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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 section 1915(c) of the Socia
Security Act. The program permits a state to furnish an array of home and community-based services that assist Medicaid
beneficiaries to live in the community and avoid institutionalization. The state has broad discretion to design its waiver program to
address the needs of the waiver's target population. Waiver services complement and/or supplement the services that are available
to participants through the Medicaid state plan and other federal, state and local public programs as well as the supports that
families and communities provide.

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

Request for an Amendment to a 81915(c) Home and Community-Based Services

WENWE]

1. Request I nformation

A. The State of Alaska requests approval for an amendment to the following Medicaid home and community-based services
waiver approved under authority of 81915(c) of the Social Security Act.

B. Program Title:
Individualized Supports Waiver

C. Waiver Number:AK.1566

D. Amendment Number:

E. Proposed Effective Date:  (mm/dd/yy)

[os/01/27
Approved Effective Date of Waiver being Amended: 07/01/23

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:
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Throughout this waiver amendment, the state has updated language to reflect the current regulatory requirements. Additionally,
the state has reorganized and re-written this waiver to mirror the language in the state's other approved waivers and to make it
easier for stakeholders to read, find, and understand the contents of the waiver. The state's processes have stayed the same, aside
from the Purpose of the Amendment changes listed below.

Main

» Added transition plan for moving from the Inventory for Client and Agency Planning (ICAP) assessment tool to the
Developmental Disability Assessment Tool for Children (DDAT-C) and the Developmental Disability Assessment Tool
(DDAT).

Appendix A
» Updated and reorganized language.

Appendix B

» Updated and reorganized language;

» Updated safeguard language to align with current practice;

» Updated selection of entrants to the waiver language to align with current practice;

» Updated eligibility groups served to align with current practice;

* Reviselanguage to clarify level of care terminology;

» Described the state's process to transition from the Inventory from the Inventory for Client and Agency Planning (ICAP) to
the Developmental Disability Assessment Tool for Children (DDAT-C) and the Developmental Disability Assessment Tool
(DDAT); and

» Specified the quaifications of individuals who perform reassessments.

Appendix C

» Updated and reorganized service definitions and provider specifications language to reflect current regulatory requirements
and to mirror the language in the state's other approved waivers;

» Changed Adult Host Home to match statutory name: Host Home Care Service;

* Added Host Care Home license as a type of Respite service provider;

» Clarified remote/telehealth delivery of waiver services language to align with current practice;

» Clarified which services can be provided by alegally responsible individual or relative; and

» Specified the state's option to provide services in acute care hospitals to align with current practice.

Appendix D
» Updated and reorganized language; and
» Updated safeguard language to align with current practice.

Appendix F

» Updated and reorganized language;

» Updated language to align with the Office of Administrative Hearings' processes; and
» Updated grievance policy to comply with Federal Access Rule.

Appendix G

» Updated and reorganized language;

» Changed the name of "behavioral support plan” to "restrictive intervention plan” to allow for inclusion of modifications to the
settings rule; and

» Added information for medication management in licensed foster homes.

Appendix H
» Updated and reorganized language; and
* Added additional task committees listed.

Appendix |

» Updated and reorganized language;

» Updated to include all audits performed by the state; and

» Updated care coordination rate setting methodology align with current practice and to mirror the language in the state's other
approved waivers.
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3. Nature of the Amendment

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following
component(s) of the approved waiver. Revisions to the affected subsection(s) of these component(s) are being submitted
concurrently (check each that applies):

Component of the
Approved Waiver

Waiver I
Application

Subsection(s)

A.lb B |

Appendix A -
Waiver I 2a I
Administration
and Operation

Appendix B -

Participant | 2.c,31,4b, 6.cdfhij, 7.ab, 8 Ql.aii, Qlb-i |
Access and

Eligibility

Appendix C -
oicipant | CUC3, Lcd, 2 266,95.1,2,3, Ql.a-i, Ql b |

Services

Appendix D -
Participant
Centered | 1.b,d,d-i, o-ii, e f,g,i 2.ab Ql-aii, Ql.b-i |
Service
Planning and
Delivery

[ Appendix E -
Participant I I
Direction of
Services

Appendix F -
Participant | 1,2b,3bc |
Rights

A endix G -
oo tcipant l 1bcde 2abc 3bc Qlail, Qlbi |

Safeguards
Appendix H Lai, 1b-i, Lb-ii
Appendix | -

Finandial | 1, 2.ab,d, 5.b, Ql.aii, Ql.b-i |
Accountability

L Appendix J -
Cost-Neutrality I I
Demonstration

B. Natur e of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment (check
each that applies):

[ Modify target group(s)
I M odify Medicaid dligibility
L] Add/delete services

[ Revise service specifications
O Revise provider qualifications
[ I ncrease/decr ease number of participants

[ Revise cost neutrality demonstration
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|:lAdd participant-direction of services
Other

Specify:

Transition to new assessment tools.

