Appendix 23 State Assurances (Quality Management Strategies) for Virginia’s PACE Programs

4. Provide a description of the SAA’s enrollment process, to include the process for conducting annual level of care re-certifications and the criteria for deemed continued eligibility for PACE, in accordance with 42 CFR 460.160 (b).

Enrollment Process:

The Virginia Department of Medical Assistance Services’ (DMAS) enrollment process for the Program of All-Inclusive Care for the Elderly (PACE) is outlined below:

· The individual receives a pre-admission screening to determine the need for nursing facility care or PACE services. 

· If approved, the PACE program will conduct an evaluation to determine if the needs of the individual can be met.  

· The PACE provider interdisciplinary team (IDT) conducts their evaluation and submits the documents for enrollment into DMAS. 

·  DMAS verifies Medicaid eligibility and enrolls the PACE participant into the Virginia Medicaid Medical Information System (VaMMIS) system.  Enrollment into VaMMIS prevents the PACE participant from accessing fee-for-service benefits and enables capitation payments to the PACE program. 

Individuals in the community are educated on community-based options including PACE from the following agencies and entities: DMAS, Department of Social Services (DSS),   Department for the Aging (VDA), Area Agencies on Aging (AAA), Department of Health (VDH) and all pre-screeners including acute care hospitals.  The individuals in the community may contact DMAS at (804-225-4222) and learn about the PACE program as well as obtaining information about PACE from the DMAS website at:  http://www.dmas.virginia.gov/ltc-PACE.htm
Eligibility shall be determined in the manner provided in the State Plan Amendment (SPA).  To the extent that state regulations differ from other provisions of the SPA for purposes of PACE eligibility and enrollment, the federal regulations supersede.  

The enrollment process must include the following activities: 

· detailed explanation of the PACE program;

· receipt of participant’s permission to secure medical records and Medicare/Medicaid eligibility information; 

· a determination that the participant meets the State’s assessment for nursing facility level of care; and,

· assessment by the PACE staff to ensure that the participant can be cared for appropriately and safely in the community setting. 

In addition, individuals must meet the following non-financial criteria to be eligible to enroll in PACE plans approved by DMAS:  age 55 or older, meet the State’s eligibility criteria for nursing facility level of care and live in the service area of the PACE provider organization.  

Pre-admission screening using the Virginia Uniform Assessment Instrument (UAI) is the first level of authorization for Medicaid reimbursement for nursing facility services, for home- and community-based care waiver services and the PACE program.  Preadmission screening determines whether an individual meets nursing facility criteria and, when appropriate, authorizes for community-based long-term care services which includes the PACE program. 

Each eligible person who enrolls in the PACE program will be covered starting on the first day of the calendar month following the date the PACE organization receives the signed enrollment agreement.  DMAS reimbursement for PACE services is contingent upon receipt of the required enrollment documents outlined above.  DMAS requires that the PACE organization give the participant a copy of the enrollment agreement upon enrollment and whenever changes occur.  

On or before enrollment, the PACE Organization must provide each new enrollee with a copy of the written enrollment agreement containing the effective date of enrollment, emergency care access information to be posted in the enrollee’s home, a PACE identification card which includes the organization’s name, address and telephone number and stickers for enrollee’s Medicare and Medicaid cards, if applicable.  The PACE Organization must provide orientation to all new enrollees and this must occur within two weeks of the effective date of enrollment.  The PACE Organization must ensure that the orientation information is communicated in the enrollee’s language if that language is spoken in more than 5 percent of the service area total population, and is available in alternative formats for enrollees who have communication barriers.

After the enrollment agreement has been reviewed by the participant/family/caregiver, then the applicant can sign the enrollment agreement and enroll in the program.  The enrollment agreement will contain the information required by CMS.

