Long Term Care Assessments

Commonly Asked Questions and Answers

Beginning July 1, 2005, there will be a change in the process for determining level of care (medical necessity) for Medicaid-eligible members or applicants.  Below is a brief description of the changes to be implemented by the Iowa Medicaid Enterprise (IME) Medical Services Unit:

· Changes the assessment and level of care process for nursing facilities, ICF MR, MHI, PMIC and HCBS except the Elderly Waiver.

· Requires IME Medical Services (IFMC) to perform an independent pre-admission screening for long-term care (LTC) services funded by Medicaid.  The pre-admission screening includes an onsite assessment and level of care (medical necessity) determination completed within 5 working days. 

· Continues telephonic assessment for PMIC, MHI and private-pay PASARR.

· Directs IME Medical Services (IFMC) to use the same assessment tools that are used today for the programs.

· Requires IME Medical Services (IFMC) to educate individuals and families about their choices.

· For HCBS, except elderly waiver, opportunity to recommend in urgent situations a preliminary care plan, and make a referral to SW/CM who will then authorize the final care plan.

· Requires referral for service coordination as needed by program, within 2 working days following completion of level of care determination, to develop the final care plan.

· Requires IME Medical Services (IFMC) to complete re-assessment within 90 days after initial assessment for NF, ICF/MR, MHI and PMIC, then unless significant change.

· Requires IME Medical Services (IFMC) to complete re-assessment on an annual basis for HCBS, except Elderly Waiver, unless significant change.

As a result of many training sessions on the new process, this Q & A document has been prepared.  Please use this as a tool to assist in understanding the new process.  This Q & A document will be available on the IME Website at

http://www.ime.state.ia.us/LTC/LevelOfCare.html.
In addition, there are other documents posted at this location including a listing of the nurse reviewers, memo dated April 19, 2005 that describes the changes, and a document that lists scenarios or examples of the new process.

The Q & A have been categorized into topic areas to assist is ease of reading (general;  HCBS – service worker/case manager/Child Health Specialty Clinic/Area Agency on Aging; long term care facilities and hospitals; income maintenance workers; MR diagnosis and CPC – for HCBS or ICF MR; IFMC and Provider Services.

General
Who does this effect?  

Members applying for Medicaid funding for the following services:

Nursing Facility, ICF/MR and five (5) HCBS waivers (AIDS, Brain Injury Ill & Handicapped, Mental Retardation and Physical Disability). 

Why isn’t the elderly waiver included? 
At the time of development of the LTC assessment process, legislation was pending that would implement a Universal Assessment (aka Uniform Assessment or Consumer Choice, Support and Education Act). This legislation had the potential for a big impact on the work done today by the Area Agencies on Aging (AAA).  As it was unknown what would result from this legislation, it did not make sense to implement additional changes in the IME under the LTC Assessment Program for the same group that would be affected by the legislation.   
Will the elderly waiver program be added next year?  Seems odd to have one waiver program out there not associated with this process.

There have been no discussions yet about including the elderly waiver in this new process.  If a decision is made to include the elderly waiver, all stakeholders will be notified.  

Why are we changing the Long Term Care Assessment Process? 
· As the Iowa Medicaid Enterprise (IME) is implemented for all units, the Department is interested in the best processes/best practices to serve Medicaid members.  To operate the Medicaid program as efficiently as possible.

· The process is being changed to assist in expediting the eligibility process for members accessing LTC services funded by Medicaid.  This process provides a consistent assessment and evaluation process for all Medicaid LTC members.

· To support the current policy for facilities, that requires level of care determination to be completed prior to admission.

· Other states have found this to be an effective process to “fast track” applications. 

· Presents an opportunity to educate individuals on their long-term care options allowing them freedom of choice.  Provides the Medicaid program with a standardized informed choice procedure, per CMS goals (i.e. New Freedom Initiative, Olmsted decision, etc)

· This is not an effort to deny services to individuals but rather ensure that the services are received as soon as possible, particularly in an urgent situation. 

· This new process will assist the service workers and case managers to focus on the coordination of services.  

Does this mean the reviewer will go to see the consumer and/or guardian? 
IFMC will perform a pre-admission screening for long-term care services funded by Medicaid, identified by the Department.  This includes Nursing Facility, ICF/MR and five (5) HCBS waivers (AIDS, Brain Injury Ill & Handicapped, Mental Retardation and Physical Disability).  The reviewer will meet in person with the member and any others that the member wants to include, to conduct the level of care determination, which may mean in their home, hospital, or long-term care facility. 

How will IFMC know a LOC is needed?  Who contacts the IM worker?

The member or family needs to be advised that an application must be submitted for Medicaid, or for those already Medicaid eligible to contact the DHS IM worker for a redetermination for other long term care services.  This is the first line of communication to start an application.  Anyone can contact the IM worker (member, family, guardian, case manager, facility staff, hospital discharge staff).
Some local offices do not have an IM worker present on a daily basis, what happens then, will more staff be hired?

The IM workers have always been involved in the initial enrollment process, and the changes require their involvement early in the process (or as the first step).  There will not be more IM staff hired specifically for the LOC assessment process purpose.  It is encouraged that providers, service workers and case managers discuss their local process/procedures with the IM workers that can be put into place to assist in moving the process along.  For example, some offices are setting up a fax or e-mail process to enhance communication.  
What are the phone numbers for local DHS offices?  

The web site for local office locations, phone numbers, contact info is www.dhs.state.ia.us/locations/locations.asp.

Will the nurse reviewers be filling out the Medicaid application?