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

1. Request I nformation (1 of 3)

A. The State of Alaska requests approval for a Medicaid home and community-based services (HCBS) waiver under the
authority of section 1915(c) of the Socia Security Act (the Act).
B. Program Title (optional - thistitle will be used to locate this waiver in the finder):

Individualized Supports Waiver
C. Type of Request: amendment

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

3years ® Syears

Draft ID: AK.007.01.06
D. Type of Waiver (select only one):
Regular Waiver

E. Proposed Effective Date of Waiver being Amended: 07/01/23
Approved Effective Date of Waiver being Amended: 07/01/23

PRA Disclosur e Statement

The purpose of this application isfor statesto request aMedicaid Section 1915(c) home and
community-based services (HCBS) waiver. Section 1915(c) of the Socia Security Act authorizes the
Secretary of Health and Human Services to waive certain specific Medicaid statutory requirements so
that a state may voluntarily offer HCBS to state-specified target group(s) of Medicaid beneficiaries who
need alevel of ingtitutional carethat is provided under the Medicaid state plan. Under the Privacy Act
of 1974 any personally identifying information obtained will be kept private to the extent of the law.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection
of information unlessit displays avalid OMB control number. The valid OMB control number for this
information collection is 0938-0449 (Expires: July 31, 2027). The time required to complete this
information collection is estimated to average 163 hours per response for a new waiver application and
78 hours per response for a renewal application, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this
form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop
C4-26-05, Baltimore, Maryland 21244-1850.

1. Request I nformation (2 of 3)

F. Level(s) of Care. Thiswaiver isrequested in order to provide home and community-based waiver servicesto individuals
who, but for the provision of such services, would require the following level(s) of care, the costs of which would be
reimbursed under the approved Medicaid state plan (check each that applies):

[l Hospital
Select applicable level of care
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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:

Inpatient psychiatric facility for individuals age 21 and under as provided in 42 CFR § 440.160
O Nursing Facility
Select applicable level of care

Nursing Facility as defined in 42 CFR § 440.40 and 42 CFR § 440.155
If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care;

Institution for Mental Disease for personswith mental illnesses aged 65 and older as provided in 42 CFR §
440.140

Intermediate Care Facility for Individualswith Intellectual Disabilities (ICF/11D) (asdefined in 42 CFR §
440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICH/I1D level of care:

n/a

1. Request Information (3 of 3)

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

® Not applicable

Applicable
Check the applicable authority or authorities:

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

I:|Wajver(s) authorized under section 1915(b) of the Act.
Specify the section 1915(b) waiver program and indicate whether a section 1915(b) waiver application has been
submitted or previously approved:

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

LA program operated under section 1932(a) of the Act.
Specify the nature of the state plan benefit and indicate whether the state plan anendment has been submitted or
previously approved:
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|:|A program authorized under section 1915(i) of the Act.
I:|A program authorized under section 1915(j) of the Act.

I:|A program authorized under section 1115 of the Act.
Soecify the program:

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

Thiswaiver provides servicesfor individualswho are eligible for both M edicare 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,
organizationa structure (e.g., the roles of state, local and other entities), and service delivery methods.

The purpose of the Individualized Supports Waiver (ISW) isto provide servicesto people with IDD living in the community
who have less intensive needs than people on Alaska's IDD waiver (AK.0260).

The ISW alows Medicaid-eligible individuals with an intellectual or developmental disability (I/DD) and who meet institutional
level of care have accessto an array of support services intended to ensure community inclusion. The waiver is administered
statewide and is available to individuals of all ages. The ISW provides support services to individuals who might otherwise
reside in an Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/11D) for more than 30 days per year.
Access to the services offered on the ISW allow individuals to live and work as independently as possible in integrated
community settings.

