent risk of harm to the recipient or others, (2) if the physical management used is not in
compliance with the techniques approved by the PIHP, (3) the physical management used isnot in
compliance with the emergency interventions authorized in the recipient’ sindividual plan of service, and/or
(4) physical management is used when other lesser restrictive measures were possible but not attempted
immediately before the use of physical management, the PIHP ORR will substantiate Abuse Class || Use of
Unreasonable Force, against the staff. The Michigan Mental Health Code mandates that disciplinary action
must be taken for any substantiated abuse or neglect.

. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring and

overseeing the use of restrictive interventions and how this oversight is conducted and its frequency:

MDHHS monitors the critical incident reporting through the ERS. Any death or injury requiring emergency
treatment or hospitalization that resulted from the use of restrictive interventions would be reported within
the timeframes specified in G-1-d.

In addition to monitoring critical incident reporting, MDHHS-BHDDA oversees the activities of the PIHP
(or PIHP as applicable) Behavior Treatment Plan Review Committees through quarterly reporting from
Committees to MDHHS for CWP consumers whose plans include the use of intrusive or restrictive
techniques, biennial Site Reviews and more frequent oversight if issues or critical incidents related to the use
of restrictive interventions are noted. If critical incidents are reported related to the use of restrictive
interventions, MDHHS-BHDDA may require the PIHP and PIHP staff to receive training in the culture of
gentleness and positive behavioral supports, as well as recommend other approaches or strategies as
appropriate. The data on the use of intrusive and restrictive techniques from CMHSP Behavior Treatment
Plan Review Committees must be available for MDHHS review.

The data on the use of intrusive and restrictive techniques must be evaluated by the PIHP' s Quality
Improvement Program, and be available for MDHHS review as required in the PIHP contract, Attachment C
6.8.3.1 (section I11-H).

Appendix G: Participant Safeguards
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Appendix G-2: Safeguards Concerning Restraints and Restrictive | nterventions (3 of

3)

¢. Use of Seclusion. (Select one): (This section will be blank for waivers submitted before Appendix G-2-c was added to
WMSin March 2014, and responses for seclusion will display in Appendix G-2-a combined with information on
restraints.)

® The state does not permit or prohibitsthe use of seclusion

Specify the state agency (or agencies) responsible for detecting the unauthorized use of seclusion and how this
oversight is conducted and its frequency:

MDHHS requires that any individual receiving public mental health services has the right to be free from any form
of restraint or seclusion used as a means of coercion, discipline, convenience or retaliation, as required by the 1997
federal Balanced Budget Act at 42 CFR 438.100 and Sections 740 and 742 of the Michigan Mental Health Code.
Michigan’s Mental Health Code prohibits the use of restraint or seclusion in any service site except a hospital, center
or child caring ingtitutions. (MCL 330.1740, MCL 330.1742) The Michigan Medicaid Manual prohibits placement
of awaiver beneficiary into a child caring ingtitution. The Michigan Mental Health Code defines restraint as the use
of aphysical deviceto restrict an individual’s movement but does not include an anatomical support or protective
device. (MCL 330.1700[i]). It defines seclusion as the temporary placement of arecipient in aroom alone where
egressis prevented by any means. (MCL 330.1700[j]).

In addition, the use of restraint and seclusion is addressed in the MDHHS Standards for Behavior Treatment Plan
Review Committees, Attachment P.1.4.1 to the Medicaid Specialty Supports and Services Program contract between
MDHHS-BHDDA and the PIHPs; the Agreement Between MDHHS-BHDDA and PIHPs For Managed Mental
Health Supports and Services Attachment C.6.8.3.1.d.

Each rights office established by the Mental Health Code, including those of the PIHPs, would be responsible for
investigation into apparent or suspected unlawful use of restraint or seclusion inits directly operated or contracted
mental health service sites. Unlawful use of restraint or seclusion may also come to the attention of the Rights Office
during its Mental Health Code mandated visitsto all service sites. Frequency of the site visitsisthat whichis
necessary for protection of rights but in no case less than annually.

The Department of Licensing and Regulatory Affairs (LARA) isresponsible for investigation of reports of unlawful
restraint and/or seclusion in alicensed foster care facility. Unlawful use of restraint or seclusion may also come to
the attention of LARA during announced or unannounced inspections and at the time of the biennial licensure
process. Mechanical or chemical restraint and seclusion are prohibited in licensed adult foster care homes per
MDHHS Administrative Rule 400.14308 as follows:

R 400.14308 Resident behavior interventions prohibitions.

(2)A licensee, direct care staff, the administrator, members of the household,

volunteers who are under the direction of the licensee, employees, or any person who livesin the home shall not do
any of the following:

(d)Use any form of punishment.

(b)Use any form of physical force other than physical restraint as defined in these rules. Physical restraint is defined
as bodily holding of aresident with no more force than is necessary to limit the resident’ s movement.

(c)Restrain aresident's movement by binding or tying or through the use of medication, paraphernalia, contraptions,
material, or equipment for the purpose of immobilizing aresident.

(d)Confine aresident in an area, such as aroom, where egressis prevented, in a closet, or in a bed, box, or chair or
restrict aresident in a similar manner.

Monitoring to assure that PIHPSYCMHSPs are not using restraints or seclusion is done by the MDHHS-BHDDA Site
Review Team, which reviews agency policy for consistency with State law during biennial visits. The Site Review
Team would also watch for any unauthorized use of restraints or seclusion during its review of incident reports and
interviews with participants or staff.
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O Theuse of seclusion is permitted during the cour se of the delivery of waiver services. Complete Items G-2-c-i
and G-2-c-ii.

i. Safeguards Concer ning the Use of Seclusion. Specify the safeguards that the state has established
concerning the use of each type of seclusion. State laws, regulations, and policiesthat are referenced are
available to CM S upon request through the Medicaid agency or the operating agency (if applicable).

ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of
seclusion and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (1 of 2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or unlicensed
living arrangements where a provider has round-the-clock responsibility for the health and welfare of residents. The Appendix
does not need to be completed when waiver participants are served exclusively in their own personal residences or in the home of
a family member.

a. Applicability. Select one:

O No. This Appendix is not applicable (do not complete the remaining items)
® ves This Appendix applies (complete the remaining items)

b. Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring participant
medi cation regimens, the methods for conducting monitoring, and the frequency of monitoring.
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Most CWP consumers live with family and medication management and administration are the family’s
responsibility. In those few instances where the consumer and family use licensed settings, the PIHPs have
ongoing responsibility for “second line” management and monitoring of consumer medication regimens. “First
lineg” management and monitoring are the responsibility of the prescribing medical professional. The consumer’'s
IPOS must contain complete information about their medication regimen [i.e., what each medication isfor;
frequency and dosage; signs and symptoms suggesting/requiring attention, etc]. These details and any other
monitoring recommendations from the prescribing professional are shared with the members of the consumer’s
planning team [as authorized by the consumer and his/her parent], and all provider staff with medication
administrati on/sel f-administration assistance/ monitoring responsibilities. This helps all within the consumer’s
planning/service/support network to know when to request aformal medication review outside those scheduled
within the plan. Monitoring of consumer's needs by the case manager or other QIDP includes general monitoring
of the effectiveness of the consumer’s medication regimens. These monitoring activities are conducted through
case record review, face-to-face meetings with the consumer, and discussion with direct care and other staff as
appropriate. Typically, case managers or other QIDPs meet at least once per month face-to-face with CWP
consumers and their families.

The PIHP medications monitoring procedure, called a medication review, is by definition the evaluation and
monitoring of medications, their effects, and the need for continuing or changing the medication regimen. A
physician, psychiatric nurse, physician assistant, nurse practitioner, registered nurse, or licensed practical nurse
assisting the physician may perform medication reviews. Medication review includes the administration of
screening tools for the presence of extra pyramidal symptoms and tardive dyskinesia secondary to untoward
effects of neuroactive medications. The frequency of regular medication reviews must be specified in the
consumer’s IPOS. The average frequency of medication reviews performed for those consumers who required
them is approximately once per quarter.

In addition to the regular medication reviews by the PIHP medical professionals specified in the plan, case
managers or other QIDPs and others are trained to spot signs and symptoms of potentially harmful practices. Any
of these staff can request an unscheduled medication review and a planning meeting to address any confirmed
issues.

Michigan’s DHHS licenses and certifies child and family foster care settings in which respite services are
provided for CWP consumers. Licensing rules dictate the requirements for medication, including storage, staff
training, administration, and the reporting of medication errors. MDHHS licensing inspections occur every two
years, aswell as conducting special investigations when needed. In addition to staff training required by licensing,
all providers must be trained in the child’s plan of service, including medications that would be administered
while the child was under the care of the licensed provider. Any use of behavior modifying medicationsis an
intrusive technique as defined in the Agreement between MDHHS-BHDDA and PIHPs For Managed Mental
Health Supports and Services Attachment C.6.8.3.1 and requires specific approval of aBehavior Treatment Plan
Review Committee. These requirements are outlined in contracts with the PIHPs and specify committee
membership and review requirements are included in G-2-b. Committee reviews of the use of behavior modifying
medi cations must be completed at least quarterly, but may be completed more frequently at the discretion of the
committee. Reports from the Committee must be submitted to MDHHS for CWP consumers on a quarterly basis.

If adeath or injury requiring emergency treatment or hospitalization is the result of a medication error, the PIHP
must follow-up to address the consumer’ s health and welfare as applicable, report through the ERS and conduct a
sentinel event investigation.

ii. Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the state uses to ensure that

participant medications are managed appropriately, including: (a) the identification of potentially harmful practices
(e.g., the concurrent use of contraindicated medications); (b) the method(s) for following up on potentially harmful
practices; and, (c) the state agency (or agencies) that is responsible for follow-up and oversight.
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Appendix

The State currently requires PIHPs to report on medication errors that rise to the level of a sentinel event. This
information is reported to MDHHS-BHDDA on a quarterly basis through the current sentinel event reporting,
which will overlap through FY 11 with the new critical incident reporting system effective 10/1/10. This system
will capture individually identifiable medication errors that required medical follow-up or hospitalization.

During biennial QMP site reviews of the PIHPs, MDHHS-BHDDA staff on the site review team evaluate
residential service provider compliance with staff training and incident reporting requirements, as well asthe
PIHP’ s monitoring and follow-up of medication errors. In addition, the site reviews evaluate compliance with
Behavior Treatment Plan Committee and the sentinel event reporting requirements. If a potentially harmful
practice isidentified at any level, the PIHP works with the provider to correct the

practice. If aresidential provider does not cooperate toward correction, the PIHP may file a complaint with
MDHHS, and per rule R330.1804: (2) Upon receipt of a complaint regarding the provision of specialized program
services, the department shall conduct a review within 30 days to determine whether these rules have been
violated. The department shall issue awritten report of its findings and provide a copy to the department of human
services, the complainant, the facility, and the placing agency; (3) The department shall issue a complaint against
afacility if rule violations warrant; (4) Failure of the licensee to fully cooperate with the department in connection
with inspections and investigationsis a ground for the denial, suspension, or revocation of, or refusing to renew, a
facility's certification. Non-cooperation from non-residential providers can result in the PIHP revoking their
contracts/removing them from their waiver services provider panel.

G: Participant Safeguards

Appendix G-3: Medication Management and Administration (2 of 2)

c. Medication Administration by Waiver Providers

. Provider Administration of Medications. Select one:

O Not applicable. (do not complete the remaining items)

® waiver providersareresponsiblefor the administration of medicationsto waiver participants who
cannot self-administer and/or have responsibility to over see participant self-administration of
medications. (complete the remaining items)

. State Policy. Summarize the state policies that apply to the administration of medications by waiver providers or
waiver provider responsibilities when participants self-administer medications, including (if applicable) policies
concerning medication administration by non-medical waiver provider personnel. State laws, regulations, and
policies referenced in the specification are available to CM S upon request through the Medicaid agency or the

operating agency (if applicable).
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The Children's Waiver Program services to which this appendix applies are: respite provided in afoster home,
licensed respite homes, and licensed camps. These settings are licensed under PA 116, as amended and the rules
applicable thereto. While in any of these settings, the waiver service provider would administer medications as
prescribed by the physician.

The following rule appliesto licensed family foster homes and respite homes for children. Rule 400.9411 Medical
and dental care.

Rule 411. (1) A foster parent shall follow and carry out the health plan for afoster child as prescribed by a
physician, health authority, or the agency.

(2) A foster parent shall follow agency approved protocols for medical care of afoster child who isinjured or
ill.