Summary of pre-admission screening criteria for nursing facility care
The UAI determines if individuals are medically appropriate for PACE plan services and determines the necessity of service needs.  This tool assesses an individual’s clinical eligibility for functional status and medical nursing needs.  The nursing facility criteria for placement in the PACE program includes the following:

A.  Functional Capacity: 

Functional capacity must be documented on the Uniform Assessment Instrument (UAI), completed in a manner consistent with the definitions of Activities of Daily Living (ADLs) and directions provided by DMAS for the rating of those activities. Individuals may be considered to meet the functional capacity 
requirements for nursing facility care when one of the following describes their functional capacity: 

1. Rated dependent in two to four ADLs, and rated semi-dependent or dependent in Behavior Pattern and Orientation, and semi-dependent in Joint Motion or dependent in Medication Administration (12 VAC 30-60-303). 

2. Rated dependent in five to seven ADLs, and dependent in Mobility. 

3. Rated semi-dependent in two to seven ADLs, and dependent in Mobility and Behavior Pattern and Orientation. 

The rating of functional dependencies on the pre-admission screening assessment instrument must be based on the individual’s ability to function in a community environment. 

B.  Medical and Nursing Needs: 
An individual with medical or nursing needs is an individual whose health needs require medical or nursing supervision or care above the level that could be provided through assistance with ADLs.  Medical or nursing supervision or care is required when any one of the following describes the individual’s needs:  

1. The individual’s medical condition requires observation and assessment to assure evaluation of the person’s need for modification of treatment or additional medical procedures to prevent destabilization, and the person has demonstrated an inability to self-observe or evaluate the need to contact skilled medical professionals; or 

2. Due to the complexity created by the person’s multiple, interrelated medical conditions, the potential for the individual’s medical instability is high or medical instability exists; or 

3. The individual requires at least one ongoing medical/nursing service as defined in 12VAC30-60-303 (C)(3).

*When a participant meets nursing facility criteria and can live safely in the community a choice between community-based services and PACE will be offered. 

C.  Level of Care:

Federal regulations require the State to conduct a level of care recertification of PACE individuals to ensure that they continue to meet the nursing facility level of care.  This will be completed annually. 

Deemed Continued Eligibility for PACE

A PACE participant’s enrollment will continue until death regardless of changes in health status unless the participant voluntarily disenrolls or is involuntary disenrolled.

DMAS performs an annual recertification of level of care.  If DMAS determines that the participant no longer meets the nursing facility level of care requirements, the participant may be deemed to continue to be eligible for PACE until the next annual reevaluation, if, in the absence of continued coverage under PACE, the participant reasonably would be expected to meet the nursing facility level of care requirement within the next six months.  This determination is made in consultation with the PACE organization and is based on a review of the participant’s medical record and plan of care.

5. Provide a description of the SAA’s process for overseeing the PACE

Organization’s administration of the criteria for determining if a potential PACE enrollee is safe to live in the community.

DMAS, in accordance with applicable regulations, provides oversight for the PACE administration of the criteria for determination if the enrollee’s health, safety and welfare can be assured in the community.  The screening team uses the UAI, the standardized multi-dimensional questionnaire that assesses an individual’s social, physical health, mental health and functional abilities to determine criteria for nursing facility level of care or a Medicaid home and community-based waiver or PACE.

The potential enrollee is evaluated by the PACE program’s interdisciplinary team and authorized for enrollment.  Reassessments and changes in medical condition are conducted by the interdisciplinary team.

The PACE program’s interdisciplinary team must assure during the initial assessment that the individual is able to live safely in the community.  DMAS will determine if the assessments conducted by the PACE organization ensure that the PACE enrollee is able to live safely in the community at the time of enrollment and DMAS will conduct yearly quality management reviews to ensure that each participant continues to meet the level of care requirements and that their health, safety and welfare are assured in a community setting.

The following criteria will be used when evaluating whether or not a participant’s health or safety would be jeopardized by living in a community setting:

· Is the participant capable of calling for help when needed?

· Is there a support system available for the participant to call?