The waiver is administered by the Alaska Department of Health (Department), the state's Single Medicaid Agency (SMA), and is
operated by the Division of Senior and Disabilities Services (SDS) within the applicable federal regulations.

The ISW implements a point-in-time enroliment limit of 600 participants each year the waiver isin effect and does not go over
the maximum number of 620 unduplicated participants served each year.

The waiver contains an individual budget limit, set at $25,608 in Waiver Year 1 (WY 1) of thiswaiver cycle. The waiver also
contains an individual cost limit, set at $38,412 in WY 1 of thiswaiver cycle, which reflects a geographic differential that is
applied to waiver service payment rates. Thisalows all ISW participants afair and equitable opportunity to receive the same
amount of services regardless of where they livein Alaska.

Both limits are indexed to service rate inflation in subsequent years, unless the Department Commissioner determines no
inflation adjustment will occur in a specific fiscal year.

ISW participants are expected to have available services and supports from other sources that, in combination with waiver
services, are sufficient to assure their health and welfare.

Applicants access the waiver through a cadre of private SDS certified Care Coordinators. Once drawn, the individual or a Care
Coordinator submits an initial application to SDS to assessif they meet level of care for an ICF/11D. Upon approval, the Care
Coordinator assists with the person-centered Support Plan development and all subsequent Support Plan amendments, renewals,
and redeterminations. Services are delivered by SDS-certified home and community-based provider agencies.

3. Components of the Waiver Request

Thewaiver application consists of the following components. Note: 1tem 3-E must be completed.
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A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of this
waiver.

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

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

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

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

Yes. Thiswaiver provides participant direction opportunities. Appendix E isrequired.

® 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 thiswaiver.

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 section 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 cesfor the Medically Needy. Indicate whether the state requests awaiver of section
1902(a)(10)(C)(i)(I11) of the Act in order to use ingtitutional income and resource rules for the medically needy (select
one):

Not Applicable
® No
Yes

C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin section 1902(a)(1) of the

Act (select one):

® No
Yes

If yes, specify the waiver of statewideness that is requested (check each that applies):

[ Geographic Limitation. A waiver of statewidenessis requested in order to furnish services under this waiver
only to individual s 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:
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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 § 441.302, the state providesthe following assurancesto CM S

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

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

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

3. Assurance that all facilities subject to section 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 this waiver. The procedures for evaluation and reevaluation of level of care are specified in Appendix B.

D. Choice of Alternatives: The state assures that when an individual is 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
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waiver by the state's Medicaid program for these individuals in the institutional setting(s) specified for thiswaiver.

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

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

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

J. Servicesfor Individualswith Chronic Mental IlIness. The state assures that federal financial participation (FFP) will
not be claimed in expenditures for waiver servicesincluding, but not limited to, day treatment or partial hospitalization,
psychosocial rehabilitation services, and clinic services provided as home and community-based servicesto individuals
with chronic mental illnesses if these individuals, in the absence of awaiver, would be placed in an IMD and are: (1) age
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.140; 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-I must be completed.

A. Service Plan. In accordance with 42 CFR 8 441.301(b)(1)(i), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver services in meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. 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 § 441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICF/11D.

C. Room and Board. In accordance with 42 CFR § 441.310(a)(2), FFP is not claimed for the cost of room and board except
when: (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 servicesincluded in the service plan unless the state has received approval to limit the number
of providers under the provisions of section 1915(b) or another provision of the Act.

F. FFP Limitation. In accordance with 42 CFR Part 433 Subpart D, FFP is hot 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. If aprovider certifiesthat 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 Part 431 Subpart E, to
individuals: (a) who are not given the choice of home and community-based waiver services as an aternative to
institutional level of care specified for thiswaiver; (b) who are denied the service(s) of their choice or the provider(s) of
their choice; or (c) whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's
procedures to provide individuals the opportunity to request a Fair Hearing, including providing notice of action as
required in 42 CFR § 431.210.
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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; (€) financia 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:

To be completed after public comment closes.

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'sintent to submit a
Medicaid waiver request or renewal request to CM S 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.