(3) A foster parent shall ensure that medications are inaccessible to children unless medically necessary.

(4) A foster parent shall ensure that prescription medication is given or applied as directed by alicensed
physician.

The following rule appliesto licensed camps for children. R 400.11119 Health service policy.

Rule 119. (1) A camp shall have and follow awritten health service policy that is appropriate to the population
served and the environment of the campsite.

(2)A camp shall establish the health service policy in consultation with, and reviewed annually by, alicensed
physician.

(3) A camp's health service policy shall cover al of the following subjects......(f) The storage and administration
of prescription and nonprescription drugs and medications.

Michigan’s DHHS licenses and certifies child and family foster care settings in which respite services are
provided for CWP consumers. Licensing rules dictate the requirements for medication, including storage, staff
training, administration, and the reporting of medication errors. MDHHS licensing inspections occur every two
years, aswell as conducting special investigations when needed. In addition to staff training required by licensing,
all providers must be trained in the child’s plan of service, including medications that would be administered
while the child was under the care of the licensed provider.

iii. Medication Error Reporting. Select one of the following;:

O Pprovidersthat areresponsible for medication administration are required to both record and report
medication errorsto a state agency (or agencies).
Complete the following three items:

(a) Specify state agency (or agencies) to which errors are reported:

(b) Specify the types of medication errorsthat providers are required to record:

(c) Specify the types of medication errors that providers must report to the state:

® Providersresponsible for medication administration arerequired to record medication errorsbut make
information about medication errorsavailable only when requested by the state.

Specify the types of medication errors that providers are required to record:
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Providers responsible for medication administration are required to record medication errors as noted in G-3-
c.i above in Administrative Rule 330.7158 (7). PIHPs must report certain medication errors to
MDHHSBHDDA per the MDHHS-BHDDA/PIHP and CMHSP contracts.

"Medication errors" mean: wrong medication; wrong dosage; double dosage; or missed dosage which
resulted in death or loss of limb or function or the risk thereof. Providers who administer medications or
assist individuals with medications complete an incident report if a medication error occurs. AFC licensing
rules require that incident reports be completed when a medication error occurs. Refusals would be
documented on the medication administration sheet maintained by the provider. It does not include instances
in which participants have refused medication. Sentinel event reporting requirements require the PIHPs and
CMHSPs to report medication errors to the MDHHS-MHSA when those medication errors result in an actual
or potential loss of life, limb, or function, or pose arisk of psychological harm.

The Critical Incident Reporting System (CIRS) providesindividual level data on medication errors that
resulted in emergency medical treatment or hospitalization. The CIRS is the source for information related to
medication errors that are critical incidents. PIHPs will still be required to identify those incidents and carry
out actions to prevent or reduce the likelihood that this type of critical incident would re-occur.

iv. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring the performance
of waiver providers in the administration of medications to waiver participants and how monitoring is performed
and its frequency.

MDHHS will monitor the critical incidents related to medication errors through the ERS to monitor for trends and
outliers. MDHHS may require the PIHP to receive additional technical assistance or training as aresult of ERS
data.

On-site follow-up on reported critical incidents regarding medication errors takes place at a maximum during
QMP biennia site reviews. During these site reviews, MDHHS-BHDDA staff reviews the PIHP critical incidents
reporting process, their process for conducting root cause analysis, as well as the success of actions taken to
prevent or reduce the likelihood that this type of sentinel event would re-occur. Any noted shortcomingsin the
processes or outcomes would be reflected in a written site review report which would in turn require submission
of acorrective action plan by the PIHP (includingPIHP affiliates as applicable). Post-sentinel event data
submission, MDHHS-BHDDA staff contacts the PIHPs to confirm the accuracy of submitted data when data
submission indicates a sentinel event has taken place. Technical assistance, consultation, and referrals for
additional follow-up are provided as required.

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

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

a. Methodsfor Discovery: Health and Welfare
The state demonstrates it has designed and implemented an effective system for assuring waiver participant health and
welfare. (For waiver actions submitted before June 1, 2014, this assurance read "The Sate, on an ongoing basis,
identifies, addresses, and seeks to prevent the occurrence of abuse, neglect and exploitation.")
i. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongoing basis that it identifies, addresses and seeksto
prevent instancesof abuse, neglect, exploitation and unexplained death. (Performance measuresin this
sub-assurance include all Appendix G performance measures for waiver actions submitted before June 1,
2014.)

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

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the

method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or_conclusions drawn, and how recommendations ar e formul ated, where appropriate.

Performance Measure;
Number and per cent of enrolleesrequiring hospitalization dueto medication error.
Numerator: Number of enrolleesrequiring hospitalization due to medication error.

Denominator: All enrolleeswith reported incidents of hospitalization for injuries or
medication error.

Data Sour ce (Select one):
Critical eventsand incident reports
If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach

(check each that applies):

State Medicaid LI weekly 100% Review
Agency
[J operating Ageney | LI Monthly [ | essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[] Other [] Annually [] Stratified
Specify: Describe Group:

Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

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

[ Sub-State Entity

Quarterly

[] Other
Specify:
[] Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance M easure:

Number and percent of critical incidentsreported for CWP enrollees. Numerator:
Number of critical incidentsreported for CWP enrollees. Denominator: All CWP

enrollees.

Data Sour ce (Select one):

Critical eventsand incident reports

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

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

Sample
Confidence
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Interval =
[] Other [] Annually [] Stratified
Specify: Describe Group:

Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
[ Annually
[] Continuously and Ongoing
[] Other
Specify:
Performance Measure:

Number and per cent of substantiated abuse and neglect eventsreported for waiver
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participantsthat areremediated. Numerator: Number of substantiated abuse and
neglect eventsreported for waiver participantsthat areremediated. Denominator:
All substantiated abuse and neglect eventsreported for waiver participants.

Data Sour ce (Select one):
Record reviews, on-site

If 'Other' is selected, specify:

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

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

Sampling Approach
(check each that applies):

State Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
U other LI Annually [ stratified
Specify: Describe Group:

Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

that applies):

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

State Medicaid Agency

L1 weekly
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
[ Annually

[ Continuously and Ongoing

Other
Specify:

semi-annually

Performance Measure;

Number and per cent of participants who havereceived information and education in
the prior year about how to report abuse, neglect, exploitation and other critical
incidents. Numerator: Number of participantswho received information and
education in the prior year. Denominator: Number of participants sampled.

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

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/gener ation (check each that applies):
(check each that applies):
State Medicaid L1 weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
L other LI Annually [ stratified
Specify: Describe Group:
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[] Continuously and Other
Ongoing Specify:

proportionate
random sample

Other
Specify:

biennial, statewide

data
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity Quarterly
] Other
Specify:
[ Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure;

Number and percent of critical incidentsreported within timeframe asrequired by
MDHHS/PIHP contract. Numerator: Number of critical incidentsreported for CWP
participantswithin timeframe as required by MDHHS/PIHP contract. Denominator:
all critical incidentsreported for CWP participants.

Data Sour ce (Select one):
Other

If 'Other" is selected, specify:
Critical Incident Reports
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Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other LI Annually [ stratified
Specify: Describe Group:

Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

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

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

State Medicaid Agency

LI weekly

[] Operating Agency

[] Monthly

[] Sub-State Entity

Quarterly

] Other
Specify:

[ Annually

Page 167 of 214

09/30/2019



Application for 1915(c) HCBS Waiver: MI.4119.R06.00 - Oct 01, 2019

that applies):

Responsible Party for data
aggregation and analysis (check each

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

[] Continuously and Ongoing

[ Other
Specify:

Page 168 of 214

b. Sub-assurance: The state demonstrates that an incident management system isin place that effectively

resolves those incidents and prevents further similar incidents to the extent possible.

Performance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where possible, include numerator/denominator.

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

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

identified or_conclusions drawn, and how recommendations ar e formul ated, where appropriate.

Per formance M easur €

Number and percent of critical incidentsreported for CWP enrollees. Numerator:
Number of critical incidentsreported for CWP enrollees. Denominator: All CWP

enrollees.

Data Sour ce (Select one):

Critical eventsand incident reports

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid LI weekly 100% Review
Agency
[J operating Ageney | L Monthly [ | essthan 100%
Review
Sub-State Entity [] Quarterly [] Representative

Sample
Confidence
Interval =
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[] Other [] Annually [] Stratified
Specify: Describe Group:

Continuously and [ Other

Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
[ Annually

Continuously and Ongoing

[] Other
Specify:
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¢. Sub-assurance: The state policies and procedures for the use or prohibition of restrictive interventions

(including restraints and seclusion) are followed.
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Performance M easur es

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

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

Performance Measure;

#and% of enrolleesrequiring hospitalization d/t injury related to the use of physical
management (PM) wher e remediation was complete to avoid futureincidents of this
type.N:#of enrolleesrequiring hospitalization d/t injury related to the use of PM
wher e remediation was completeto avoid futur e incidents of thistype.D:#of enrollees
requiring hospitalization d/t injury related to the use of PM.

Data Sour ce (Select one):
Critical eventsand incident reports
If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

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

Sampling Approach
(check each that applies):

(check each that applies):

State Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
U other LI Annually [ stratified
Specify: Describe Group:

Continuously and [] Other
Ongoing Specify:
[] Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[ Sub-State Entit Quarterl
y y
] Other
Specify:
[] Annually
ontinuously and Ongoing
[ continuously and Ongoi
[ Other
Specify:
Performance Measure;

Number of recordsbeing reviewed wherethe BTPRC policy was followed.
Numerator: Number of records being reviewed wherethe BTPRC policy was
followed. Denominator: number of recordsreviewed with Behavioral Treatment

Plans.

Data Sour ce (Select one):

Record reviews, on-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid L1 weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
Sub-State Entity [ Quarterly [ Representative
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Sample
Confidence
Interval =
[] Other [] Annually [] Stratified
Specify: Describe Group:

Continuously and [ Other

Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
[ Annually

Continuously and Ongoing

[] Other
Specify:
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d. Sub-assurance: The state establishes overall health care standards and monitors those standards based
on the responsibility of the service provider as stated in the approved waiver.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where possible, include numerator/denominator.

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

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

identified or_conclusions drawn, and how recommendations are formulated, where appropriate.

Per formance M easur e

Number of records being reviewed wherethe waiver participantsreceived health care

appraisal. It will also be a samplereview. Numerator: number of recordsbeing

reviewed wherethe waiver participantsreceived health care appraisal .
Denominator: number of recordsreviewed.

Data Sour ce (Select one):

Record reviews, on-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach

(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other LI Annually [ stratified
Specify: Describe Group:

Continuously and
Ongoing

[ Other
Specify:
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[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

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

Continuously and Ongoing

[] Other
Specify:
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ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.
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MDHHS will analyze a 100% sample of all reported critical incidents involving CWP consumers from the ERS,
aswell as analyze subcategories of critical incidents reported through the ERS who required hospitalization dueto
aninjury related to use of restrictive intervention or due to medication error. The datawill be used to establish a
baseline "occurrence rate" and targets will be established to measure whether the rates decrease, increase or
remain unchanged as policies and approaches are implemented. MDHHS is particularly interested in evaluating
and analyzing the rate of critical incidents as a means of measuring the effective of preventive strategies.

The PIHPs submit, on a quarterly basis, aggregate data by event category for number of sentinel events and plans
of action or interventions which occurred during the three month period. The MDHHS-BHDDA analyzes the data
and prepares a report on the number of sentinel events (by category) per thousand persons served who meet the
population definition. Aswith all performance indicators, MDHHS

reviews performance, with potential follow-up by contract managers to determine what quality improvement
action istaking place; and/or to develop performance objectives aimed at reducing the risk of sentinel events
occurring; and/or to impose other sanctions.

MDHHS a so has regular meetings with MDHHS Licensing staff to identify issues of concern related to people
receiving servicesin licensed settings. Agendas and meeting notes are maintained.

In the IPG Final Report, CM S requested information regarding effectiveness of the prevention policies and
procedures for thiswaiver. As indicated el sewhere in this application, each consumer has an |POS devel oped
based on the child’ s assessed needs and strengths. The IPOS a so identifies a methodology to be used by staff for
addressing identified needs. Safety and crisis plans are also developed for each consumer. Required staff training
includes training in the IPOS, as well asin Recipient Rights. The IPOS is overseen by the child’ s case manager or
other QIDP and the child’s Team.