· Can conditions be arranged for the participant to care for basic needs when the support system is absent?

· Is the participant medically at risk when left alone?

· Has some harm or injury to the participant been reported or suspected?

· Does the participant express fear or concern for his or her welfare?

6. Provide a description of the information to be provided by the SAA to enrollees, to   

 include information on how beneficiaries access the State’s Fair Hearing process.

Each participant will have the right to a fair and efficient process for resolution of any violation of rights and may use procedures established to investigate and respond to any violation of their rights, including the grievance and appeals process.  PACE provider participants and employees will be encouraged to report and receive assistance with reporting any violations to PACE provider. The violation review will include a thorough internal investigation and may include external consultation to enhance resolution of the concern.  Any corrective actions resulting from the violation will be monitored through the QAPI program as needed.

DMAS will ensure PACE participant’s rights in accordance with 12VAC30-120-64.  Enrollees shall refer complaints pertaining to Medicaid eligibility and PACE plan eligibility directly to DMAS.  These complaints shall be considered under DMAS’ appeals regulations (12VAC30-110-10 et seq.)

If the PACE participant is Medicaid eligible or is applying for Medicaid coverage and receives an adverse action on the application or is denied services, the participant has a right to a Fair Hearing on the adverse action.  If the PACE applicant is determined to be ineligible for clinical or financial eligibility reasons, the participant with the assistance of the PACE organization, may request a fair hearing with DMAS.

DMAS will ensure that the participant's rights will be included in the enrollment agreement.  The participants/family/caregiver may access the State’s Fair Hearing process in the following ways:

1. The participant will be encouraged and assisted to exercise rights as a participant, 

 
         including the Medicare and Medicaid Appeals processes, as well as civil and 

            other legal rights.

2. The participant has the right to a fair and efficient process for resolving differences with the PACE program, including a rigorous system for internal review by the organization and an independent system of external review.  Specifically, the participant has the right to be encouraged and assisted to voice complaints to staff and outside representatives of their choice, free of restraint, interference, coercion, discrimination, or reprisal by the PACE staff, and the participant has the right to appeal any treatment decision the PACE Provider, Virginia DMAS or CMS appeals processes, as well as other civil and legal rights and in accordance with 42 CFR 460.122.

The State Fair hearing process may be appealed by the participant to the DMAS Client Appeals Division.  DMAS conducts evidentiary hearings in accordance with regulations at 42 CFR§431.200 through 431.250 and 12VAC30-110-10 through 12VAC30-110-380.

An appeal is a participant’s action with respect to the PACE organization’s non-coverage of, or non-payment for a service.  Written information on appeals process must be provided upon enrollment, at least annually, and whenever the interdisciplinary team denies a request for services or payment in accordance to §460.122 and §460.124. 

The appeals process must include procedures for: (1)  timely preparation and processing of written denial of coverage or payment in accordance with section 460.104(c)(3); (2)  filing a participant’s appeal; (3)  documenting a participant’s appeal; (4)  appointing an appropriately credentialed and impartial 3rd party to review the appeal; (5) responding to and resolving the appeal as expeditiously as participant’s health condition requires, but not later than 30 calendar days after appeal is received; and (6)  maintaining confidentiality of participant’s appeals.

Upon receipt of notification of an appeal by Virginia DMAS, the Provider shall prepare and submit appeal summaries to the Virginia DMAS Appeals Division, the Virginia DMAS contract monitor, and the participant involved in the appeal in accordance with required time frames.  The provider shall comply with all State and Federal laws, regulations, and policies regarding the content and timeframes for appeal summaries.  Failure to submit appeal summaries with the required information within the required timeframes shall result in the Provider being liable for any costs that Virginia DMAS incurs as a result of the Provider’s non-compliance.  The Provider shall attend and defend the Provider’s decisions at all appeal hearings or conferences, whether informal or formal, or whether in person or by telephone, as deemed necessary by the Virginia DMAS Appeals Division.  Provider expenses, including but not limited to travel, courier, postage and telephone in relation to appeal activities shall be borne by the Provider.  Failure to attend or defend the Provider’s decisions at all appeal hearings or conferences shall result in the Provider being liable for any costs that Virginia DMAS incurs as a result of the Provider’s noncompliance.  