No, the Medicaid application process does not change.  The application has to be filled out prior to IFMC being notified of an assessment to be completed.

How does the effective date get communicated?

The effective date is the date the reviewer completes the review and will be documented in the Individualized Services Information System (ISIS).  Facility staff will continue to receive the form as they do today (MA-2139) that identifies the effective date and client participation.

Who should we contact with questions? 

Please contact the program managers responsible for the particular LTC Program:

HCBS- 


BI, PD or AIDS/HIV – Jo Ann Kazor (515) 725-1150 or jkazor@dhs.state.ia.us 

Elderly – Michaela Funaro (515) 725-1147 or mfunaro@dhs.state.ia.us 

Ill and Handicapped or MR – Sue Stairs (515) 725-1146 or sstairs@dhs.state.ia.us 

ICF MR – Debbie Johnson (515) 725-1012 or djohnso6@dhs.state.ia.us 

MHI and PMIC – P.C. Keen (515) 725-1141 or pkeen@dhs.state.ia.us
NF – Jennifer Steenblock (515) 725-1299 or jsteenb@dhs.state.ia.us
DHS Income Maintenance Staff should contact the SPIRS help-desk with eligibility related questions.

What happens with the five working days when this timeframe is not able to 

occur?

The performance standard for IMFC is that assessments will be completed within five 

working days ninety-five (95) percent of time.  A report will be provided to DHS on a

quarterly basis as to why the assessment is taking more than five days to

complete.  IFMC and DHS will monitor this report on a quarterly basis.  

When a Medicaid member is in the hospital over 10 days is a new assessment required?

When this occurs for an HCBS member today, a new assessment is required.  Beginning 7/1/05, a new assessment will not be required when returning to receive HCBS services, unless the needs have significantly changed.  When this occurs for a facility member today, a new assessment is not required.  That will continue to be the case effective 7/1/05.  In summary, for all members beginning 7/1/05, a new assessment is not required when in the hospital over 10 days, unless the members needs have significantly changed. Case managers, service workers, income maintenance workers, and area agency on aging workers that use ISIS need to be aware that the ISIS system will still start a complete workflow when re-opening the waiver after a hospital stay of more than 10 days.  This process efficiently notifies the case manager/service worker to review the needs and service plan since the consumer just returned from the hospital.  However, the ISIS workflow includes questions about completing an assessment and level of care.  These questions must be answered even though you may not actually be completing a new assessment and level of care determination.  IFMC is able to respond that the prior level of care is valid in the ISIS system. 

At present we evaluate referrals and if they meet criteria for home care services/ or skilled nursing, we obtain orders from the doctor, and complete a Start of Care OASIS...I'm just not real clear about how this will affect us...Should we be expecting to change our practice with regards to MEDICAID admissions? 

IFMC will be doing the on-site assessments for the following Medicaid programs:

· Nursing Facility

· ICF MR

· Five of the HCBS Waivers (all but Elderly).

It is not clear from this question what type of Medicaid program assessments are being described, and assuming may be for home health.   If so, this process described today does not include home health services funded by Medicaid.  Home health does not require a level of care determination.

If a home health agency works with the local AAA for the Elderly Waiver, and the HH agency is contracted to complete the assessments for the EW, the process is not changing.  The Elderly Waiver is not included in this process change.  However, it is important for those involved with the Elderly Waiver to participate in these trainings, because of the options discussion that will occur when requesting facility services.  If an individual requesting facility services is interested in the Elderly Waiver, IFMC will make the necessary referrals via ISIS for the EW.

Does the assessment have to be face-to-face?  If someone is on a waiver program for let’s say two (2) years, can the annual review be telephonic as these people don’t change that much from year to year?

At this time, all reassessments will be done face-to-face.  DHS will monitor the number of assessments and reassessments that are being completed.  If a decision is made to do any reassessments telephonically, notification will be sent to all stakeholders.

Timeframe for reassessment? 

A reassessment will be completed within 90 days for NF and ICF/MR members and annually for those members on a waiver program.  Reassessments for all members will be conducted when there has been a significant change.  

Talk about what options?  Please describe the “options discussion”?

This options discussion presents an opportunity to educate individuals on their long-term care options allowing them freedom of choice of Medicaid services.

For example, a member may qualify for a specific level of care.  The nurse reviewer will describe that member meets the medically necessity requirement for Medicaid funding.  The nurse reviewer will then explain the member may qualify for long-term care services in a facility or in a community based services program (HCBS).  If the member is interested in the options, general discussion will occur regarding options available for the appropriate program. Then if requested, the nurse reviewer would refer to the appropriate service coordination entity.  The nurse reviewer will not recommend specific providers and will not necessarily know if the community providers have the capacity to serve the member.  That would be the responsibility of the service coordination entity.  

When a member is eligible and goes to a NF and then an IFMC reviewer has an options discussion with the person, why do this when it took awhile for the member to agree to the NF?

The review coordinators will be sensitive to this issue when completing the assessment.  As a family member, it would be your responsibility to communicate this type of concern with the case manager and IFMC, that way everyone is aware of the issue.

Will assisted living be a Medicaid option?  

Assisted living providers can be paid for waiver services by Medicaid under the HCBS

waivers, but does not include room and board.  For some programs the HCBS rent 

subsidy is utilized. So assisted living may be an option for HCBS members.

Will IFMC be sharing brochures or what will be shared per county?

IFMC will not be sharing brochures.  They will provide a high level of information about services available.  Remember, you are the ones that know what providers and services are available in the area, IFMC may not know or be expected to know this information.