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

If an incident is reported to the PIHP ORR or PIHP, the system described in this Appendix would require the
following steps be taken. Any critical incident for a participant has a short-term response to assure the immediate
health and welfare of the participant for whom the incident was reported and alonger- term response to address a
plan of action or intervention to prevent further occurrence if applicable. If the incident involves potential
criminal activity, the incident would also be reported to law enforcement. If the incident involves an action that
may be under the authority of Child Protective Services or Adult Protective Services, the appropriate agency
would be notified. Second, the PIHP would begin the process of determining whether the incident meets the
criteriaand definition for sentinel events and if they are related to practice of care. If the incident was also
reported to the PIHP ORR, that office begins the process of determining whether there may have been aviolation
of the participant’ s rights. If the PIHP determines the incident is a sentinel event, a thorough and credible root
cause analysisis completed, improvements are implemented to reduce risk, and the effectiveness of those
improvements must be monitored. Following completion of aroot cause analysis or investigation, a PIHP must
develop and implement either @) aplan of action or intervention (per CM S approval and MDHHS contractual
requirement) to prevent further occurrence of the sentinel event; or b) presentation of arationale for not pursuing
an intervention. A plan of action or intervention must identify who will implement and when and how
implementation will be monitored or evaluated. The PIHP ORR also follows its process to investigate and
recommend remedial action to the PIHP Director for follow-up.

If an egregious event is reported through the Event Notification or through other sources, MDHHS may follow-up
through a number of different approaches, including sending a site reviewer or other clinical professional as
appropriate to follow-up immediately, telephone contact, requiring follow-up action by the PIHP, requiring
additional training for PIHP providers, or other strategies as appropriate. During a QMP on-site visit, if the site
review team member identifies an issue that places a participant in imminent risk to health or welfare, the site
review team would invoke an immediate review and response by the PIHP, which must be completed in five to
seven business days.

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

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

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

Specify:

[] Annually

[ Continuously and Ongoing

[ Other
Specify:

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

O ves
Please provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix H: Quality Improvement Strategy (1 of 3)

Under §1915(c) of the Socia Security Act and 42 CFR 8441.302, the approval of an HCBS waiver requiresthat CM S determine
that the state has made satisfactory assurances concerning the protection of participant health and welfare, financial accountability
and other elements of waiver operations. Renewal of an existing waiver is contingent upon review by CMS and afinding by CMS
that the assurances have been met. By completing the HCBS waiver application, the state specifies how it has designed the
waiver’scritical processes, structures and operational featuresin order to meet these assurances.

= Quality Improvement isacritical operational feature that an organization employsto continually determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
requirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’' s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
requirements. However, for the purpose of this application, the state is expected to have, at the minimum, systemsin placeto
measure and improve its own performance in meeting six specific waiver assurances and requirements.

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care
services. CM S recognizes the value of this approach and will ask the state to identify other waiver programs and long-term care
services that are addressed in the Quality Improvement Strategy.
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Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the
waiver in the appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be available
to CM S upon request through the Medicaid agency or the operating agency (if appropriate).

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and I) , astate
spells out:

= The evidence based discovery activities that will be conducted for each of the six major waiver assurances; and
= Theremediation activities followed to correct individua problems identified in the implementation of each of the
assurances.

In Appendix H of the application, a state describes (1) the system improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent roles/responsibilities
of those conducting assessing and prioritizing improving system corrections and improvements; and (3) the processes the state
will follow to continuously assess the effectiveness of the OlSand revise it as necessary and appropriate.

If the state's Quality Improvement Strategy is not fully developed at the time the waiver application is submitted, the state may
provide awork plan to fully develop its Quality Improvement Strategy, including the specific tasks the state plans to undertake
during the period the waiver isin effect, the major milestones associated with these tasks, and the entity (or entities) responsible
for the completion of these tasks.

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid state plan, specify the control numbers for the other waiver programs and/or identify the other long-term services that
are addressed in the Quality Improvement Strategy. In instances when the QIS spans more than one waiver, the state must be able
to stratify information that is related to each approved waiver program. Unless the state has requested and received approval from
CMS for the consolidation of multiple waivers for the purpose of reporting, then the state must stratify information that is related
to each approved waiver program, i.e., employ arepresentative sample for each waiver.

Appendix H: Quality Improvement Strategy (2 of 3)
H-1. Systems Improvement

a. System Improvements

i. Describe the process(es) for trending, prioritizing, and implementing system improvements (i.e., design changes)
prompted as aresult of an analysis of discovery and remediation information.
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The Quality Management Program (QMP) incorporates all of the programs operated in the public mental health
system, Childrens Waiver Program (CWP) Control #4119.90.R3.01, Habilitation Support Waiver (HSW) Control
#0167.90.R04, and the Waiver for Children with Serious Emotional Disturbance (SEDW) Control #0438.R01.02.
The PIHPs adhere to the same standards of care for each beneficiary served and the same datais collected for all
beneficiaries regardliess of fund source. Michigans Quality Improvement Strategy includes activities by the
Prepaid Inpatient Health Plans through contract requirements for Quality Assessment and Performance
Improvement Programs (QAPIP). The Quality Improvement requirements and strategies are very similar in both
the PIHP and CMHSP contractsin order to tie all quality improvement activities into the states overall Quality
Management Plan. The contract between MDHHS and the PIHPs requires the PIHP to have afully operational
QAPIP (also referred to in the PIHP contract as the Quality Improvement Plan or QIP) in place that meets the
conditions specified in the Quality Assessment and Performance Improvement Program Technical Requirement,
attachment C6.8.1.1. The QIP objectively and systematically monitors and eval uates the quality and
appropriateness of care and service to members, through quality assessment and performance improvement
projects, and related activities, and pursues opportunities for improvement on an ongoing basis. The contract
between MDHHS and PIHPs also includes reporting requirements by the PIHPs related to quality improvement
and encounter reporting data. Data can be analyzed at the individual CWP consumer level, the CWP program
level, or aggregated with other state-level datafor usein trending, prioritizing, and implementing systems
improvements.

The QMP site review team issues a report of findings to the PIHP with requirement that a plan of correction be
submitted to MDHHS in 30 days. If the PIHP is comprised of affiliate CMHSPs, the QMP issues separate reports
to the CMHSPs regarding CWP findings. On-site follow-up will be conducted the following year or sooner if
non-compliance with standardsis an issue. Results of the MDHHS on-site reviews are shared with MDHHS-
BHDDA, the Quality Improvement Council (QIC), and CWP staff. Information is used by MDHHS to assure
individual-level remediation is completed by the PIHP, as well as to take contract action as needed. Information
related to individual-level remediation is also aggregated and analyzed to identify trends at specific PIHPs or
throughout the state that may be used for system improvements. The QIC also uses information to make
recommendations for system improvements to the MDHHS management team. This would include the review of
issues related to the PIHP QIP, aswell asthe PIHP QAPIP.

Michigans quality management strategy has been devel oped with the input of consumers, the Mental Health QIC
(comprised of consumers and advocates), and representatives from the Provider Alliance and the Michigan
Association of Community Mental Health Service Boards. Michigans quality management strategy also reflects
feedback from other stakeholders or processes, the Encounter Data Integrity Team (EDIT), the EQR, and the
terms and conditions from CMS previous waiver approvals. Input from stakeholdersis used in prioritizing and
improving the quality improvement strategy.

MDHHS uses its Fair Hearings database to track the trends of the types of requests for fair hearing and their
resolution, to identify PIHPs that have particularly high volumes of appeals and to identify themes, such as
appeal s related to a specific service. Trends that are noted may be addressed through training, policy clarification,
or other methods. MDHHS also has periodic meetings with the Administrative Tribunal to address trends and
identify solutions.

Other examples of design changes resulting from the QI process include workshops for the Annual Statewide
Waiver conference, identifying topics for technical assistance workshops at state and local levels, and providing

training to CWP consumers and their families.

ii. System Improvement Activities

Responsible Party(check each that applies): Frequency of M oni[tr]c;irti ggp?irg)énalysi S(check each
State Medicaid Agency [ Weekly
[ Operating Agency [ Monthly
Sub-State Entity [] Quarterly
Quality Improvement Committee Annually
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Responsible Party(check each that applies): Frequency of Monitoring and Analysis(check each

that applies):

X
LI other Othgr
Specify: Specify:

The Q Committee neets hi-

nonthly. For the PIHPs and NMDHHS,
Q activities are on-going.

b. System Design Changes

i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a

description of the various roles and responsibilities involved in the processes for monitoring & assessing system
design changes. If applicable, include the state's targeted standards for systems improvement.
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MDHHS-BHDDA uses performance indicators to measure the performance of the PIHP on a number of domains:
access, adequacy, appropriateness, effectiveness, outcomes, prevention, and structure/plan management. Data
collected for performance indicators can be identified at the individual CWP participant level if necessary.

Indicators are used to alert MDHHS-BHDDA of systemic issues and PIHP-specific issues that need to be
addressed immediately; to identify trends to watch; to monitor contractual compliance; and to provide information
that the public wants and needs. Most of the information used in these indicators is generated from the encounter
datalocated in MDHHS' s data warehouse. Any data that is submitted in the aggregate by PIHP, and the
methodologies for submission are validated by MDHHS and the EQR. Analysis of the data results in statewide
averages and in comparisons among PIHP. Statistical outliers are reviewed to identify best practices aswell asto
identify opportunities for improvement. Those entities found to have negative statistical outliers in more than two
consecutive periods are the focus of investigation, and may lead to PIHP contract action. Technical information
from the performance indicators is shared with PIHP; user-friendly information is shared with the public using
various media, including the MDHHS web site. Results of the performance indicators are shared with MDHHS-
BHDDA management team, the QIC and CWP staff. Information is used by MDHHS to take contract action as
needed or by the QIC to make recommendations for system improvements.

Participant level demographic data are reported monthly for each individual. A significant amount of work was
done between MDHHS-BHDDA Federal Compliance Section and the PIHPs to identify the process and
challenges with demographic data used by the CWP for payment calculations. Aggregate data from the encounter
data system are shared with the MDHHS-BHDDA management team, The Encounter Data Integrity Team
(EDIT), and the QIC. Information is used by MDHHS to take contract action as needed or by the QIC to make
recommendations for system improvements.

PIHPs are required by contract to submit Medicaid Utilization and Net Cost (MUNC) reports annually. The cost
reports provide numbers of cases, units, and costs for each covered service provided by PIHP and can be analyzed
at the CWP participant level. The report also includes the total Medicaid managed care administrative
expenditures and the total Medicaid expenditures for the PIHP. This data enables MDHHS to crosscheck the
completeness and accuracy of the encounter data. Cost data are shared with MDHHS-BHDDA management team,
the EDIT, and the QIC. Information is used by MDHHS to take contract action as needed or by the QIC to make
recommendations for system improvements.

Critical Incidents are reported, reviewed, investigated and acted upon at the local level by each PIHP for all CWP
participants, as well as the following groups: beneficiaries receiving Targeted Case Management, participants
enrolled in the CWP and the SEDW, and those living in 24-hour specialized residential settings, or in their own
homes receiving ongoing and continued personal care services.

Michigan law and rules require the mandatory reporting of all recipient rights complaints within 48 hours to the
CMHSPs. Thisinformation is reported in the aggregate to the MDHHS semi-annually. Aggregate data are shared
with MDHHS-BHDDA management team, the QIC and staff from the Federal Compliance Section. Information
isused by MDHHS to take contract action as needed, becomes the focus of on-site reviews conducted by
MDHHS, and by the QIC to make recommendations for system improvements.

Semi-annually, local CMHSP Offices of Recipient Rights (ORR) report summaries of all allegations received and
investigated, identify intervention taken, and the number of allegations substantiated. The summaries are reported
by category of rights violations. An annual report is produced by the State ORR and submitted to stakeholders and
the Legidature. Data collection improvements distinguish Medicaid consumers from other individuals served.
Information is aggregated to the PIHP level where affiliations of CMHSPs exist. Aggregate data are shared with
MDHHS-MHSA BHDDA management team, the QIC, and staff from Federal Compliance Section . Information
isused by MDHHS to take contract action as needed or by the QI C to make recommendations for system
improvements.

The EQR process checks for PIHP policy and processes and evidence that those policies and processes are being
implemented. Although the datais not necessarily specific to the CWP, because CWP participants represent a
significant percentage of the Medicaid beneficiaries who have intellectual/devel opmental disabilities, the findings
of PIHP performance are considered a valid data source for assuring the PIHP policies and procedures in the 13
areas are met. This data source is also used to identify areas for system design change and improvements.
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The MDHHS-BHDDA staff collaborates with the Quality Improvement Council to identify the performance
improvement projects for each waiver period. Justification for the projects was derived from analysis of quality
management data, external quality review findings, and stakeholder concerns. Michigan requires all
PIHP/CMHSPs to conduct a minimum of two performance improvement projects. All PIHP/CMHSPs conduct
one mandatory two-year performance improvement project assigned by MDHHS; in the case of PIHP/CMHSPs
with affiliates, the project is affiliation-wide. All PIHP/CMHSPs that have continued difficulty in meeting a
standard, or implementing a plan of correction, are assigned a project relevant to the problem. All other
PIHP/CMHSPs choose their second performance improvement project.