PACE organization must notify CMS, DMAS and the participant of determinations that are wholly or partially adverse to a participant.  The PACE organization must maintain, aggregate and analyze information on appeals to be used in QAPI program.  In accordance with 42 CFR 460.124, the PACE organization must inform a participant in writing of his or her appeal rights under Medicare or Medicaid, or both; assist the participant in choosing which to pursue; and forward appeal to appropriate external entity.  

DMAS will require that the PACE organization notify the participant’s and/or caregiver that they have the right to a fair and efficient process for resolving differences with the PACE program, including a rigorous system for internal review by the organization and an independent system of external review.  Specifically, the participant has the right to be encouraged and assisted to voice complaints to staff and outside representatives of their choice, free of any restraint, interference, coercion, discrimination, or reprisal by the PACE staff, and they have the right to appeal any treatment decision of the PACE provider, its employees or Providers by exercising their rights through the applicable PACE provider, Virginia DMAS or CMS appeals processes, as well as other civil and legal rights and in accordance with 42 CFR 460.122.  DMAS appeals requests must be sent to Appeals Division, Department of Medical Assistance Services, 600 East Broad Street, Richmond, Virginia, 23219 and CMS appeals request must be sent to CMS Appeals Division Region 3, Public Ledger Building, Suite 216, Philadelphia, PA.  19106, 215-861-4140.

The information regarding how the beneficiaries may access the State’s Fair Hearing process as it relates to the participant’s rights is discussed in the enrollment agreement,  at least annually with the enrollee/family/caregiver, and it is posted in the PACE center. 

7.  Provide a description of the SAA’s disenrollment process.

The PACE participant may voluntarily disenroll from the program without cause at any time and the PACE organization will not restrict the enrollee’s right to voluntarily disenroll.  Upon receiving the request for disenrollment, the PACE organization must inform the enrollee of disenrollment procedures, and the PACE organization must inform DMAS.  The PACE organization must keep a daily log of all verbal and written disenrollment requests and the dispositions and make the supportive documentation available for review by CMS and DMAS upon request.  Involuntary disenrollment documents are maintained in an identifiable enrollee record, enrollees who wish to file a grievance are afforded appropriate notice and opportunity.  PACE providers are required to work with CMS and DMAS to reinstate the participant in other Medicare and Medicaid programs for which the individual is eligible.  The PACE provider organization remains financially responsible for all services until an individual’s disenrollment is processed.

Voluntary disenrollment:

The PACE participant may disenroll from the PACE program at any time.  If the participant is disenrolled from the PACE program, if eligible, the participant will be covered under the appropriate Medicaid program (fee-for-service or managed care organization).  The services the participant receives from providers will be reimbursed by DMAS and not the PACE organization. The providers to receive reimbursement from DMAS will need to follow all DMAS policies relating to provision of care and requirements for reimbursement.

Capitation payments already paid by DMAS, for months beyond the date of notification of status change disenrollment, shall be repaid to DMAS in accordance with the provisions of the contract.

In the event that a status change disenrollment proposed by the PACE provider is disapproved by DMAS, the PACE provider shall provide all services and retain financial responsibility for services required by this contract and under applicable State and Federal laws and regulations.

The effective date of an approved disenrollment must be the last day of the month the disenrollment request was issued.

Involuntary disenrollment:

 DMAS must review any involuntary disenrollment before it is effective.    The purpose of DMAS review is to ensure that participants are not disenrolled from PACE because of the increased cost of the participant’s health care services.  It also allows for the continuation of services for the participant until a final determination is made.     