What about the level of care criteria changes that are being looked at right now

by DHS?  How do these changes (in required ADLs, etc) fit in?

The changes described in this document are in regard to the LOC “process”, rather than the LOC “criteria”.  The legislation has passed, and DHS needs to receive federal approval before implementing the changes to the “criteria”.  Information will be shared with all stakeholders when the change in “criteria” is implemented.  

How do you justify personal interviews vs. telephone – cost? 

Numerous aspects were reviewed prior to the Department issuing a request for

proposal (RFP) to implement this new activity.  The changes are not about cost, but

rather about best practice to provide a consistent and efficient LOC determination

process for all the long term care programs funded by Medicaid.

HCBS – Service Worker/Case Manager/Child Health Specialty Clinic/Area Agency on Aging
Will the SW/CM/CHSC receive copies of the assessment completed by the IFMC reviewer? 

It is understood the importance for the SW/CM/CHSC to have access to the assessment information for care coordination purposes.  Therefore, the assessment will be sent to the worker assigned in ISIS via e-mail.  (Since DHS has software called “Tumbleweed” confidential information will be available to the individual who is receiving the assessment information via e-mail).  All will receive the assessments through Tumbleweed. 

Will the IFMC reviewer work with the SW/CM/CHSC if they are already involved with the individual?  What involvement will SW/CM/CHSC have in the LOC process?  
IFMC has five (5) days to complete the initial assessment after referral (via ISIS).  Notification will be given to the SW/CM/CHSC that an initial HCBS application has been received (simultaneous via ISIS).  If the SW/CM/CHSC has information that would be beneficial to IFMC for assessment purposes, or if they would like to be part of the LOC interview, they should contact IFMC (the contact person is listed in ISIS).  IFMC will work towards coordinating schedules but may not be able to accommodate the interview for all involved within their five (5)-day timeframe.  

For the reassessment, ISIS will notify the SW/CM/CHSC that the reassessment is due.  If the SW/CM has information or would like to be part of the LOC interview, contact the IFMC reviewer.
Will IFMC be able to obtain information from CM files?  Will we be able to provide copies of any diagnostic information from psychologist/psychiatrist?  Wouldn’t IFMC need to obtain information directly from the psychologist like we do?  

The SW/CM/CHSC should continue to provide the information to IFMC as they do today.  

The assessment tools have very personal questions, and for a stranger to ask, it is doubtful they will be happy about answering to a stranger.  

There is opportunity to include SW/CM/CHSC to be as involved as needed, and the SW/CM/CHSC can also contact the family prior to visit to help put them at ease, in preparation for IFMC’s visit.

What is the process if a person applies for facility services but is diverted 

to HCBS?  

The IFMC reviewer will meet with the applicant to discuss long-term care options and determine if the individual meets level of care.  If the member, during discussion, indicates desire for continuing with the HCBS process, the LOC will be documented and ISIS will allow for IFMC to communicate to IMW that an HCBS workflow needs to occur.   The flow will then start for HCBS.  

If it is elderly waiver, LOC may have already been completed, so a new assessment (I-OASIS) would not be needed for submission to IFMC.  The LOC will be identified in ISIS to the AAA.  AAA may want to complete the I-OASIS for their care planning purposes, but that will be up to AAA and DEA to determine.  DHS understands the importance in providing information from the assessment to the AAA to use for care planning purposes, and is working with DEA to determine how that information could be provided (is not on the OASIS, so do not have that to send).  In this situation where LOC has already been completed, the AAA could not be reimbursed for another assessment, so a process will be put in place to reimburse the AAA for the assessment planning/coordination.  

If a member wants the waiver program, will another assessment have to be completed because they are going from a facility to home with waiver services?

No, another assessment is not needed.  If the assessment was completed in a facility and the member met the level of care, then the person meets the level of care if it is appropriate for the waiver program they are applying for.   If a member did not meet the level of care in a facility, then they will not meet level of care for the waiver program.  

Describe the Preliminary Care Plan, and when it will be used.   

The nurse reviewer may recommend a preliminary care plan at the time of the assessment for HCBS members requiring urgent services.  Urgent services are identified as:

· Impending physical danger-real or perceived     OR

· Absence of primary caregiver or functional support system    OR

· Lacks the means of receiving nutrition.

Examples:  stating wants to kill or destroy self or others, a child applying for the MR waiver who is at risk of an institutional placement due to stresses in the family, no food in residence or incapable of preparing or inability to feed self.

A referral is made for NF and Elderly Waiver:  Will you be doing preliminary care plans? 

No  -- Elderly Waiver is not included in this new process, so a preliminary care plan would not be authorized.  An assessment will be completed for NF and an options discussion will be held. If the member chooses waiver versus going into an NF, the IFMC review coordinator will update ISIS so a new milestone path can be started for the waiver program.

How to coordinate with TCM process for eligibility for TCM?
The eligibility process for TCM remains the same.  The Case Manager Supervisor will be notified that there is an applicant for the HCBS programs at the same time IFMC is notified.  This will provide the applicants information as soon as possible so the case manager can work towards determining eligibility for case management.  The only difference is that the person will have a level of care determination within 5 days of this referral.

Families have to wait to get appointment with a DHS worker.  How do you plan to 

get timeliness of the process application? 

Applications will be pended and sent on for IFMC prior to the appointment with the IM worker.  However, an interview will need to be held prior to approval of Medicaid.  An interview is required today before approval.  This has not changed.