PIHP/CMHSPs report semi-annually on their performance improvement projects. The EQR validates the
PIHP/CMHSPs methodol ogies for conducting the State mandated project. Results of the MDHHS performance
improvement project reports are shared with MDHHS-BHDDA management team, the QIC and CWP staff.

PIHP/CMHSPs found out of compliance with customer service standards (as defined a.i. above) must submit
plans of correction. MDHHS-BHDDA staff and the EQR follow-up to assure that the plans of correction are
implemented. Results of the QMP on-site reviews and the EQRs are shared with MDHHS-BHDDA management
team and the QIC. Information is used by MDHHS to take contract action as needed or by the QIC to make
recommendations for system improvements.

Consolidated Reporting:

The MDHHS system improvement strategy encompasses 1915(i) SPA with the following three 1915(c)’ s waivers:
Children’s Waiver program, Habilitation Supports Waiver, and Waiver for Children with Serious Emotional
Disturbances.

MDHHS designed the consolidated quality improvement strategy to assess and improve the quality of services
and supports provided through the available the 1915(c) services waiver options and the 1915(i) state plan. thisis
evident in the following components;

A) participant services-all 1915(c) waivers and the 1915(i) offer similar services to participantsto remainin
the community with the focus on the provision of services and supports to maintain or increase alevel of
functioning in order to achieve an individual’ s goals of community inclusion and participation, independence,
recovery, or productivity.

B) participant safeguards-all 1915(c) waivers and the 1915 (i) follow the same participant safeguards
outlined throughout the individual waiver and ispa applications.
C) quality management: the information below outlines the approach which is the same or similar across

1915(c) waivers and the 1915 (i).

The quality management approach is the same or similar across waivers and the 1915 (i):

a) methodology for discovering information: the state draws from several tools to gather data and measure
individual and system performance. tools utilized include the record review protocol, the CHAMPS, web-based
database called the Waiver Support Application, and a critical incident reporting system across al waivers and
1915 (i) participants.

b) manner in which individual issues are remedied: MDHHS is the single state agency responsible for
establishing the components of the quality improvement strategy which includes the remediation of all waiver and
1915 (i) issues at an individual level and al actions and timelines are recorded and tracked through annual
monitoring activities.

c) process for identifying and analyzing trends/patterns. data gathered from the record reviews will be used
initially to foster improvements and provide technical assistance at the agency whose records are being reviewed.
annually, this datawill be compiled to look for systemic trends and areas in need of improvement and published
in the state’s annual report. Using encounter data, measure penetration rates of beneficiaries who access services
at the PIHP level to determine a baseline, median, and negative statistical outliers. the state will track and trend
critical incidents that involve beneficiaries at the PIHP level: baseline, then identify negative statistical outliers.
and track and trend requests for Medicaid fair hearing by beneficiaries, and track and trend by PIHP the fair
hearing decisions that are found in favor of the beneficiary.

d) majority of the performance indicators are the same: the majority of the performance measures
associated with CM S assurances are the same.

The provider network is the same across the 1915(c) waiver programs and the 1915(i). All provider types(i.e.
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licensed/non-licensed, certified/non-certified) within the 1915(c) waiver programs and the 1915(i) are required to
meet the same training and background check requirements according to policy in order to furnish HCBS.

Provider oversight is the same across the 1915(c) waiver programs and the 1915(i) and all services areincluded in
the consolidated reporting.

Sampling Methodology for Consolidated Reporting:

Pulling a statistically significant sample from the total population of all 1915(c) waivers (HSW, CWP and SEDW)
and 1915(i)SPA operated by the MDHHS/BHDDA. Thisis based on a 5% margin of error, a 95% confidence
level, and aresponse distribution of 50%. The state then stratifies the sample for each specific waiver by drawing
at least a minimum number of records for each waiver. The stratification standards the state uses for minimum
sampling is 10% margin of error, 95% confidence level, and a response distribution of 50%.

ii. Describe the process to periodically evaluate, as appropriate, the Quality Improvement Strategy.

The Quality Improvement Council (QIC) meets every other month and is the primary group responsible for
reviewing the State's quality improvement strategy and making recommendations for changes to the strategy. One
example of an outcome of this periodic evaluation of Michigan's QI strategy is the QI Councils recommendations
to integrate the CWP on-site review process with that of the QM P site review process, which was implemented
effective 10/1/2010. The QISisreviewed on an on-going basis by MDHHS-BHDDA staff and the QIC. The QIC
also hasaformal opportunity to identify issues at a meeting in anticipation of the annual contract renewal. To the
extent that the MDHHS-BHDDA/PIHP contract must be modified to achieve changesin QI strategy, those
revisions would be included in the next fiscal year's contract. If the QIC were to identify an issue that would
reguire changes to the contract prior to the expiration of the current contract, the BHDDA could amend the
contract. Procedural changes that do not require contract changes can be implemented immediately.

Additionally, if issues are identified through trending and analysis, the QIC may make recommendations to
BHDDA upper management team to revise the QIS. Thefinal decision on changesto the QIS is made by the
BHDDA upper management team.

The MDHHS-BHDDA leadership meets regularly with the PIHP and CMHSP directors and quality improvement
strategies may be discussed during the course of those meetings. Feedback from the group is used to help
evaluate the QI process and identify opportunities for improvements to MDHHS-MHSA management team and
the QIC.

Asdescribed in a.i. above, trend patterns of effectiveness are evident and have been used to devel op strategies for
improvement. Datafrom site reviews and consultations have been used for systems improvement activities.
Examples include: devel oping workshops for the Annual Statewide Waiver conference and developing and
identifying topics for technical assistance workshops at both state and local levels to address effective systems of
care for this population.

Appendix H: Quality Improvement Strategy (3 of 3)
H-2: Use of a Patient Experience of Care/Quality of Life Survey

a. Specify whether the state has deployed a patient experience of care or quality of life survey for its HCBS population
in the last 12 months (Select one):

® No
O Y es (Complete item H.2b)

b. Specify the type of survey tool the state uses:

O HCBSCAHPSSurvey :

O NCI Survey :

O N1 AD Survey :

O other (Please provide a description of the survey tool used):
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Appendix | : Financial Accountability
I-1: Financial Integrity and Accountability

Financial I ntegrity. Describe the methods that are employed to ensure the integrity of payments that have been made for
waiver services, including: (a) requirements concerning the independent audit of provider agencies; (b) the financial audit
program that the state conducts to ensure the integrity of provider billings for Medicaid payment of waiver services,
including the methods, scope and frequency of audits; and, (c) the agency (or agencies) responsible for conducting the
financial audit program. Sate laws, regulations, and policies referenced in the description are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).
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The Children's Waiver operates concurrently with the Sate’s §1115 Behavioral Health Wavier Demonstration. The CWP
capitation payments are made to the PIHPs for the delivery of waiver services and PIHPsin turn, pays within [and when
requested, outside] their networks of contracted providers. There are no fee-for-service payments for waiver services.

a) The MDHHSPIHP contract includes requirements for PIHPS to complete independent audits.

b) Pursuant to the MDHHSPIHP and MDHHS CMHSP contracts, PIHPs and CMHSPs must submit to MDHHS a
Financial Statement Audit and a Compliance Examination Report conducted in accordance with the American Ingtitute of
Certified Public Accountants Statement on Standards for Attestation Engagements 10 and the CMH Compliance
Examination Guidelines attached to the MDHHS/PIHP and MDHHS/ CMHSP contracts.

The annual independent financial audit must clearly indicate the operating results for the reporting period and financial
position of the PIHP at the end of the fiscal year. The Financial Satement Audit must be conducted in accordance with
Generally Accepted Auditing Standards.

The annual CMHSP Compliance Examination requires that an independent auditor examine compliance issues related to
contracts between PIHPs and the MDHHS to manage the concurrent 81115 and the 1915(c) waiver programs aswell as
general fund and Mental Health Block Grant funds. PIHPs must assure that compliance issues are monitored by either
requiring their independent auditor to examine compliance issues related to the Medicaid funds awarded to the affiliated
CMHSPs, or require the affiliated CMHSPs to contract with an independent auditor to examine compliance issues related
to contracts between PIHPs and CMHSPs to manage the Medicaid Program. The CMH Compliance Examination does not
replace or remove any other audit requirements that may exist, such as a financial statement audit and/or a single audit.

The PIHP must submit to MDHHS the Financial Statement Audit Report, the Compliance Examination Report, a Corrective
Action Plan for any audit or examination findings that impact MDHHS-funded programs, and management letter (if issued)
with a response within nine months after the end of the PIHP's fiscal year end.

PIHPS/CMHSPs are obligated to comply with the Balanced Budget Act (BBA) of 1997. Among the State's BBA- compliant
Quality Standards is the requirement for CMHSPs to devel op a methodology for verifying that Medicaid services claimed
by providers are actually delivered. This verification must include: whether services claimed were listed in the Michigan
Medicaid Provider Manual; whether services wereidentified in the person-centered plan; and verification of
documentation that services claimed were actually provided. Sampling methodol ogies are used to conduct the Medicaid
services verification reviews, which cover all Medicaid-reimbursed services. A report, known as the “ Medicaid Services
Verification Report"”, is submitted to and reviewed by MDHHS s Division of QMP annually. Although the report does not
specifically look at HSW services, because HSW enrollees represent a sizable proportion of people served who have
intellectual/devel opmental disabilities, the report is used to note overall trends.

In addition to the Financial Satement Audit and the Compliance Examination, PIHPs and CMHSPs that expend $750,000
or morein federal awards during their fiscal year must submit to MDHHS a Sngle Audit prepared consistent with the
Sngle Audit Act of 1996 and OMB Circular A-133.

MDHHS uses the HIPAA 820/834 capitation payment and enrollment report systems to generate capitation payments to
PIHPs. The 834 process generates an enrollment file based upon the PIHP provider 1D number and the beneficiary’s
assignment to the CWP Managed Care benefit plan. This process uses edits to assure only the PIHPs that have a contract
with the Sate are provided the capitation payment for the CWP. Each PIHP has a unique state-specific provider ID number
in the system. The systemwill only generate payments for the provider 1D number that is specific to a contracted PIHP.
This process includes verifying the participant’s Medicaid eligibility and CWP benefit plan. Once all eligible beneficiaries
are identified, the 820 process generates a capitation payment for each PIHP using the Medicaid Management | nformation
System (MMIS). MDHHS utilizes a six month retrospective review period to account for recoupments and repayments based
upon updated data obtained through the 834 process.

The repayment and recoupment processes are for the capture and correction of funds for beneficiaries who enrolled or
disenrolled in the PIHPs after the capitation payments were issued. The repayment process is the provision of a capitation
payment for beneficiaries enrolled in the CWP during a given month when the PIHP did not receive a capitation payment
due to data lags in the 834 process. The recoupment process is the recovery of capitation payments for beneficiaries who
disenrolled from the CWP but the PIHPs received capitation payments due to data lags in the 834 process.

MDHHS has devel oped a report in the CWP database to monitor participants who are not receiving any CWP services.
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Findings and trends will be shared at the annual rate setting meeting with the State’ s actuary to devel op the capitation rates

for thiswaiver progran s participants.

c¢) ThePIHPsareresponsible for having independent audits completed as noted above. At the state level, the MDHHS
Office of Audit and the MDHHS-BHDDA Bureau of Community Mental Health Services review the reports, issue
management decisions, and follow-up as needed.

Appendix | : Financial Accountability
Quality Improvement: Financial Accountability

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

a. Methods for Discovery: Financial Accountability Assurance:
The State must demonstrate that it has designed and implemented an adequate system for ensuring financial
accountability of the waiver program. (For waiver actions submitted before June 1, 2014, this assurance read " Sate
financial oversight exists to assure that claims are coded and paid for in accordance with the reimbursement methodol ogy
specified in the approved waiver.")
i. Sub-Assurances:

a. Sub-assurance: The State provides evidence that claims are coded and paid for in accordance with the
reimbursement methodol ogy specified in the approved waiver and only for services rendered.
(Performance measures in this sub-assurance include all Appendix | performance measures for waiver
actions submitted before June 1, 2014.)