7. Contact Person(s)

A. The Medicaid agency representative with whom CM S should communicate regarding the waiver is:

Last Name:

|Newman |
First Name:

|Anthony |
Title:

|Director, Division of Senior and Disabilities Services I
Agency:

|Division of Senior and Disabilities Services, Department of Health I
Address:

[P.0. Box 110680 |
Address 2:

|none I
City:

|Juneau
State: Alaska
Zip:

loos11
Phone:

[(007) a65-5481 | ext |Lrry

11/12/2026



Application for 1915(c) HCBS Waiver: Draft AK.007.01.06 - May 01, 2027

Fax:

E-mail:

(907) 465-1170

Page 11 of 219

|anth0ny.newman@al aska.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:

State:

Zip:

Phone:

Fax:

E-mail:

|Nevvman |

|Anthony |

|Director, Division of Senior and Disabilities Services

|Division of Senior and Disabilities Services, Department of Health

|P.O. Box 110680

|none

|Juneau

Alaska

loos11

[(007) a65-5481 | ext |Urry

[(907) 465-1170 |

|anthony.newman@aJ aska.gov

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, congtitutes the state's request to
amend its approved waiver under section 1915(c) of the Social Security Act. The state affirms that it will abide by all provisions
of the waiver, including the provisions of this amendment when approved by CMS. The state further attests that it will
continuously operate the waiver in accordance with the assurances specified in Section V and the additional requirements
specified in Section VI of the approved waiver. The state certifies that additional proposed revisions to the waiver request will be
submitted by the Medicaid agency in the form of additional waiver amendments.

Signature:

Submission Date:

State Medicaid Director or Designee

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

Last Name:

[Ricci |
First Name:

[Emily |
Title:

|Deputy Commissioner I
Agency:

|Department of Health |
Address:

[3601 C Street |
Address 2:

[suite 902 |
City:

IAnchorage |
State: Alaska
Zip:

09503 |
Phone:

[(207) 2697800 | ext: | |0 rrv
Fax:

(907) 465-1190 |
E-mail:

Attachments _ [emilyricd@dasagy ]

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

O Replacing an approved waiver with thiswaiver.

[ Combining waivers.

[ Splitting one waiver into two waivers.

[ Eliminating a service.

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

IjAdding or decreasing limitsto a service or a set of services, as specified in Appendix C.

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

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

Making any changesthat could result in some participantslosing eligibility 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:
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SDSwill start the process of transitioning from the Inventory for Client and Agency Planning (ICAP) to the Developmental
Disability Assessment Tool for Children and the Developmental Disability Assessment Tool. Both tools are standardized and
validated by interRAI and are customized to align with the federal definition of developmental disability under 42 USC §
15002(8)(A) and AS 47.80.900(6). The transition does not apply to any initial applicants or enrolled participants under three
years of age.

The Comprehensive File Review, the Developmental Disability Assessment Tool for Children and the Developmental Disability
Assessment Tool will be the primary tools used to assess eligibility and to determine Intermediate Care Facility for Individuals
with Intellectual Disabilities (ICF/11D) level of care. SDS will administer these tools to assess initial waiver applicants' level of
care and reassess enrolled waiver participants level of care.

ASSESSMENT TOOLS

« Individuals up to three years of age: Comprehensive File Review (current practice, no transition applies);

« Individuasthree years of age up to four years of age: Comprehensive File Review;

* Individualsfour years of age up to 18 years of age: Developmental Disability Assessment Tool for Children (DDAT-C);
e Individuals 18 years of age and older: Developmental Disability Assessment Tool (DDAT).

To ensure there is no disruption for an enrolled waiver participant's eligibility during the transition period, due to the
implementation of the new assessment tool, SDSwill utilize a dual assessment approach. Any enrolled participant who isthree
years of age and older and found ineligible will be reassessed using the legacy tool, the ICAP. If the ICAP finds the participant
eligible, SDS will sustain the eligibility of the participant for that level of care evaluation year. Alternatively, if the participant is
found ineligible with the ICAP, appeal rights apply in accordance with Appendix F and the state's Fair Hearing regulations.

The transition period is estimated to last approximately one year, until every initial applicant and enrolled waiver participant ages
four and older has been assessed with either the DDAT-C or the DDAT at least once.

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):
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Continued from Appendix C-3 "Provider Specifications for Services'

All service providers must be certified under 7 AAC 130.220 and operate in compliance with the Provider Conditions of
Participation and with the Conditions of Participation for each service the provider offers. The Provider Conditions of
Participation, Program Operation: Certification Requirements are listed below and the Conditions of Participation for relevant
services are located in "Other Standard” in Appendix C-3, Provider Qualifications.