What should the SW/CM/CHSC do with the continued stay review (CSR) milestone in ISIS that is asking if an assessment needs to be completed in July or August?

During this transition period, it would be appreciated if you (SW/CM/CHSC) were able to complete this reviews on the members that are showing currently on your work page (even though the review is not due until July 2005).  If you can complete, please do, as this will assist with our transition beginning July 1.  If you are unable to complete, it will be done by IFMC.  

Beginning July 1, 2005 the LOC and CSR milestones will be going directly to IFMC with a notification to the SW/CM/CHSC.  Prior to July 1, the workflow remains as is.  Therefore, if you have received a milestone that a CSR is due during the months of July or August you will need to notify IFMC whether you or IFMC will be completing the assessment.  If you are completing the assessment, follow the same procedures as you do today.  If IFMC needs to complete the assessment, press the “init LOC” button on the program request line.  Answer the milestones as if you had completed the LOC but identify in the comments section that IFMC will need to complete the assessment.

What will the CHSC be doing now? 

The Child Health Specialty Clinic (CHSC) staff will continue to be involved in Care Coordination and as needed, be involved with assessment process. CHSC will continue activity done today, except will not be responsible for the completion of the initial assessment or the re-assessments.  CHSC staff will:
· Develop care plan with member in consultation with interdisciplinary team.

· Coordinate service needs through interdisciplinary team.

· Monitor ongoing member needs and the services to meet those needs.

· Ongoing advocacy on behalf of member.

· Meet with member as required by program policy.
Over the years, a few HCBS consumers have been “grandfathered” to be determined eligible for LOC.  Will consumers who have already been “grandfathered in” continue at the time of re-assessment? 

IFMC will do these reviews and the members will continue to be “grandfathered; as are done today.

You say this will expedite the process for CM and there will be more time to focus 

on care coordination.  How will this occur when additional requirements have

been added?

There are no additional requirements added.  The CM process is the same as today. 

You will still coordinate and work with the interdisplinary team, as you do today.

Long Term Care Facilities and Hospitals 
Describe what will happen if a facility admits a resident before LOC is determined.  Will the facility be paid?  

The procedure and criteria will be the same as is in place today.  Currently level of care approval for Medicaid must be obtained, whenever possible, prior to admission.  If the resident is admitted today prior to the LOC being called-in to IMFC, the facility does take a risk if LOC is not approved.  If it is approved today, the effective date is back to date of admission if the individual is Medicaid eligible.  If it is not approved today, Medicaid payment to the facility will not be approved.  Beginning July 1, the process and concept will be the same.  If resident is admitted before IFMC does an on-site assessment, the LOC will be determined effective the date of admission, and Medicaid payments will be made.  If LOC is denied, then there is no eligibility for Medicaid payments for the resident.   

Will a LTC facility want to admit person if no level of care has been completed? 

What about those needing to be discharged from hospital? What about

emergency situations?

There will be several processes in place to mitigate concerns regarding any delay in discharging members from the hospital to a LTC facility.  Those include:

· The procedure and criteria will be the same as today. Currently level of care approval for Medicaid must be obtained, whenever possible, prior to admission.  If the member is admitted today prior to the level of care being called-in to IFMC, the facility does take a risk if level of care is not approved.  If it is approved today, the effective date is back to the date of admission.  If it is not approved today, Medicaid payment to the facility will not be approved.  Beginning July 1st, the process and concept will be the same.  Staff from admitting LTC facilities often do a pre-screening to determine if it appears the member will meet the Medicaid criteria (both financial and medical necessity).  Based on their clinical judgment they will proceed with admission, knowing the LOC can be done fairly soon.  Again, same concept will apply after July 1, 2005.

· The new process will encourage a LOC determination be completed sooner than it would be today.  For example, today the NF calls in the telephonic review usually after admission, due to the requirement that the admitting facility must complete this process.  Beginning July 1, upon admission to the hospital, the discharge planner or social worker should be thinking of discharge options.  If it is identified that a LTC facility will be needed, the member or family should be advised that they need to submit a Medicaid application, or for Medicaid-eligible members, to contact the DHS Income Maintenance worker.  Once the income maintenance worker is notified, then IFMC will be notified that a long term care assessment has been requested.  A LOC determination can be made without knowing what facility the member will be admitted.  The LOC is for the member, not specific to the facility.

· Opportunity for local DHS office, nursing facilities and hospitals to coordinate and develop local procedures to ensure quick notifications on members needing an assessment and LOC determination.

When does a facility contact IFMC directly to let them know that an individual is interested in LTC in the NF, and when should the facility or family member contact the IMW?     

Please refer to the document “Long Term Care Assessment Scenarios”, which is available at http://www.ime.state.ia.us/LTC/LevelOfCare.html. This document describes several common scenarios/examples and what needs to be done for each scenario.

Do we still have to do case activity reports? 
Case activity reports were used to verify admits and a level of care and the effective date that Medicaid admits and discharges from facilities.  Case activity reports will still be needed in certain circumstances.  Information regarding those circumstances will be clarified in a future Informational Letter. 

Will hospital discharge planners, still go through IM to start medical process?

Yes

What about an admission from out of state?

The IM worker would need to be notified of the member coming to Iowa, just as is done today.  
If a member is in an NF and receiving Title XIX after 7/1/05 what type of

assessment will be included?   

For Medicaid admissions after 7/1/05, a 90-day reassessment will be completed.  For Medicaid admissions prior to 7/1/05, a reassessment will be completed when there is a significant change (condition improves, as identified utilizing the RAI manual guidelines).