Performance Measures

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

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

Performance Measure:

Number and percent of encounters submitted to MDHHS with all required data
elements. Numerator: Number of encounters submitted to MDHHS with all required
data elements. Denominator: Number of all encounters submitted to MDHHS.

Data Source (Select one):
Other
If 'Other' is selected, specify:
Data Warehouse
Responsible Party for Freguency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies):
State Medicaid L1 \weexly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [ Quarterly Representative
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Sample
Confidence
Interval =

95

[] Other [] Annually [] Stratified
Soecify: Describe Group:

Continuously and [ Other
Ongoing Soecify:

] Other
Soecify:

Data Aggregation and Analysis:

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

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

[] Continuously and Ongoing

[ Other
Soecify:

Performance Measure:
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Number and percent of capitation payments made to the PIHPs only for waiver
participants with active Medicaid eligibility. Numerator: Number of capitation payments

made to the PIHPs for waiver participantswith active Medicaid. Denominator: Total

number of all waiver capitation payments.

Data Source (Select one):
Other

If 'Other' is selected, specify:
CHAMPS

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

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

Sampling Approach(check
each that applies):

State Medicaid LI weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [ Quarterly Representative
Sample
Confidence
Interval =
95
L other LI Annually L stratified
Soecify: Describe Group:

Continuously and
Ongoing

[] Other
Foecify:

[ Other
Soecify:

Data Aggregation and Analysis:

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

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

State Medicaid Agency

L1 \Weexly

Page 187 of 214
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): | analysis(check each that applies):

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

[] Continuously and Ongoing

[ Other
Soecify:

b. Sub-assurance: The state provides evidence that rates remain consistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

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

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

Performance Measure:

Number and percent of capitation paymentsto PIHPs are made in accordance with
CMS approved actuarially sound rate methodology. Numerator: Number of capitation
payments made to PIHPs at the approve rate through the CMS certified MMI S.

Denominator: All capitation payments made to PIHPs through the CM S certified
MMIS.

Data Source (Select one):
Other

If 'Other' is selected, specify:
CHAMPS

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

State Medicaid [T weekly [ 100% Review
Agency
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[] Operating Agency [] Monthly Lessthan 100%
Review

[ Sub-State Entity [ Quarterly Representative

Sample
Confidence
Interval =

95

L other L1 Annually [ stratified
Soecify: Describe Group:

Continuously and [ Other
Ongoing Specify:

] Other
Soecify:

Data Aggregation and Analysis:

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

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

[] Continuously and Ongoing

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

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

The Federal Compliance Site Review includes an examination of the participant's IPOS and the supporting
documentation that the services were delivered that were appropriate to the participant'sidentified needs in the
amount, scope, duration and frequency specified in the IPOS

b. Methods for Remediation/Fixing Individual Problems

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

Because thisis a capitation payment system based upon encounters, payments are processed on a monthly basis
with arolling quarter look-back. If individual payment issues are noted by the PIHP, it contacts MDHHSto
investigate and correct the payment if applicable. This process generally is completed within one payment month.

MDHHS Office of Audit reviews the Financial Statement Audit and Compliance Examination Reports. When
irregularities are found, the PIHP must submit a Corrective Action Plan. The MDHHS Office of Audit or
MDHHS-BHDDA Bureau of Community Mental Health issues a management decision regarding whether the
corrective action plan is sufficient to address the issues. If the plan is not sufficient to correct theissue, it would
be addressed in the management decision letter as to why the corrective action plan is not sufficient and what
further corrective action isrequired. Follow-up by MDHHS requires the PIHP to report on the

current status toward correction and implementation of the plan. In addition to this process, the MDHHS
BHDDA Division of Program Development, Consultation, and Contracts may provide technical assistance to
PIHPsto help in correcting financial irregularities and assuring fiscal integrity in accordance with OMB
Circular A-87.

The PIHP/CMHSP and other qualified/approved community-based mental health and developmental disability
services providers monitor claims through the services verification review process described above. A final report
is prepared which details findings and discrepancies with financial implications, and corrective action taken or to
be taken. In those instances where a recommendation is made regarding internal procedures, PIHP/CMHSP staff
follows up with the provider on actions taken to correct and monitor

identified deficiencies. If an identified problemrisesto a level of fraud and abuse, the PIHP/CMHSP is required
to report the finding to the MDHHS Medicaid Fraud Unit for investigation and follow-up. If it is determined to be
a civil infraction Medicaid determines the appropriate action. If it is determined to be a criminal matter,
Medicaid refersit to the state Office of the Attorney General (OAG), Abuse and Fraud Division, for follow-up.
The OAG investigates the complaint to determine its validity and to determine whether criminal action should be
initiated and if restitution or recovery is the appropriate response. The OAG maintains communication with
Medicaid throughout the investigation and resolution.

If the Federal Compliance site review notes individual issues related to service delivery as specified in the plan,
the deficiency is noted in the report and the PIHP isrequired to submit a plan of correction to address.
Remediation is expected within 90 days after the PIHP plan of correction has been reviewed and accepted by
MDHHS-BHDDA.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)
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Frequency of data aggregation and analysis

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

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

[] Continuously and Ongoing

] Other
Soecify:

c. Timelines
When the Sate does not have all elements of the Quality |mprovement Strategy in place, provide timelines to design

methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-
operational.

©No

O Yes
Please provide a detailed strategy for assuring Financial Accountability, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix | : Financial Accountability
|-2: Rates, Billing and Claims (1 of 3)

a. Rate Determination Methods. In two pages or less, describe the methods that are employed to establish provider payment
rates for waiver services and the entity or entities that are responsible for rate determination. Indicate any opportunity for
public comment in the process. If different methods are employed for various types of services, the description may group
services for which the same method is employed. Sate laws, regulations, and policies referenced in the description are
available upon request to CMSthrough the Medicaid agency or the operating agency (if applicable).

This 81915(c) waiver operates concurrently with the state's 81115 waiver. Please refer to the Michigan's approved 81115
Behavioral Health Waiver Demonstration application and associated materials.
b. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly from

providers to the state's claims payment system or whether billings are routed through other intermediary entities. If
billings flow through other intermediary entities, specify the entities:
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The PIHP contracted providers submit CWP services encounters/claims to the PIHPs; the clean claims are then
adjudicated and paid [ out of the PIHP's capitation funds] within the payment timeliness parameters specified in their
PIHP contracts; the definition of clean claim, the flow of billings, and the payment timeliness parameters, etc. are
governed by the MDHHS/PIHP contract.

The state will demonstrate compliance with the Electronic Visit Verification System (EVV) requirements for personal
care services (PCS) by January 1, 2020, or January 1, 2021 if Michigan receives approval of a good faith effort

exemption request, and for home health services by January 1, 2023 in accordance with section 12006 of the 21st
Century CURES Act.

Appendix | : Financial Accountability
|-2: Rates, Billing and Claims (2 of 3)

c. Certifying Public Expenditures (select one):

O No. state or local government agencies do not certify expenditures for waiver services.

® ves, state or local government agencies directly expend funds for part or all of the cost of waiver services
and certify their state government expenditures (CPE) in lieu of billing that amount to Medicaid.

Select at least one:

[] Certified Public Expenditures (CPE) of State Public Agencies.

Soecify: (a) the state government agency or agencies that certify public expenditures for waiver services; (b)
how it is assured that the CPE is based on the total computable costs for waiver services; and, (c) how the state
verifies that the certified public expenditures are eligible for Federal financial participation in accordance with
42 CFR 8433.51(b).(Indicate source of revenue for CPEsin Item1-4-a.)

Certified Public Expenditures (CPE) of Local Government Agencies.

Soecify: (a) the local government agencies that incur certified public expenditures for waiver services; (b) how it
isassured that the CPE is based on total computable costs for waiver services; and, (c) how the state verifies
that the certified public expenditures are eligible for Federal financial participation in accordance with 42 CFR
§433.51(b). (Indicate source of revenue for CPEsin Item 1-4-b.)

a) For thiswaiver, the PIHP incurs certified public expenditures (and isa CMHSP, whichisa local
government agency).

b) The PIHPs collect and calculate actual cost data and attest to the fact that the data reporting is accurate.
Costs are reported through various financial documents both throughout the fiscal year and at the close of the
fiscal year and are subject to annual auditing to assure that the CPE is based on total computable costs for the
concurrent 1115/c waiver.

c)Expenditures are based on eligibility, reporting of encounters for the provision of valid waiver services and
the cost for providing those services. CHAMPS verifies dligibility and checks for encounters. Annual audit
compliance exams are used to verify that the CPE are properly identified, categorized, distributed, and
reported by fund source are digible for FFP. MDHHS reviews the annual compliance exam to assure that any
irregularities are addressed by the PIHP.

Appendix |: Financial Accountability
|-2: Rates, Billing and Claims (3 of 3)
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d. Billing Validation Process. Describe the process for validating provider billings to produce the claim for federal financial
participation, including the mechanism(s) to assure that all claims for payment are made only: (a) when the individual
was eligible for Medicaid waiver payment on the date of service; (b) when the service was included in the participant's
approved service plan; and, (c) the services were provided:

The quarterly CMS 64 Claims for federal financial participation for this waiver program are made based on the monthly
§1915(c) waiver capitation payments made to the PIHPs on behalf of the participants enrolled in this waiver program.

a) These capitation payments are made only after each participant’s active Medicaid eligibility has been verified through
CHAMPS. Per the performance measure in the QI Sfor this appendix, a representative random sample of all CWP
participantsis reviewed to assure that capitation payments are made only for CWP participants with active Medicaid
igibility.

b) The QMP Site Review Team reviews a proportionate random sample of CWP participants during each comprehensive
full review. This review includes an examination of the participant's IPOS and the supporting documentation (e.g.,
progress notes, time sheets, claims from providersto the PIHP, or any other relevant evidence) that the services were
delivered that were appropriate to the participant's identified needs in the amount, scope, duration and frequency
specified in the IPOS. Thisisreflected in a performance measure in the QIS for Appendix D.

The MDHHS/PIHP contract specifies the Claims Management requirements incumbent upon the PIHPs and the
providerswithin their networks. It is the encounter and cost data governed by these claims management requirements
that constitutes the data basis from which the Sate’ s actuary devel ops the capitation rates for this waiver program's
participants.

e. Billing and Claims Record Maintenance Requirement. Records documenting the audit trail of adjudicated claims
(including supporting documentation) are maintained by the Medicaid agency, the operating agency (if applicable), and
providers of waiver services for a minimum period of 3 yearsasrequired in 45 CFR §92.42.

Appendix | : Financial Accountability
|-3: Payment (1 of 7)

a. Method of payments -- MMI S (select one):

O Payments for all waiver services are made through an approved Medicaid Management | nformation System
(MMI9).

O Payments for some, but not all, waiver services are made through an approved MMI S.

Foecify: (a) the waiver servicesthat are not paid through an approved MMIS; (b) the process for making such
payments and the entity that processes payments; (¢) and how an audit trail is maintained for all state and federal
funds expended outside the MMI'S, and, (d) the basis for the draw of federal funds and claiming of these expenditures
on the CMS-64:

O Payments for waiver services are not made through an approved MMIS.

Foecify: (a) the process by which payments are made and the entity that processes payments; (b) how and through
which system(s) the payments are processed; (c) how an audit trail is maintained for all state and federal funds
expended outside the MMIS, and, (d) the basis for the draw of federal funds and claiming of these expenditures on
the CMS-64:
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® Payments for waiver services are made by a managed care entity or entities. The managed care entity is paid a
monthly capitated payment per eligible enrollee through an approved MMIS.

Describe how payments are made to the managed care entity or entities;

As noted in I-1, the CWP database is the system of record for enrollment into the waiver. On a monthly basis,
enrollment data and associated payment elements, such asthe residential living arrangement, are interfaced from
the CWP database to CHAMPS. If the CWP participant is Medicaid eligible when the interface file is processed, an
digibility record is established in CHAMPS and the CWP benefit plan is opened. If the CWP participant is hon-
Medicaid eligible, notification is sent back to the CWP database advising that a particular record did not process
for payment and must be resubmitted next cycle. If the CWP benefit plan is open, the PIHP receives an electronic
member file containing CWP enrollment and eligibility information. Prior to

payment, Medicaid ligibility is verified again by CHAMPS. If the CWP participant has retained Medicaid
digibility, a capitation payment isissued. On a monthly basis, wire transfers of the CWP capitation payments are
made by MDHHSto the PIHPS' accounts and a payment record is issued to the PIHP.