I. Program operations.

A. Certification requirements.

1. The provider must demonstrate readiness to provide services and comprehension of applicable Medicaid regulations and
pertinent service Conditions of Participation through documents describing provider operations.

2. The provider must submit in aformat provided by Senior and Disabilities Services (SDS)

a. acomplete application for certification with all required information and documentation, or

b. acomplete application to renew certification with all required information and documentation submitted not later than 60
days before the expiration date of the current certification period, in accordance with 7 AAC 130.220(d); and

c. if requesting an exception under 7 AAC 130.220(j), a complete application to provide both care coordination and other home
and community-based waiver services.

3. Theprovider must prepare in written form and implement the following policies and procedures and, when requested,
submit the written policies and procedures to SDS within the required timeframe:

background checks;

complaint management;

confidentiality of protected health information, including a Notice of Privacy Practices;

conflicts of interest;

critical incident reporting;

emergency response training;

evaluation of employees,

financial accountability;

independence and inclusion;

medi cation management (not required of providers licensed under 7 AAC 75.010 - 75.140 or certified under 7 AAC 127.050,
or care coordinators certified under 7 AAC 130.220);

k. person-centered practice;

I. quality improvement;

m. restrictive interventions;

n. termination of provider services,; and
0. training.
4
a
i

T ST@ e a0 o

In addition to the required application forms, the provider must submit to SDS within the required timeframe
the following documents:
State of Alaska business license;
ii. Certificate of Insurance or similar documentation of coverage, as required under section C.1.
iii. licensesfor assisted living homes and foster homes;
iv. building or use permits for site-based services, if required by state or local laws;
v. vehicle permit for hire, if required by state or local laws;
vi. vehicleregistration;
vii. food service permit; and
viii. verification that agency staff have attended and completed SDS training on critical incident reporting and settings
reguirements;
b. thefollowing personnel information:
i. organization chart, including the names of individualsfilling each position;
ii. list of names of board members;
iii. names of individuals with an ownership interest in the provider agency;
iv. list of names of personnel and position for individuals not listed on the organization chart; and
v. list of volunteers and contractors who work on-site and have unsupervised access to recipients or to protected health
information;
c. other information regarding requirements specified in the service Conditions of Participation; and
d. acomplete quality improvement report for an application to renew certification.
5. The provider must implement and abide by all policies and procedures that were submitted for the purposes of gaining
certification or renewing certification.
6. Theprovider must grant to SDS, for certification, renewing certification, and oversight purposes, accessto all service

locations and to |ocations where the provider proposes to render services.
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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):

The Medical 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.
Division of Senior and Disabilities Services
(Complete item A-2-a).
Thewaiver isoperated by a separ ate agency of the state that isnot a division/unit of the Medicaid agency.

Specify the division/unit name:

In accordance with 42 CFR § 431.10, the Medicaid agency exercises administrative discretion in the administration
and supervision of the waiver and issues policies, rules and regulations related to the waiver. The interagency
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available
through the Medicaid agency to 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 M edicaid Agency. When the waiver is operated by another division/administration within the umbrella
agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that
division/administration (i.e., the Developmental Disabilities Administration within the Single State Medicaid
Agency), (b) the document utilized to outline the roles and responsibilities related to waiver operation, and (c) the
methods that are employed by the designated State Medicaid Director (in some instances, the head of umbrella
agency) in the oversight of these activities:
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All functions associated with administering this waiver are performed by the Division of Senior and Disabilities
Services (SDS) within the Department of Health. The department's oversight methods of SDS span the full range
of operational and administrative responsibilities

The department is the Single State Medicaid Agency responsible for administering the Medicaid State Plan, under
AS 47.07.040. SDS conducts administrative responsibilities associated with providing home and community-
based waiver services. SDS ensures that waiver services specified in the approved waivers are;

1) accessiblein atimely manner, and
2.) provided in accordance with state and federal laws and regulations, department policies and procedures, and
the CM S-approved waivers.

The State Medicaid Director, as the commissioner's designee, performs oversight of these activities as the chair of
the department's Quality Improvement Steering Committee (QISC).