What is the purpose of nursing facility 90-day re-assessment?

To re-evaluate the level of care and provide options for a member who may want to 

return to their own home.

So are you saying a member can not go home, they have to stay in a facility until the assessment (or reassessment) is completed by IFMC when they really don’t need to be there?

No we are not saying that.  A member may be discharged when you or the physician feel it is appropriate to discharge, and requested by the member.  You need to let IFMC and the IM worker know about the discharge though, so an unnecessary trip is not made to the facility.

When there is a significant change and IFMC does review – when does payment

stop? 

When the Department receives information that indicates Medicaid should be discontinued, timely notice is required.  Timely notice means a written notice given at least ten calendar days before the effective date of adverse action.  The Department will cancel Medicaid the end of the month that information is received that a client no longer meets level of care, unless the information is received during the last 10 days of the month.  When the information is received in the last 10 days of the month, the cancellation will be effective the end of the following month.
Level of care for Resource Center – ICF/MR:  Is assessment needed going from

ICF/MR to MR Waiver? 

A level of care follows the person, it is not owned by the facility type.  
MHI-Adults or children, how will this be handled? 

Mental Health Institution (MHI) and Psychiatric Medical Institution for Children (PMIC)

review remains the same, as it is today, a telephonic process.

If in a NF and Medicaid eligible before 7/1/05, a person breaks hip – skilled care – discharged from skilled care – do they need a new LOC?  

It is our understanding that the question is as follows:  

· member already determined to meet LOC for Medicaid

· condition worsened when broke their hip

· stay became skilled/Medicare covered

· The skilled/Medicare is ending, now asking if need a new LOC for Medicaid.

In this situation, a level of care has already been determined by IFMC prior to breaking the hip; a new LOC is not needed.

Income Maintenance Workers (IMWs)
When does a facility contact IFMC directly to let them know that an individual is interested in LTC in the NF, and when should the facility or family member contact the IMW? 

Please refer to the document “Long Term Care Assessment Scenarios”, which is available at http://www.ime.state.ia.us/LTC/LevelOfCare.html.  This document describes several common scenarios/examples and what needs to be done for each scenario.

Question on acute care flow, (swing bed or skilled unit) and how eligibility is determined.
The authorization of Medicaid payment for long term care services begins with the Income Maintenance (IM) worker in the local Department of Human Services office.  If the person does not have Medicaid, an application for Medicaid needs to be completed and returned to the local DHS office.  Once the application is received, the IM worker will start the enrollment process.  IFMC will be notified to make contact with the individual/family to determine long-term care options when necessary.

If the person is already eligible for Medicaid, there is an IM worker assigned.  However, Medicaid does not always include coverage of long-term care services.  The person or someone acting as their representative (case manager, social worker, facility staff, etc) must report to the IM worker that the person has entered a facility so that a determination of coverage of the long term care services can be completed.  The facility can do this by completing form 470-0042, Case Activity Report.

If a person applies for Medicaid facility or waiver, should the Income Maintenance Worker pend the case in IABC.  
Yes, the Income Maintenance Worker should enter the case in IABC and pend for either facility or waiver. The IM should answer “continue” on the first milestone in ISI if there is no reason to believe that the application should be denied.  The notification for level of care does not go to IFMC until the IM answers this milestone by choosing IFMC. 

Do we still have to do case activity reports? 
Case activity reports were used to verify admits and a level of care and the effective date that Medicaid admits and discharges from facilities.  Case activity reports will still be needed in certain circumstances.  Information regarding those circumstances will be clarified in a future Informational Letter. 

How will waiting lists be taken care of?

Due to an appropriation by the legislature of $6 million to help alleviate the waiting lists for the HCBS waivers, a plan has been developed by the Bureau of Long Term Care to distribute the waiver slots in an ordered manner.  Please refer to Informational Release No. 425 for information on reducing the waiting list (available at http://www.ime.state.ia.us/HCBS/help_ownhome.html 

Lower level of care:  ISIS milestone (yes or no) to notify worker? 

After the initial approval of level of care, a person’s condition may improve so that they

 no longer need the current level of care.  If the person continues to need care in a

 medical institution, eligibility can continue with payment at the lower level of care while

 looking for placement at the correct level of care.  No changes are needed in ABC or

 ISIS until the person actually moves to a different facility.  Therefore no milestone is

 started to notify the workers of lower of level of care payments.

Will hospital discharge planners, still go through IM to start medical process?

Yes

When there is a significant change and IFMC does review – when does payment

stop? 

When the Department receives information that indicates Medicaid should be discontinued, timely notice is required.  Timely notice means a written notice given at least ten calendar days before the effective date of adverse action.  The Department will cancel Medicaid the end of the month that information is received that a client no longer meets level of care, unless the information is received during the last 10 days of the month.  When the information is received in the last 10 days of the month, the cancellation will be effective the end of the following month.
When the member is in the hospital, will the 30 days be waived for elderly waiver or home health?

The 30-day requirement will not be waived.  This requirement is for the 300 percent group.  This needs to be part of the consideration when you are evaluating the person and have them stay in your facility for at least 30 days.

MR Diagnosis and CPC Administrator (For HCBS or ICF MR)
How will the psychological evaluation information be collected for the HCBS MR waiver?  
The IFMC reviewer will contact the applicant to set up a time for the LTC assessment.  At this time, the reviewer will request from the applicant (or their family member/guardian) to have available any information that will document the diagnosis.  If the information is not available, the application will not be denied but rather an ISIS milestone will notify the SW/CM to assist in obtaining the information as they do today.  DHS is working on a process to expedite a limited approval based on a lack of supporting documentation to support the MR diagnosis.  Information will be made available as soon as the process is outlined.  