Appendix |: Financial Accountability
|-3: Payment (2 of 7)

b. Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver
services, payments for waiver services are made utilizing one or more of the following arrangements (select at least one):

[ The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or limited) or a
managed care entity or entities.

[] The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid program.

[] The Medicaid agency pays providers of some or all waiver servicesthrough the use of a limited fiscal agent.

Soecify the limited fiscal agent, the waiver services for which the limited fiscal agent makes payment, the functions
that the limited fiscal agent performsin paying waiver claims, and the methods by which the Medicaid agency
over sees the operations of the limited fiscal agent:

Providers are paid by a managed care entity or entitiesfor servicesthat are included in the state's contract with the
entity.

Soecify how providers are paid for the services (if any) not included in the state's contract with managed care

entities.

Not applicable.

Appendix |: Financial Accountability
|-3: Payment (3 of 7)

¢. Supplemental or Enhanced Payments. Section 1902(a)(30) requires that payments for services be consistent with
efficiency, economy, and quality of care. Section 1903(a)(1) provides for Federal financial participation to states for

expenditures for services under an approved state plan/waiver. Specify whether supplemental or enhanced payments are
made. Select one:

® No. The state does not make supplemental or enhanced payments for waiver services.
O Yes. The state makes supplemental or enhanced payments for waiver services.
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Describe: (a) the nature of the supplemental or enhanced payments that are made and the waiver services for which
these payments are made; (b) the types of providers to which such payments are made; (c) the source of the non-
Federal share of the supplemental or enhanced payment; and, (d) whether providers eligible to receive the
supplemental or enhanced payment retain 100% of the total computable expenditure claimed by the state to CMS.
Upon request, the state will furnish CMSwith detailed information about the total amount of supplemental or
enhanced payments to each provider type in the waiver.

Appendix | : Financial Accountability
|-3: Payment (4 of 7)

d. Paymentsto state or Local Government Providers. Specify whether state or local government providers receive payment
for the provision of waiver services.

O No. State or local government providers do not receive payment for waiver services. Do not complete Item |-3-e.
® ves State or local government providers receive payment for waiver services. Complete Item[-3-e.

Foecify the types of state or local government providers that receive payment for waiver services and the services that
the state or local government providers furnish:

PIHPs are the lead CMHSPs, which are local governmental entities. The PIHPs receive capitation payments and
furnish, either directly or through contracts with networks of qualified providers, the full array of thiswaiver's
Services.

Appendix | : Financial Accountability
|-3: Payment (5 of 7)

e. Amount of Payment to State or Local Government Providers.

Foecify whether any state or local government provider receives payments (including regular and any supplemental
payments) that in the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how the
state recoups the excess and returns the Federal share of the excess to CMS on the quarterly expenditure report. Select
one:

O The amount paid to state or local government providersisthe same asthe amount paid to private providers
of the same service.

O The amount paid to state or local government providers differs from the amount paid to private providers of
the same service. No public provider receives paymentsthat in the aggregate exceed its reasonabl e costs of
providing waiver services.

® The amount paid to state or local government providers differs from the amount paid to private providers of
the same service. When a state or local government provider receives payments (including regular and any
supplemental payments) that in the aggregate exceed the cost of waiver services, the state recoups the excess
and returnsthe federal share of the excessto CMS on the quarterly expenditure report.

Describe the recoupment process:
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The MDHHS/PIHP contract is a cost settled, shared risk contract. Per the provisions of the contract, any unspent
funding is reported as Medicaid savings and reinvested in the next fiscal year as allowed by the §1915(c)/1115

concurrent waiver or returned during the cost settlement process with the federal portion being returned to the
federal government via the CMS 64.

Appendix | : Financial Accountability
|-3: Payment (6 of 7)

f. Provider Retention of Payments. Section 1903(a)(1) provides that Federal matching funds are only available for
expenditures made by states for services under the approved waiver. Select one:

O Providersreceive and retain 100 percent of the amount claimed to CMS for waiver services.

® providersare paid by a managed care entity (or entities) that is paid a monthly capitated payment.

Soecify whether the monthly capitated payment to managed care entities is reduced or returned in part to the state.

The MDHHS/PIHP contract isa cost settled, shared risk contract. Per the provisions of the contract, any unspent
funding is reported as Medicaid savings and reinvested in the next fiscal year as allowed by the §1915(c)/1115
concurrent waiver or returned during the cost settlement process with the federal portion being returned to the
federal government via the CMS 64.

Appendix |: Financial Accountability
|-3: Payment (7 of 7)

g. Additional Payment Arrangements

i. Voluntary Reassignment of Paymentsto a Governmental Agency. Select one:

® No. The state does not provide that providers may voluntarily reassign their right to direct payments
to a governmental agency.

O Yes. Providers may voluntarily reassign their right to direct payments to a governmental agency as
provided in 42 CFR 8§447.10(e).

Foecify the governmental agency (or agencies) to which reassignment may be made.

ii. Organized Health Care Delivery System. Select one:

® No. The state does not employ Organized Health Care Delivery System (OHCDS) arrangements
under the provisions of 42 CFR §447.10.

O Yes. The waiver providesfor the use of Organized Health Care Delivery System arrangements under
the provisions of 42 CFR §447.10.

Soecify the following: (a) the entities that are designated as an OHCDS and how these entities qualify for
designation as an OHCDS; (b) the procedures for direct provider enrollment when a provider does not
voluntarily agree to contract with a designated OHCDS; (c) the method(s) for assuring that participants have
free choice of qualified providers when an OHCDS arrangement is employed, including the selection of
providers not affiliated with the OHCDS; (d) the method(s) for assuring that providers that furnish services
under contract with an OHCDS meet applicable provider qualifications under the waiver; (€) how itis
assured that OHCDS contracts with providers meet applicable requirements; and, (f) how financial
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accountability is assured when an OHCDS arrangement is used:

iii. Contracts with MCOs, PIHPs or PAHPs.

O The state does not contract with M COs, PIHPs or PAHPs for the provision of waiver services.

O The state contracts with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s)
(PIHP) or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act for the
delivery of waiver and other services. Participants may voluntarily elect to receive waiver and other services
through such MCOs or prepaid health plans. Contracts with these health plansare on file at the state
Medicaid agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1); (b) the
geographic areas served by these plans; (c) the waiver and other services furnished by these plans; and, (d)
how payments are made to the health plans.

O Thiswaiver isa part of a concurrent §1915(b)/81915(c) waiver. Participants are required to obtain waiver
and other servicesthrough a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory
health plan (PAHP). The §1915(b) waiver specifies the types of health plansthat are used and how
payments to these plans are made.

® Thiswaiver isa part of a concurrent ?1115/?1915(c) waiver. Participants are required to obtain waiver and
other servicesthrough a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory health
plan (PAHP). The ?1115 waiver specifies the types of health plansthat are used and how payments to these
plans are made.

Appendix |: Financial Accountability
|-4. Non-Federal Matching Funds (1 of 3)

a. State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the state source or sources of the
non-federal share of computable waiver costs. Select at least one:

Appropriation of State Tax Revenues to the State Medicaid agency
[] Appropriation of State Tax Revenuesto a State Agency other than the Medicaid Agency.

If the sour ce of the non-federal share is appropriations to another state agency (or agencies), specify: (a) the state
entity or agency receiving appropriated funds and (b) the mechanism that is used to transfer the funds to the
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching
arrangement, and/or, indicate if the funds are directly expended by state agencies as CPEs, asindicated in Item |-2-
C

[ Other State Level Source(s) of Funds.

Foecify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and, (c) the mechanism
that is used to transfer the funds to the Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer
(IGT), including any matching arrangement, and/or, indicate if funds are directly expended by state agencies as
CPEs, asindicated in Item|-2-c:
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Appendix | : Financial Accountability
|-4. Non-Federal Matching Funds (2 of 3)

b. Local Government or Other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the source or
sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

O Not Applicable. There are no local government level sources of funds utilized as the non-federal share.

® Applicable
Check each that applies:

Appropriation of Local Government Revenues.

Soecify: (a) the local government entity or entities that have the authority to levy taxes or other revenues; (b) the
source(s) of revenue; and, (¢) the mechanismthat is used to transfer the funds to the Medicaid Agency or Fiscal
Agent, such as an Intergovernmental Transfer (IGT), including any matching arrangement (indicate any
intervening entities in the transfer process), and/or, indicate if funds are directly expended by local government
agencies as CPEs, as specified in Item [-2-c:

Section 428 of the current year Appropriation Act states: Each PIHP shall provide, frominternal resour ces,
local fundsto be used as a bona fide part of the state match required under the Medicaid programin order to
increase capitation rates for PIHPs. These funds shall not include either state funds received by a CMHSP for
services provided to non-Medicaid recipients or the state matching portion of the Medicaid capitation
payments made to a PIHP.

a) County governments have the authority to levy taxes. CMHSPs may receive county appropriations or other
revenues described below.

b) Per the MDHHSCMHSP contract, the sources of other revenue are described in Section 7.0 Contract
Financing. The revenue sources include county appropriations, other appropriations and service revenues,
giftsand contributions, special fund account, investment interest, and other revenues for mental health.

¢) The mechanism used to transfer funds to the Medicaid Agency is an intergovernmental transfer,
specifically, the PIHP shall provide to MDHHS on a quarterly basis the PIHP obligation for local funds as a
bon fide source of match for Medicaid.

Other Local Government Level Source(s) of Funds.

Soecify: (a) the source of funds; (b) the local government entity or agency receiving funds; and, (c) the
mechanism that is used to transfer the funds to the state Medicaid agency or fiscal agent, such asan
Intergovernmental Transfer (IGT), including any matching arrangement, and/or, indicate if funds are directly
expended by local government agencies as CPEs, as specified in [tem |-2-c:

Not applicable

Appendix | : Financial Accountability
|-4. Non-Federal Matching Funds (3 of 3)

c¢. Information Concerning Certain Sources of Funds. Indicate whether any of the fundslisted in Items 1-4-a or 1-4-b that
make up the non-federal share of computable waiver costs come from the following sources: (a) health care-related taxes
or fees; (b) provider-related donations; and/or, (c) federal funds. Select one:
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® Noneof the specified sources of funds contribute to the non-federal share of computable waiver costs

O The following source(s) are used
Check each that applies:

[ Health care-related taxes or fees
] Provider-related donations
] Federal funds

For each source of funds indicated above, describe the source of the funds in detail :

Appendix |: Financial Accountability
[-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings. Select one:

O No services under thiswaiver are furnished in residential settings other than the private residence of the
individual.

® As specified in Appendix C, the state furnishes waiver servicesin residential settings other than the personal home
of theindividual.

b. Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The following describes the
methodol ogy that the state uses to exclude Medicaid payment for room and board in residential settings:

The requirement to exclude room and board costs from Medicaid paymentsis stated in the Michigan Medicaid Provider
Manual, as well aswithin the MDHHS Contract with the PIHPs. the PIHPs pay for CWP services. The other costs of

the subcontractor residential provider, including room and board, can only be paid by using SS or state general fund
dollars.

Appendix |: Financial Accountability
[-6: Payment for Rent and Food Expenses of an Unrelated Live-1n Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-1n Personal Caregiver. Select one:

® No. The state does not reimburse for the rent and food expenses of an unrelated live-in personal caregiver who
residesin the same household as the participant.

O Yes. Per 42 CFR 8441.310(a)(2)(ii), the state will claim FFP for the additional costs of rent and food that can
be reasonably attributed to an unrelated live-in personal caregiver who residesin the same household asthe
waiver participant. The state describes its coverage of live-in caregiver in Appendix C-3 and the costs
attributable to rent and food for the live-in caregiver are reflected separately in the computation of factor D
(cost of waiver services) in Appendix J. FFP for rent and food for a live-in caregiver will not be claimed when

the participant livesin the caregiver's home or in a residence that is owned or leased by the provider of
Medicaid services.

The following is an explanation of: (a) the method used to apportion the additional costs of rent and food attributable to
the unrelated live-in personal caregiver that are incurred by the individual served on the waiver and (b) the method
used to reimburse these costs:
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Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of 5)

a. Co-Payment Requirements. Spoecify whether the state imposes a co-payment or similar charge upon waiver participants
for waiver services. These charges are calculated per service and have the effect of reducing the total computable claim
for federal financial participation. Select one:

® No. The state does not impose a co-payment or similar charge upon participants for waiver services.
O Yes. The gtate imposes a co-payment or similar charge upon participants for one or more waiver services.

i. Co-Pay Arrangement.