The QISC meets quarterly, and more often, if necessary, to address SDS' concerns and to review the quarterly
reports submitted by SDS' Quality Improvement Workgroup (QIW). The quarterly QIW report provides the status
of performance measures, remediation efforts, system improvement efforts, and action plans. The QISC reviews
the QIW reports, evaluates the results, approves the actions of the QIW, or makes recommendations for
augmenting remediation or system improvement efforts, and monitors system improvement efforts.

The QISC isresponsible for approving, implementing, and monitoring the Quality Improvement Strategy (QIS).
The QISC has ultimate responsibility for the proper implementation of SDS policies and procedures affecting the
health, safety, and welfare of waiver participants and the provision of quality services to participants through
monitoring, recommending, and implementing changes in the QIS.

The QISC reviews and approves the development and application of all waiver performance measures, including
reviewing data collection processes to ensure that the data gathered is useful and improves the quality of the
service delivery system while assuring the health, safety and welfare of waiver participants.

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):
Yes. Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid
agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6.:

® 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).
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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

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 reguirements for these agenciesthat is
available through the Medicaid agency.

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

[ L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at the local or regiona level. Thereis acontract between the Medicaid agency and/or the operating agency
(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsihilities and performance requirements of the local/regiona entity. The contract(s) under which private

entities conduct waiver operational functions are available to CM S upon request through the Medicaid agency or
the operating agency (if applicable).

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

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or L ocal/Regional Non-State Entities. Specify the

state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entitiesin
conducting waiver operational and administrative functions:

Asindicated in sections 3 and 4 of thisappendix, no non-Medicaid or non-State agency performs waiver
administration. Thusthis section does not need to be completed.

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:

Asindicated in sections 3 and 4 of thisappendix, no non-Medicaid or non-State agency perfor ms waiver
administration. Thusthis section does not need to be completed.

11/12/2026



Application for 1915(c) HCBS Waiver: Draft AK.007.01.06 - May 01, 2027 Page 18 of 219

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

In accordance with 42 CFR § 431.10, when the Medicaid agency does not directly conduct a function, it supervises the
performance of the function and establishes and/or approves policies that affect the function. All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Single Sate Medicaid Agency (1) conducts
the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policiesrelated to the
function. Note: Medicaid €eligibility determinations can only be performed by the State Medicaid Agency (SMA) or a
government agency delegated by the SMA in accordance with 42 CFR § 431.10. Thus, eligibility determinations for the
group described in 42 CFR § 435.217 (which includes a level-of-care evaluation, because meeting a 1915(c) level of care
isafactor of determining Medicaid €eligibility for the group) must comply with 42 CFR § 431.10. Non-governmental
entities can support administrative functions of the eligibility determination process that do not require discretion
including, for example, data entry functions, I T support, and implementation of a standardized level-of-care evaluation
tool. States should ensure that any use of an evaluation tool by a non-governmental entity to evaluate/determine an
individual's required level-of-care involves no discretion by the non-governmental entity and that the devel opment of the
requirements, rules, and policies operationalized by the tool are overseen by the state agency.

Function Medicaid Agency
Participant waiver enrollment
Waiver enrollment managed against approved limits
Waiver expenditures managed against approved levels
Level of carewaiver eligibility evaluation
Review of Participant service plans
Prior authorization of waiver services
Utilization management
Qualified provider enrollment
Execution of Medicaid provider agreements
Establishment of a statewide rate methodology
Rules, palicies, 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 state's quality improvement strategy, provide information in the following fields to detail the state's
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:
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= 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 Measure;

A.a.l: #and % of scheduled Quality Improvement Steering Committee (QI SC) meetings
held between the Office of the Commissioner of the Department of Health and the Division
of Senior and Disabilities Services (SDS), within the Single State M edicaid Agency.
Numerator: # of scheduled QI SC meetings held. Denominator: Total # of scheduled QISC

meetings.
Data Sour ce (Select one):
Other
If 'Other' is selected, specify:
QI SC meetings
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 Agency | [ weekly [ 100% Review
IjOperating Agency I:|Monthly IjLassthan 100%
Review
IjSub—State Entity Quarterly [ Representative Sample
Confidence
Interval =
L 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 aggregation
and analysis (check each that applies):

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

State Medicaid Agency L weekly
|:|Operating Agency [] Monthly
O Sub-State Entity Quarterly
[ Other
Specify:
I:|Annuall
y

[] Continuously and Ongoing

O Other
Specify:

Page 20 of 219

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 Department of Health and SDS will reschedul e the QISC meetings.

b. Methodsfor Remediation/Fixing I ndividual Problems
i. Describe the state's method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In

addition, provide information on the methods used by the state to document these items.