Will case management still be doing the ICF MR Screen? 
Yes, the Iowa Administrative Code 441 82.7(1) requires that a person seeking ICF/MR placement be referred through targeted case management. 
Will IFMC monitor when psychologicals need to be updated?  

IFMC will attempt to obtain the psychological during the initial assessment.  If they are unable to obtain this necessary information, the SW/CM will be notified that assistance is needed.  For the ongoing psychological information, it will be the responsibility of the Case Manager (only needed for the HCBS MR program).  In many cases the information may be available in the IM record when the final decision is made.
MR IQ:  Time to re-evaluate timeframes when an updated psychological is due?

The DHS will re-evaluate the timeframes that are currently in the Iowa Administrative code related to the updates for a MR diagnosis.  Beginning July 1, 2005 the timeframes will remain the same.

Psychologicals can take two-three months to get.  Will this affect level of care?

The IFMC reviewer will contact the applicant to set up a time for the LTC assessment.  At this time, the reviewer will request from the applicant (or their family/guardian) to have available any information that will document the diagnosis.  If the information is not available, the application will not be denied but rather an ISIS milestone will notify the CM/SW to assist in obtaining the information just as they do today.   DHS is working on a process to expedite a limited approval based on a lack of supporting documentation to support the MR diagnosis.  Information will be made available as soon as the process is outlined.

MR diagnosis:  DDS has determined a member is disabled based on diagnosis of

mental retardation.  How do we get that information/documentation from DDS? 

This is no different that the process today.  DDS sends the information to the IM worker.

Coordinate with the IM worker, as the information may be available in the IM record

when final decision made. The IM can send the consumer’s disability information

directly to the consumer or guardian. However, the IM worker would need a release of

information signed by the consumer or guardian before they could release information

to someone other than the consumer such as a case manager.  

Level of care for Resource Center – ICF/MR:  Is assessment needed going from

ICF/MR to MR Waiver? 

A level of care follows the person, it is not owned by the facility type.  

Referral for legal settlement being done prior to the FASST tool, will IFMC plan to do it?   

No. The legal settlement continues to be done as is today, by the SW/CM.  What

was referred to during the ICN was that legal settlement will still be done prior to the assessment, but only the assessment is done by IFMC.  

Is this something we will be doing concurrently?   

No, legal settlement is done by SW/CM prior to IFMC doing assessment.   

I see a lot of work being done at the same time by IFMC and by TCM.  Seems like the referral and assignment to a TCM will have to go quickly.  

Yes, IFMC and TCM will need to work together on behalf of the member.

We have so many things to do before we can accept someone it seems like the IFMC procedure doesn't allow time for TCM to go through our steps to acceptance before we will be assigned a case on ISIS with an expectation of having services in place immediately, what a problem this could be in the rural communities.   

IFMC is simply determining LOC.  You will still need to complete any TCM requirements.  If IFMC determines LOC before you can accept into TCM, it simply means the member cannot access the services until all eligibility requirements (Medicaid financial and TCM) are in place.  

I don't see a change in the child MR waiver procedure since we cannot set it up ourselves.  I would have to think through the adult cases that we could serve (and get paid for TCM) without waiver while we work up setting up the waiver.   

The process has not changed for children, other than the ability to do a preliminary

care plan.  And the SW may not need to visit with the consumer, so it may be possible for TCM to get/accept cases faster than they do today.  And if all happens in the same month, TCM can get paid for setting up the waiver.

Will the Case Management and CPC forms be revised and how will we get

them?  (They currently list the name of the facility they will be

residing at but the change is the loc will go with the client and it

won't matter if they move to another facility).  At this time payment

doesn't begin until they are signed, will this continue?

DHS is working on the elimination of these forms as the prescreening by TCM and approval by the CPC are completed in ISIS.  For initial enrollments, the process would be completed in ISIS through the workflow process.  DHS manuals will need to be updated to reflect this process.  When a person moves from one facility to another and the case manager receives the request (milestone) for prescreening, the case manager should reference the previous prescreening completion for the previous ICF MR in the comments section.  If there is a break in ICF MR service, the case manager and CPC will be required to complete the initial enrollment process.

Will time limited stays continue as is? (State Resource Centers).

Yes, the same telephonic process as today.

D&E still have to be completed prior to the face-to-face assessment?

The face-to-face assessment may be completed prior to the facility’s completion of the D & E.  However, IFMC cannot determine the LOC until receipt of the D & E information.  The LOC will be effective the date of admission if the D & E confirms the appropriate diagnosis. The facility will email the review coordinator with the D&E completion date. 

Will we continue to do readmissions when a member goes to the acute

hospital setting and then is discharged to skilled?  (This was done for

payment purposes).  So LOC has changed to skilled from ICF/MR but will be

going back to ICF/MR facility when skilled LOC changes.

If the member changes level of care, a new assessment would need to be completed.    

IFMC – IME Medical Services Unit
Who will be doing these reviews?  Will the people doing reviews have the same credentials as today?

The IFMC has hired a team of licensed professional staff with backgrounds in long-term care, mental health/mental retardation and home health.  They are all licensed nurses in the state of Iowa.  They will have the same credentials as today, and will utilize criteria, management expertise and Medical Director just as they do today.

What is the background of the IFMC reviewers?

The varied reviewers have experience in long-term care, ICF/MR or home health agencies.  There are twenty (20) RNs and two (2) LPNs licensed in the state of Iowa that make up the team of home based review coordinators.