Foecify the types of co-pay arrangements that are imposed on waiver participants (check each that applies):

Charges Associated with the Provision of Waiver Services (if any are checked, complete Items |- 7-a-ii
through I-7-a-iv):

(] Nominal deductible
[] Coinsurance
[ Co-Payment
[] Other charge

Soecify:

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (2 of 5)

a. Co-Payment Requirements.

ii. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix |-7-a indicate that you do not need to complete this section.

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of 5)

a. Co-Payment Requirements.

iii. Amount of Co-Pay Chargesfor Waiver Services.

Answers provided in Appendix | -7-a indicate that you do not need to complete this section.

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of 5)

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.

Answers provided in Appendix |-7-a indicate that you do not need to complete this section.
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Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (5 of 5)

b. Other State Requirement for Cost Sharing. Specify whether the state imposes a premium, enrollment fee or similar cost
sharing on waiver participants. Select one:

® No. The state does not impose a premium, enrollment fee, or similar cost-sharing arrangement on waiver
participants.

O Yes. The state imposes a premium, enrollment fee or similar cost-sharing arrangement.
Describe in detail the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enrollment
fee); (b) the amount of charge and how the amount of the charge isrelated to total gross family income; (c) the

groups of participants subject to cost-sharing and the groups who are excluded; and, (d) the mechanisms for the
collection of cost-sharing and reporting the amount collected on the CMS 64:

Appendix J: Cost Neutrality Demonstration
J-1: Composite Overview and Demonstration of Cost-Neutrality Formula

Composite Overview. Complete the fieldsin Cols. 3, 5 and 6 in the following table for each waiver year. Thefieldsin Cols.
4, 7 and 8 are auto-calculated based on entriesin Cols 3, 5, and 6. The fieldsin Col. 2 are auto-cal culated using the Factor
D data from the J-2-d Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of Factor D
tablesin J-2-d have been completed.

Level(s) of Care: ICF/IID

Col. 1y Col.2 Col. 3 Col. 4 Col. 5 Col. 6 Cal. 7 Col. 8
Year [Factor D| Factor D' Total: D+D' Factor G Factor G' Total: G+G'|Difference (Col 7 less Column4),
1 }21300. 17524.00§ 38824.44 89962.0 2849.004 92811.00 53986.56
2 [36440.1 18137.00§ 54577.11 92211.0 2921.00§ 95132.00 40554.89
3 [37497.3 18772.00§ 56269.33 94516.0 2994.00§ 97510.00 41240.67
4 139050.0 19429.00§ 58479.07 96879.0 3069.00f 99948.00 41468.93
5 [40137.3 20109.00§ 60246.36 99301.0 3145.00}f 102446.00 42199.64

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (1 of 9)

a. Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants from Item B-3-a who
will be served each year that the waiver isin operation. When the waiver servesindividuals under more than one level of
care, specify the number of unduplicated participants for each level of care:

Table: J-2-a: Unduplicated Participants

Distribution of Unduplicated Participants by
. Total Unduplicated Number of Participants Level of Care (if applicable)
Waiver Year
(from Item B-3-a) Level of Care:
ICF/11D
Year 1 469 46
Year 2 519 51
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Distribution of Unduplicated Participants by
. Total Unduplicated Number of Participants Level of Care (if applicable)
Waiver Year
(from Item B-3-a) Level of Care:
ICF/IID
Year 3 569
Year 4 569
Year 5 569

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (2 of 9)

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by participantsin
item J-2-a.

The average length of stay (ALOS) has been projected based on actual experience from recent historical experience,
reflecting year-over-year increases during the new 5-year waiver period based on projected phase-in and phase-out
assumptions. The calculation of the ALOS estimate for WY 1 in the renewal period is equal to the projected total number
of days for members on the waiver during WY 1 divided by the unduplicated participant count. The ALOSis calculated
based on actual experience through September 2018 and estimated phase-in and phase-out assumptions for future time
periods. Changesin ALOS over the course of the 5-year renewal period are based on projected changesin enrollees over
the waiver period and reflecting slightly shorter stays if more people phase into the waiver than phase out in a given

year.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (3 of 9)

c. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the
following factors.

i. Factor D Derivation. The estimates of Factor D for each waiver year are located in Item J-2-d. The basis and
methodol ogy for these estimates is as follows:
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We have updated the base experience from the previoudly filed and approved waiver amendment to reflect SFY
2018 experience. Factor D for the new 5-year waiver period for the renewal (October 1, 2019 through September
30, 2024) was projected from SFY 2018 of the current period data in the following manner:

» Base number of users was cal culated by determining the allocated number of users from the historical
experience. The percentage of members identified as using a service from the historical unduplicated participant
count was applied to future projected unduplicated participant counts to determine the number of users across the
5-year renewal period. Therefore, a projected number of users for WY 1 represents projected experience for SFY
2019 multiplied by the change in unduplicated participant count fromto WY 1. Growth from WY 1 to WY 5 of the
renewal period applied the same methodol ogy.

« Baseline average units per user was calculated by adjusting the historical experience of average units per user
by projected growth in the ALOS. Therefore, a projected average units per user was devel oped by taking actual
experience and multiplying by the change in ALOSto projected future time periods. The change reflected in WY 1
of the renewal period for average units per user was calculated from the projected WY 5 average units per user
multiplied by the estimated change in ALOS.

« Baseline average cost per unit values were calculated by adjusting the historical experience of unit cost
through SFY 2018. Using the total expenditures by waiver service devel oped from the all ocation process and
dividing by the total number of units, the cost per unit was established for most of the services in the various
waiver programs. Factor D was trended at a rate of 2.0% per year.

Additionally, Factor D for Waiver Years 1 through 5 were adjusted to include the following services:

e Non-family training services:
0 Waiver Programs Impacted

HSW program
0 Cost Assumptions

Number of users —we estimate the number of users to be 50% of those residing in a licensed residential setting
(identified as those who received H2016).

Average units per user —we are assuming the same number of units per user will be provided to HSW users as
was reflected in the historical CWP experience

Cost per unit —we are assuming the same cost per unit will be observed for HSW as was reflected in the
historical CWP experience

» Fiscal intermediaries services:
0 Waiver Programs Impacted

SEDW program

HSW program
0 Cost Assumptions

Number of users
e HSW - we estimate the number of usersto be 1,620 in WY 1 based on the number of HSW users who receive
fiscal intermediary services through the b(3) benefit, with a 5% trend for each successive year.

e SEDW - we estimate the number of usersto be 90 in WY 1. To devel op this estimate, we applied the same take-
up rate as the CWP population to the SEDW population not in program code Q (foster care). We estimate future
growth to be consistent for each successive year consistent with the number of unduplicated recipients.

Average units per user —we are assuming the same number of units per user will be provided to HSW and
SEDW users as was reflected in the historical CWP experience

Cost per unit —we are assuming the same cost per unit will be observed for HSW and SEDW as was reflected
in the historical CWP experience
« Overnight Health and Safety Support:

0 Waiver Programs Impacted

CWP program

SEDW program

HSW program
0 Cost Assumptions:

Number of users —we estimate the number of usersto be 50% of beneficiaries not residing in a licensed
residential setting (identified as those who did not receive an H2016 service during the year) for CWP and
SEDW. It is estimated to be 100% of the users not in a licensed residential setting for HSW. This information was
estimated based on survey information MDHHS received from the community mental health service programs
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(CMHSPs).

Average units per user — projected night time supervision dollars are allocated to each program based on the
historical CLS and respite dollars experienced. The units per users vary by waiver. The projected cost was
estimated based on survey information received fromthe CMHSPs.

Cost per unit —we estimate the cost to deliver nighttime supervision to be 14.86 per hour, or $3.72 per 15
minute unit, based on an independent model build-up of the cost to provide the service. This represents the unit
cost for the base experience period. The Year 1 valuesin Appendix J-2-D represent a trended unit cost for this
service.

Community living supports and respite were reduced to reflect the situations where beneficiaries are currently
receiving overnight community living supports or overnight respite. The number of beneficiaries currently
receiving nighttime supervision via community living supports and respite was estimated based on survey
information received from the CMHSP

ii. Factor D' Derivation. The estimates of Factor D' for each waiver year areincluded in Item J-1. The basis of these

estimates is as follows:

We have updated the base experience for the Factor D’ expenditures from the previously filed and approved
waiver amendment to reflect SFY 2018 experience. Factor D’ was trended at a rate of 3.5% per year. We utilized
the actual state plan service expenditures from the FFS claims and encounter data. We have also moved both
supports coordination, which have historically been included in the

Factor D costs, into the Factor D’ costs to coincide with MDHHS ' transition of this service to the state plan. In
the prior Waiver, capitation payments were utilized for those enrolled in managed care programs. Thisresulted in
amaterial increase in the Factor D’ expenditures.

Factor G Derivation. The estimates of Factor G for each waiver year are included in Item J-1. The basis of these
estimatesis as follows:

Estimates of Factor G expenditures for Waiver Years 1 through 5 is based on based on Illinois ICF/IID
experience for ages 3-2(1L.0473.R02.02).

Michigan closed the last ICF/IID in 2009. Therefore cannot base our estimates for G on prior experience. After
consulting with CMS, MDHHS evaluated and determined that Illinois (IL.0473.R02.02) projection for factor G
and G’ was the most appropriate due to the population and the LOC criteria mirroring Michigan’s CWP.

iv. Factor G' Derivation. The estimates of Factor G' for each waiver year are included in Item J-1. The basis of these

estimates is as follows:

Estimates of Factor G expenditures for Waiver Years 1 through 5 is based on based on Illinois ICF/IID
experience for ages 3-2(1L.0473.R02.02).

Michigan closed the last ICF/IID in 2009. Therefore cannot base our estimates for G' on prior experience. After
consulting with CMS, MDHHS evaluated and determined that 1llinois (IL.0473.R02.02) projection for factor G
and G’ was the most appropriate due to the population and the LOC criteria mirroring Michigan's CWP.

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (4 of 9)

Component management for waiver services. If the service(s) below includes two or more discrete services that are reimbursed
separately, or isa bundled service, each component of the service must be listed. Select “ manage components” to add these

components.

Waiver Services

Respite

Enhanced Transportation

Fiscal Intermediary

Community Living Supports
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Waiver Services

Environmental Accessibility Adaptations and Specialized Medical Equipment & Supplies

Home Care Training, Family

Home Care Training, Non-Family

Overnight Health and Safety Support

Specialty Service

Appendix J: Cost Neutrality Demonstration
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J-2: Derivation of Estimates (5 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a), 1932(a),
Section 1937). Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 1

Average Length of Stay on the Waiver:

Waiver Service/ Capl_ Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component tation Cost
Respite Total: 2711734.19
Respite care
service- 15 [Erinie Il 337 1863.00]| 3.74]|2006468.94
minutes
Respite Care
Senvice - Per e oo Il 1 13.0d]f| 167.79| 2552
Diem
Enhanced
Transportation 0.01
Total:
Enhanced
Transportation [Per mite | | 1| 1-0(1 I O'Oll 0.01
Enhanced
Transportation O] [Per mile | | q 0.0q | O'O:Ll 0.00
Fiscal
Intermediary 397216.05
Total:
Fiscal
Intermediary [Per montn I 289 11.00)ff 124.05| 0721605
Community
Living Supports 96964.98
Total:
cLs [Emnis Il | 42400 377 70240
CLS
Unlicensed |Per Diem | | 5| 28.0(1 | 65. lll 9115.40
CLS, Licensed 7925.58
GRAND TOTAL: 9989907.23
Total: Servicesincluded in capitation: 9989907.23
Total: Services not included in capitation: 0.00
Total Estimated Unduplicated Participants: 469
Factor D (Divide total by number of participants): 21300.44
Servicesincluded in capitation: 21300.44
Services not included in capitation: 0.00

317
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Waiver Service/ | Capi-
Component tation

Component

Cost Total Cost

Unit #Users Avg. Units Per User Avg. Cost/ Unit

3 18.00) | 146.77]

|Per Diem | |

Environmental
Accessibility
Adaptations and
Specialized 106498.57
Medical
Equipment &
Supplies Total:

Specialized
supply (NOS)

alff 1ol 0.01] 0.01
Durable

;ﬁﬁm frem Il || 25.00)| 75.19)| swesrs
(DME), misc.