The PACE organization must make appropriate referrals and ensure medical records are made available to the participant’s new providers and work with CMS and DMAS to reinstate the participant in other Medicare and Medicaid programs, pursuant to §460.168.  PACE regulations, §460.170, admit a previously disenrolled participant to be reinstated in a PACE program. 

The PACE organization may not for any reason suggest to a participant, directly or indirectly, that he/she voluntarily disenroll from the PACE organization’s plan.  

Disenrollment Submittal:

Notification of involuntary disenrollment shall be forwarded to DMAS within five (5) days of receipt of the signed request, except that notification of death shall be provided in the next monthly enrollment/disenrollment package.  All requests for disenrollment shall be submitted on forms approved by DMAS.

The PACE organization shall notify members, in the material it provides at the time of enrollment, of their rights to disenroll at any time.  This notice shall describe the steps needed to request disenrollment and the time necessary to process disenrollment requests.

Cessation of Coverage:

Enrollment shall cease at 11:59 p.m. on the date disenrollment is approved by DMAS.    From that time forward, the PACE organization shall be relieved of all obligations to provide or arrange for covered services to the member under the terms of this contract.  Capitation payments shall be pro-rated on a per diem basis.

DMAS’ obligations in the disenrollment processing include, within 30 days, review and either approval or denial of requests or disenrollment submitted by the PACE organization.
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PACE Participant Data

These data will be reported electronically into the Centers for Medicare and Medicaid Services (CMS) database (HPMS)

1) Routine Immunizations:

Definition: PACE participants who received routine immunizations during the reporting year.

What data will be reported:

1. Number of participants who received the flu immunization this year;

2. Number of participants who have received the pneumococcal immunization in the last ten years;

3. Total number of participants at the PACE organization

4a) Number of participants not immunized for flu

4b) Number of participants not immunized for pneumococcal

5. Reason for not immunizing

Frequency: During the inoculation time period (e.g. Sept. to Jan.)

How to use the measure: Compare the number of PACE participants who were enrolled during the reporting year to the number of participants who received routine immunizations (flu and pneumococcal) during the reporting year.  Minimum levels of Performance:  The organization will achieve an immunization rate for both influenza and pneumococcal vaccinations of 80% for the participant population that is appropriate.  (Rate will exclude those participants who have had prior immunization or the vaccine is medically contraindicated).

2) Grievances and Appeals

Definition: Grievances are defined as either a written or oral complaint that expresses dissatisfaction with service delivery or the quality of care provided.  Appeals are defined as a written complaint for the non-coverage or non-payment or a service or item.

What data will be reported:

1. Total number of participants during the quarter;

2. Total number of grievances filed during the quarter;

3. Total number of appeals filed during the quarter;

4. Source of each grievance or appeal (participant, family, caregiver, etc.);

5. Date of initiation of each grievance or appeal; and

6. Date of resolution of each grievance or appeal.

Frequency: Quarterly

How to use the measure: Monitor trends and patterns. The actual number of grievances and appeals alone should not be viewed as an indicator of a problem.  The high number of grievances could mean that participants are encouraged to speak up for themselves and voice their concerns.

3) Enrollments

Definition: Individuals enrolled in the PACE program by month.

What data will be reported: Number of individuals who enrolled in the program.

Frequency: Quarterly

How to use the measure: Monitor trends and patterns to determine if there are any accessibility issues and to determine if the PACE organization have sufficient financial resources to conduct appropriate marketing activities.  This information can also be used to evaluate the PACE organization’s ability to maintain an appropriate census.

4) Disenrollments

Definition: Participants who disenrolled from the program for reasons other then death.

What data will be reported:

1. Total number of participants.

2. Number of voluntary disenrollments

3. Number of involuntary disenrollments; and

4. Reason for each disenrollment: leaving the service area, failure to pay premium, disruptive or threatening behavior, no longer meets States level of care, program agreement with CMS terminates or not renewed, organization is unable to offer services due to loss of State license, keep personal physician, wishes to access out of network or other.