How many reviewers will there be? 
As of July 1, 2005 there will be 22 field reviewers.  Their dedicated focus is to work with individuals with the LTC assessment.  If the need requires more, IFMC has a backup plan to continue to meet their contractual obligation.  

Twenty-two field workers, is this enough?   
IFMC’s focus is to complete assessments and determine level of care with individuals in the LTC assessment review process.  IFMC will monitor the review activity according to performance standards in the contract.  If the need requires more, IFMC has a backup plan to continue to meet their contractual obligation.  IFMC is determined to meet or exceed contractual obligations.

Describe the Preliminary Care Plan, and when it will be used.   

The nurse reviewer may recommend a preliminary care plan at the time of the assessment for HCBS members requiring urgent services.  Urgent services are identified as:

· Impending physical danger-real or perceived     OR

· Absence of primary caregiver or functional support system    OR

· Lacks the means of receiving nutrition.

Examples:  stating wants to kill or destroy self or others, a child applying for the MR waiver who is at risk of an institutional placement due to stresses in the family, no food in residence or incapable of preparing or inability to feed self.

How will the nurse reviewer handle no-shows?   
The nurse reviewer will call to schedule the appointment with the individual or responsible party at a time that is mutually agreed.  If the individual/responsible party is not at the scheduled appointment, the reviewer will re-schedule.  Efforts will be made for two appointments.  If the re-schedule has not happened after two attempts, ISIS will be marked assessment not received and the CM/SW/CHSC will be notified by email of the failed attempts to schedule the appointment. In these instances, IFMC cannot deny the application.  It would be up to CM/SW/CHSC to communicate the need for keeping the appointment with the family/member.  The milestone can move back to IFMC to complete the LOC.  Or, the CM/SW/CHSC can deny the application.

What if a person is having a “bad day”?  How can the assessment be completed?  
When a person is having a “bad day”, the representative or responsible party with the member will be asked to assist in completing the assessment.   If there is no representative with the member, the CM/SW/CHSC will be contacted to answer questions regarding the member.  If it becomes extremely difficult for the member, the reviewer will not complete the assessment, will leave the residence and contact the CM/SW/CHSC.
Describe “significant change” when a re-assessment would be completed?  
Significant change is no different than it is today.  For nursing facility, significant change is identified according to the RAI manual.  The final decision regarding what constitutes a significant change in status must be based upon the judgment of the clinical staff utilizing the RAI manual guidelines. We do not want a new assessment completed for LOC purposes when the patient “worsens”, but rather when they improve.

For ICF/MR and MR waiver, significant change is a change in their current program needs in areas they are currently working on, ie: toileting ambulation, returned from hospital due to hip fracture, now no longer able to continue these programs. 

For other waivers, significant change would be an increase or decrease in identified care needs.  (Example: using oxygen by mask, went to hospital, now has a tracheostomy)

Will consumers/guardians have an appeal process if the consumer is denied level of care?  Can CM/SW/CHSC assist in an appeal by providing further documentation? 
The process for appeal of the denial of level of care will be the same as is in place today.  (For NF, see IAC 441-81.3).  An opportunity will continue to be available to ask IFMC for reconsideration.
Will IFMC be able to obtain information from CM files?  Will we be able to provide copies of any diagnostic information from psychologist/psychiatrist?  Wouldn’t IFMC need to obtain information directly from the psychologist like we do? 

Currently IFMC receives information from the case managers/service workers regarding the psychological information to determine level of care.  IFMC is contracted by DHS to perform this task on behalf of DHS.  The sharing of this information should follow the same process.  

Will IFMC be doing all assessments for both DHS targeted case managers and county targeted case managers?  

Yes.  IFMC will complete all assessments to determine level of care for the identified Medicaid programs (Nursing Facility, ICF/MR and 5 HCBS waivers (AIDS, Brain Injury Ill & Handicapped, Mental Retardation and Physical Disability).

How will IFMC know there are assessments to be completed and what happens when assessments aren’t completed in five (5) days? 

The ISIS workflow will change. The IM worker will send a milestone at the same time for a referral to complete the assessment/level of care.  The nurse reviewer will make every attempt to complete the assessment/level of care process within the five (5) working days performance standard in their contract.  The nurse reviewer will contact the CM listed in ISIS. If the CM is aware of a guardian, let the nurse reviewer know this information. 

For the MR waiver and ICF/MR reviews, all relevant information including diagnoses should be made available to the nurse reviewer when completing the assessment.  No further confidentiality documentation needs to occur for IFMC to complete this process.

Does guardian and or durable power of attorney have to be present during

the assessment process?

Any person that has information to assist in completing the assessment should be present or furnish the information to the nurse reviewer via telephone or email.  This communication may happen either before or after the completion of the assessment.  This may also assist in easing the process for the member.

Will IFMC continue to do yearly onsite review for NF or ICF/MR?
No.  An initial assessment will be completed and then a 90-day reassessment will be completed.   MDS validation reviews will continue as they do today. 

Will IFMC contact facility when 90 days come up? 

IFMC will be contacting the facility prior to the 90th day to complete a reassessment.

What happens if IFMC cannot contact the consumer?  Should guardian, family

member, TCM/SW, group home staff be notified?  

Every attempt will be made to make the contact.  The goal is to assist the member in receiving services they need following a completed assessment.

Assessment completion, will it be verbal or physical?  We ask for a

demonstration of some tasks on the assessment, will IFMC do the same?