Vehicle

modifications

= I

€l 1ol 13789.44)| 4136832

alff Lod||| 3782.93| °S782%

[fem I

Specialized
medical

equipment ftem | |
(NOg

ﬁf?ﬂigfr € frem | | 209” 821.0(“ 0_04| 6863.56

Home Care
Training, Family 131051.24
Total:

Home Care

Treiring, [Ercounie Il 181 a0l 181.01][ 13105124

Family

Home Care
Training, Non- 62591.60
Family Total:

Home Care

l:::i]li;g’ Non- |Encounter || 167” 5.0(1' 74.96| 62501.60

Overnight Health
and Safety 5972927.04
Support Total:

Overnight

Health and

Safety Support
Specialty Service
Total:

[Encounter Il 233|| 6624.00]

3. 87| 5972927.04

510923.55

Activity
Therapy - Art,

Music, == Il 17d)f| 36.00]
Recreation

Massage
Therapy

7927' 485132.40

15 minutes | | Zq I 49.0(1 I 18.15| 25791.15

GRAND TOTAL: 9989907.23

Total: Servicesincluded in capitation: 9989907.23

Total: Services not included in capitation: 0.00

Total Estimated Unduplicated Participants: 469
Factor D (Divide total by number of participants): 21300.44
Services included in capitation: 21300.44

Services not included in capitation: 0.00

Average Length of Stay on the Waiver: 317'

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (6 of 9)
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d. Estimate of Factor D.
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ii. Concurrent 81915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 2

Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Respite Total:

3108101.68

Respite care
service- 15
minutes

15 minutes

424

1904.00]

3.81

3090306.24

Respite Care
Service - Per
Diem

|Per Diem

13.00)

171.11]

17795.44

Enhanced
Transportation
Total:

0.10

Enhanced
Transportation

Imile

1.00)

0.1q

0.10

Enhanced
Transportation

IPer mile

0.00

019

0.00

Fiscal
Intermediary
Total:

448624.00

Fiscal
Intermediary

Jmonth

11.00)

127.45|

448624.00

Community
Living Supports
Total:

7528294.68

CLS

]

|15 minutes

4334.00)

3.85

7508655.00

CLS
Unlicensed

X]

IPer Diem

29.00)

66.41]

11555.34

CLS Licensed

X]

IPer Diem

18.00)

149.71]

8084.34

Environmental
Accessibility
Adaptations and
Specialized
Medical
Equipment &
Supplies Total:

117579.45

Specialized
supply (NOS)

Iitem

1.00)

0.01]

0.01

Durable
medical
equipment
(DME), misc.

Jitem

Z

26.00)

76.69)

63772.80

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

18912414.57
18912414.57
0.00

519
36440.11
36440.11
0.00

324
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Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Vehicle
modifications

Iitem

1.00)

14065.23|

42195.69

Specialized
medical
equipment
(NOg

|item

1.00)

3858.59]

3858.59

Personal care
item (NOS)

Iitem

231)

839.00

0.04

7752.36

Home Care
Training, Family
Total:

147704.00

Home Care
Training,
Family

|sessi on

200

4.00

184.63

147704.00

Home Care
Training, Non-
Family Total:

70725.50

Home Care

Family

Training, Non-

Is&wi on

185

5.00]

76.44

70725.50

Overnight Health
and Safety
Support Total:

6899307.00

Overnight
Health and
Safety Support

[Encounter

258

6770.00]

3.95

6899307.00

Specialty Service
Total:

592078.16

Activity
Therapy - Art,
Music,
Recreation

Isasi on

189

37.00]

80.84)

562462.16

Massage
Therapy

|15 minutes

3

50.00)

18.51]

29616.00

GRAND TOTAL:
Total: Servicesincluded in capitation:
Total: Services not included in capitation:

Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

18912414.57
18912414.57
0.00

519
36440.11
36440.11
0.00

324

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (7 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 3
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Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Respite Total:

3511982.87

Respite care
service- 15
minutes

15 minutes

467]

1922.00]

3.89

3491562.86

Respite Care
Service - Per
Diem

|Per Diem

13.00)

174,53

20420.01

Enhanced
Transportation
Total:

0.10

Enhanced
Transportation

Imile

1.00)

0.1q

0.10

Enhanced
Transportation

IPer mile

0.00

0.01]

0.00

Fiscal
Intermediary
Total:

501930.00

Fiscal
Intermediary

Jmonth

351

11.00)

130.09

501930.00

Community
Living Supports
Total:

8496578.28

CLS

15 Minutes

493

4374.00)

3.93

8474581.26

CLS
Unlicensed

IPer Diem

29.00)

67.74

13751.22

CLS Licensed

IPer Diem

18.00)

152.70)

8245.80

Environmental
Accessibility
Adaptations and
Specialized
Medical
Equipment &
Supplies Total:

126690.80

Specialized
supply (NOS)

Iitem

0.10

019

0.01

Durable
medical
equipment
(DME), misc.

fservice

26.00)

78.18|

71143.80

Vehicle
modifications

Iitem

1.00)

1434653

43039.59

Specialized
medical
equipment
(NOg

Jitem

1.00)

3935.76]

3935.76

Personal care
item (NOS)

Iitem

253

847.00

0.04

8571.64

Home Care

164968.32

GRAND TOTAL:
Total: Servicesincluded in capitation:
Total: Services not included in capitation:

Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Services included in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

21335980.95
21335980.95
0.00

569
37497.33
37497.33
0.00

321
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Waiver Service/ C"’Fp" Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component tation Cost
Training, Family
Total:
Home Care
Training, o Il 219 a0l 188.32][ 16496832
Family
Home Care
Training, Non- 79159.85
Family Total:
Home Care
Training, Non- |sess1 - I | 203' 5_0(1 I 77_9q 79159.85
Family
Overnight Health
and Safety 7792968.17
Support Total:
Overnight
Helth and [Ercounie Il 283 6833.00]| 4,03)| 79208817
Safety Support
Specialty Service
Total: 661702.56
Activity
Therapy - Art,
Music, [E e Il 20g] a7.0q|| 82.4g)| 62966256
Recreation
Massage
Therapy [Erinis Il 39 50.00)| 18.8g[ 0000
GRAND TOTAL: 21335980.95
Total: Servicesincluded in capitation: 21335980.95
Total: Services not included in capitation: 0.00
Total Estimated Unduplicated Participants: 569
Factor D (Divide total by number of participants): 37497.33
Servicesincluded in capitation: 37497.33
Services not included in capitation: 0.00
Average Length of Stay on the Waiver: 327'

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (8 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 4

Total: Servicesincluded in capitation:
Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

Waiver Servicef | Capi- Unit #Users Avg. Units Per User Avg. Cost/ Unit | COMPONEN N+l Cost

Component tation Cost
Respite Total: 3660210.71
GRAND TOTAL: 22219492.21

22219492.21
0.00

569
39050.07
39050.07
0.00

334
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Waiver Service/
Component

Capi-
tation

Unit #Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Respite care
service- 15
minutes

|15 minutes | |

467]

1963.00)

3.97,

3639382.37

Respite Care
Service - Per
Diem

|Per Diem | |

13.00)

178.02

20828.34

Enhanced
Transportation
Total:

0.10

Enhanced
Transportation

Imile I |

1.00)

0.1q

0.10

Enhanced
Transportation

IPer mile I |

0.00

0.01]

0.00

Fiscal
Intermediary
Total:

511968.60

Fiscal
Intermediary

Jmonth | |

351

11.00

132.60]

511968.60

Community
Living Supports
Total:

8855842.64

CLS

]

494

|15 minutes I |

4468.00)

4.01|

8832923.24

CLS
Unlicensed

]

IPer Diem I |

30.00]

69.09

14508.90

CLS Licensed

IPer Diem I |

18.00)

155.79

8410.50

Environmental
Accessibility
Adaptations and
Specialized
Medical
Equipment &
Supplies Total:

132023.06

Specialized
supply (NOS)

= I

1.00)

019

0.10

Durable
medical
equipment
(DME), misc.

Jitem | |

27.00)

79.74|

75354.30

Vehicle
modifications

= I

1.00)

14633.44

43900.38

Specialized
medical
equipment
(NOg

= Il

1.00)

4014.48)

4014.48

Personal care
item (NOS

Iitem I | 253I

865.00

0.04

8753.80

Home Care
Training, Family
Total:

168270.84

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

22219492.21
22219492.21
0.00

569
39050.07
39050.07
0.00

334

09/30/2019



Application for 1915(c) HCBS Waiver: MI.4119.R06.00 - Oct 01, 2019 Page 212 of 214

Waiver Service/ C"’Fp" Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component tation Cost
Home Care
Training, = Il 21d)f| 4.0 102.0d]| t6e27084
Family
Home Care
Training, Non- 80743.25
Family Total:
Home Care
Training, Non- F=on | | 203| | 5.0(1 | 79‘55| 80743.25
Family
Overnight Health
and Safety 8117484.27
Support Total:
Overnight
Health and [Ercounte Il 28q|[ 6979.0(]| 4.11]|B11748427
Safety Support
Specialty Service
Total: 692948.74
Activity
Therapy - Art,
Music, Jsession | | zoel I 38.0(1 I 84. 13| 658569.64
Recreation
Massage
Therapy [5minie Il 3| sL.oq| 19.2¢)| 347010
GRAND TOTAL: 22219492.21
Total: Servicesincluded in capitation: 22219492.21
Total: Services not included in capitation: 0.00
Total Estimated Unduplicated Participants: 569
Factor D (Divide total by number of participants): 39050.07
Servicesincluded in capitation: 39050.07
Services not included in capitation: 0.00
Average Length of Stay on the Waiver: 334'

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (9 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 5

Waiver Service/ | Capi- . . . Component
ép Unit #Users Avg. Units Per User Avg. Cost/ Unit P Total Cost
Component tation Cost
Respite Total: 3745313.01
Respite care
service- 15 [Erines Il 467l 1960.0q[ 4,08 372406815
minutes
GRAND TOTAL: 22838159.04
Total: Servicesincluded in capitation: 22838159.04
Total: Services not included in capitation: 0.00
Total Estimated Unduplicated Participants: 569
Factor D (Divide total by number of participants): 40137.36
Servicesincluded in capitation: 40137.36
Services not included in capitation: 0.00
Average Length of Stay on the Waiver: 335'
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Waiver Service/
Component

Capi-
tation

Unit

#Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Respite Care
Service - Per
Diem

|Per Diem

13.00

181.58)

21244.86

Enhanced
Transportation
Total:

0.10

Enhanced
Transportation

Imile

1.00)

0.1q

0.10

Enhanced
Transportation

IPer mile

0.00

0.01]

0.00

Fiscal
Intermediary
Total:

522200.25

Fiscal
Intermediary

Imonth

351]

11.00)

135.29

522200.25

Community
Living Supports
Total:

9058441.85

CLS

15 minutes

494

4481.00)

4.09

9035353.97

CLS
Unlicensed

|Per Diem

30.00]

69.09

14508.90

CLS Licensed

|Per Diem

18.00)

158.87]

8578.98

Environmental
Accessibility
Adaptations and
Specialized
Medical
Equipment &
Supplies Total:

134514.27

Specialized
supply (NOS)

Iitem

1.00)

0.1q

0.10

Durable
medical
equipment
(DME), misc.

|item

27.09

81.33|

76856.85

Vehicle
modifications

|item

1.00)

14926.13

44778.39

Specialized
medical
equipment
(NOS

Iitem

1.00)

4094.77]

4094.77

Personal care
item (NOS

Jitem

253

868.00

0.04

8784.16

Home Care
Training, Family
Total:

171634.68

Home Care
Training,
Family

Iseﬂ;i on

219

4.00

195.93

171634.68

GRAND TOTAL:

Total: Servicesincluded in capitation:
Total: Services not included in capitation:

Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Servicesincluded in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

22838159.04
22838159.04
0.00

569
40137.36
40137.36
0.00

339
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Waiver Service/ C"’?p" Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component tation Cost
Home Care
Training, Non- 198868.95
Family Total:
Home Care
Training, Non- |sess1 - I | 203' 5_0(1 | 195_93| 198868.95
Family
Overnight Health
and Safety 8300390.00
Support Total:
Overnight
Heslth and [Ercounie Il 283 7000.00]| 4.19]|8300390.00
Safety Support
Specialty Service
Total: 706795.93
Activity
Therapy - Art,
Music, Jsession | | 206| 38.0(1 | 85. 81| 671720.68
Recreation
Massage
Therapy |15 minutes I | 35| 51.0q | 19.65' 35075.25
GRAND TOTAL: 22838159.04
Total: Servicesincluded in capitation: 22838159.04
Total: Services not included in capitation: 0.00
Total Estimated Unduplicated Participants: 569
Factor D (Divide total by number of participants): 40137.36
Services included in capitation: 40137.36
Services not included in capitation: 0.00
Average Length of Stay on the Waiver: 335'

09/30/2019
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