Frequency: Quarterly

How to use the measure: Utilize this information to determine if there are any problems with site operations, such as accessibility, provision of services, etc. that are causing voluntary disenrollments.  In addition, this information can be used to review the organization’s policies on involuntary disenrollments.

5) Prospective Enrollees

Definition: Potential participants who were interviewed, met eligibility requirements, but did not enroll in the PACE program.

What data will be reported:

1. Number of potential participants who were interviewed but did not enroll 

in the PACE program by aggregate reason: and

2. Indicate the category that explains the reason each potential participant did not enroll, e.g. not safe to remain in the community, mental health concerns, lack of support network, requiring 24-hour care, preference for own physician, preference for other health care provider or institution, financial reason to avoid share of cost, unwilling to comply with treatment plan, or other with explanation.

Frequency: Quarterly

How to use the measure: This information can be utilized to determine if the PACE organization is following the appropriate eligibility criteria and to determine if the organization is conducting appropriate marketing activities.

6) Readmissions

Definitions: PACE participants re-admitted to an acute care hospital (excluding hospitalizations for diagnostic tests) in the last 30 days.

What data will be reported.

1. Total number of participants

2. Total number of participants admitted to the hospital in the last 30 days; 

3. Specific reason, including diagnosis, for participant’s admission;

Frequency: Quarterly

How to use the measure: Review those with high usage to determine if intervention by the PACE organization could have prevented some of the hospitalizations.  Readmission for the same reason in a 30-day period could indicate that the length of stay is too short or there is inadequate follow-up care by the PACE organization.  Conduct quarterly comparisons to get a total picture of the care provided by the organization.

7) Emergent (unscheduled) Care

Definition: PACE participants seen in the hospital emergency room (including care from a PACE physician in a hospital emergency department) or an outpatient department/clinic emergency, Surgicenter.

What data will be reported:

1. Total number of participants

2. Total number of participants by (aggregate) same diagnosis and;

3. Specific reason including diagnosis.

Frequency: Quarterly

How to use the measure: Review those with high usage to determine if intervention by the PACE organization could have prevented some of the visits to the ER.

8) Unusual Incidents for Participants and the PACE site (to include staff if 

Participant was involved)

Definition: Unanticipated circumstances, occurrences or situation which have the potential for serious consequences for the participants.  Examples include, but are not limited to: falls at home or the adult day health center, falls while getting into the van, van accidents other than falls, participant suicide or attempted suicide, staff criminal records, infectious or communicable disease outbreaks, food poisoning, fire or other disasters, participant injury that required follow-up medical treatment, participant injury on equipment, lawsuits, medication errors and any type of restraint use.  This is not inclusive list, so we would expect PACE sites to submit quarterly information on any unanticipated situations that occur.

What data will be reported: Number of unusual incidents aggregated by reason.

Frequency: Quarterly

How to use the measure: Analyze categories focusing on whether these incidents were preventable, what steps were taken to resolve the problem, and what changes are being made to improve prevention.  Is there a pattern that indicates a need for follow-up to investigate health and safety issues and procedures?  Is this a program (e.g. negligence by staff) or a participant problem (e.g. verbal outbursts by participant with mental illness or severe dementia)?

9) Deaths

Definition: Death of participants during the given reporting period.

What data will be reported:

1. Number of participants (can be aggregated by reason and setting, if same):

2. Number of deaths

3. Setting of the participant’s death; and 

4. Cause of the participant’s death

Frequency: Quarterly

How to use the measure: Analysis to determine if there is a problem indicating inappropriate setting for the participant or problems with accessibility to 24-hour care.  Because of the link between the number of deaths and enrollment, this information may also indicate if the PACE organization is maintaining an appropriate census to remain fiscally viable.

The data submitted must come exclusively from the PACE organization, not the parent organization.  If the PACE organization has more than one site of care/treatment, each site must be identified separately.