Yes.  The nurse reviewer will complete an accurate assessment, asking the member to demonstrate when appropriate.  

NF staff now calls IFMC when admission is pending.  Who will call after July 1st?  

IFMC will be notified by ISIS as a referral, that an assessment needs to be completed.  The telephonic review process will no longer be in place beginning July 1, 2005, except for private pay review. 

How will IFMC know an assessment in waiver is due after 7/1/05?

An ISIS milestone will make a referral to IFMC to complete an assessment and 

determine level of care within five (5) days following the referral in ISIS.

Will IFMC have flex hours to accommodate working parents & school for those kids in the waiver programs? 

The nurse reviewers will work towards coordinating schedules but may not be able to accommodate the interview for all involved within the five-day timeframe.  Every opportunity will be made to accommodate parents and children in the waiver programs.

Interpreters:  How to handle?

IFMC will work with DHS to determine available interpreters.  

Will we have the opportunity to meet with IFMC staff?

If schedules allow, the nurse reviewers may be able to attend the HCBS quarterly meetings.  As this program begins, after July 1, 2005 will be a better indication of time and schedules.  This is something IFMC management will consider.

When scheduling face-to-face assessment and guardian is out of town, what will

happen?

The nurse reviewer will make every attempt to complete the face-to-face assessment

with all parties the member wants involved.  If the assessment can be completed, the

reason will be documented in the ISIS milestone.

When the LOC is completed and entered in ISIS within five (5) days, what is the physician review time limit?

IFMC allows the attending physician to respond by telephone or by mailed letter returned to IFMC within ten (10) days with or without additional information.  If a review coordinator is still unable to approve the LOC, a physician reviewer will review the assessment and ISIS will be updated within two (2) days.

How will IFMC reviewers be assigned? When will IFMC reviewer’s names be available to the field?

The reviewers are assigned by county.  A list of nurse reviewers, phone number and e-mail address and the counties they will cover can be found at http://www.ime.state.ia.us/LTC/LevelOfCare.html. 

Any ongoing contact with IFMC staff?

IFMC home based reviewer’s names and email addresses will be listed on ISIS for any dialogue that may need to occur.  With all parties working together, the member will benefit and quality of care will increase. 

Will IFMC have a back-up plan if reviewers are not able to complete reviews within five (5) days?

IFMC’s focus is to complete assessments and determine level of care with individuals in the LTC assessment review process.  IFMC will monitor the review activity according to performance standards in the contract.  If the need requires more, IFMC has a backup plan to continue to meet their contractual obligation.  IFMC is determined to meet or exceed contractual obligations.

NF assessment tool, can we see the tool?

The tool is available at http://www.ime.state.ia.us/LTC/LevelOfCare.html .
Will the guardian be involved?

Any person that has information to assist in completing the assessment should be present or furnish the information to IFMC via telephone or email.  This will assist in an efficient process for the member.  Every attempt will be made to contact.  The goal is to assist the member in receiving services they need following a completed assessment.

IFMC will make every attempt to complete the face-to-face assessment with all parties

the member wants involved.  If the assessment can be completed, the reason will be

documented in the ISIS milestone.

If the IFMC reviewer can’t make an appointment due to “no show”, is this a

denial?

This is not a denial.  A comment will be placed in ISIS stating an appointment can’t be

made due to “no show”.

When IFMC completes the assessment and there is a change in LOC, will the

member be notified of the change?

Yes.  An NOD will be left with the member.

Who will be contacted, the member or guardian?

Any person that has information to assist in completing the assessment should be present or furnish the information to IFMC via telephone or email.  This will assist in an efficient process for the member.  Every attempt will be made to contact.  The goal is to assist the member in receiving services they need following a completed assessment.

IFMC will make every attempt to complete the face-to-face assessment with all parties

the member wants involved.  If the assessment can be completed, the reason will be

documented in the ISIS milestone.

IME Provider Services Unit
How are Nursing Facilities being introduced to the PC-ACE Pro 32 Software?

There have been two informational releases sent out to all provider types. Please see informational release #405 dated 3/15/05 and informational release #416 dated 5/20/05 for complete information.  Informational release #416 has been included as an attachment for your convenience.  Also, please see the attached handout entitled “PC-ACE Pro32”. This will take providers through the steps of getting setup to use the software.

Will training be provided on the PC-ACE Pro32 software?

Yes, guide sheets are currently available at the following website:

http://www.noridianmedicare.com/provider/edi/user_docs_iowa_medicaid.html 

The guide sheets will walk you step-by-step through the program.

If we are not set up to bill electronically by July, what do we do?

If you are not yet set up to submit Medicaid claims electronically with EDISS, you will need to submit a paper claim.  Until you have enrolled with EDISS and have successfully tested electronic claim submissions, you will continue to receive paper TADS to file your Medicaid claims.  For questions on filing TADS please contact:

IME Provider Services

800-338-7909 or 515-725-1004 (local calls)

If we are billing on paper (with the TADS), where do we send our claims?  What is the deadline for the first payment cycle in July?

The June 2005 TADS must be received in the IME Facility by July 7, 2005, in order to be paid on the July 11, 2005 Remittance Advice.  Claims received after July 7, 2005 will not be paid until July 25, 2005.  Submit your claims to:

Iowa Medicaid Enterprise Claims

PO Box 150001

Des Moines, IA 50310

After July 1, 2005, Medical Providers – how to apply?

Providers will need to contact IME Provider Services at 1-800-338-7909. Providers will also be able to access the provider enrollment forms online at: www.ime.state.ia.us 
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