The quarterly QISC meetings are the State Medicaid Agency's opportunity to exercise oversight over SDS' performance of
waiver functions. QI SC minutes are distributed to the committee members and include reference to remediation activities, if

any.

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

Responsible Party(check each that applies): Frequenc;(/C?]feSIf ;fg?;j?gg;?;; d analysis
|jStateMedicajd Agency IjWeekIy

|:|Operating Agency O Monthly

[ Sub-State Entity Quarterly

Other |:|Annually
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Frequency of data aggregation and analysis

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

Specify:

n/a

O 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

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 Accessand Eligibility
B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the state limits waiver services to one or more
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance
with 42 CFR & 441.301(b)(6), select one or more waiver target groups, check each of the subgroupsin 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 Sub Group Minimum Age Maximum Age |NoMaximum Age
Limit Limit

D Aged or Disabled, or Both - General

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

Ll Aged or Disabled, or Both - Specific Recognized Subgroups

] Brain Injury

] HIV/AIDS

] Medically Fragile

] Technology Dependent

Intellectual Disability or Developmental Disability, or Both
IAutism

Developmental Disability

EERENNEREED
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Maximum Age
Target Group Included Target Sub Group Minimum Age Maximum Age |NoMaximum Age
Limit Limit
I ntellectual Disability 0
L] Mental IlIness
|:| Mental |lIness |:|
|:| Serious Emotional Disturbance

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

Thiswaiver'starget group is people of any age who experience intellectual or developmental disabilities, meet ICF/IID
level of care (LOC), and whose service needs and health and welfare can be met within the individual cost limit.

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

participants affected by the age limit (select one):
® Not applicable. Thereisno maximum age limit

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

Soecify:

Appendix B: Participant Accessand 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.

Cost Limit in Excess of I nstitutional 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.

The limit specified by the stateis (select one)

A level higher than 100% of the institutional average.

Specify the percentage:lzl

Other

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

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 ISW isintended to provide services for people with IDD living in the community who have fewer intensive
needs than people on Alaska's IDD waiver (AK.0260).

Theindividual cost limit is based upon historical expenditure and utilization patterns established during the previous
waiver cycle. The State'sindividual cost limit is $38,412 in Waiver Year 1 (WY 1), indexed to service rate inflation
the following years the waiver is in effect, unless the Department Commissioner determines no inflation adjustment

will occur in a specific fiscal year. Theindividua budget limit (referenced in Appendix C-4) can be no higher than
the individual cost limit.

Thiswaiver allows the participant to select any combination of services up to the individual budget limit as
described in Appendix C-4, "Additional Limits on the Amount of Waiver Services."

Alaska has another waiver (AK.0260) with a prioritized system (a"waitlist") that allows people with the greatest
needs to access that waiver. Waiver 0260 does not contain an individual cost limit. To addressthose |ISW
participants who may experience evolving needs, the State has established a reserve capacity mechanisms (see
Appendix B-2-c "Participant Safeguards") to ensure that participants who are enrolled on the ISW and develop

increased needs for services, but do not meet the terms for the emergency allocation, will be referred to the other
waiver.

If an individual is denied entrance to awaiver, SDS offers the individual the opportunity to request a Fair Hearing,
as provided in Appendix F.

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

® Thefollowing dollar amount:

Specify dollar amount:{38412

Thedollar amount (select one)

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

Specify the formula:

The cost limit isindexed to service rate inflation each year the waiver isin effect unlessthe
Department Commissioner determines no inflation adjustment will occur in a specific fiscal year.

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 percentage that islessthan 100% of theinstitutional average:

Specify percent:lzl

Other:
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Specify:

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

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:

The State established an individua cost limit of $38,412 in Waiver Year 1 (WY 1) that appliesto al waiver participants
and isindexed to service rate inflation unless the DOH Commissioner determines no inflation adjustment will occur in a
specific fiscal year. Theindividual budget limit (referenced in Appendix C-4) can be no higher than the individual cost
limit. Theindividual cost limit of $38,412 governs entrance to the waiver.

Theindividual cost limit comprisesthe individual budget limit plus the highest applicable geographic differential as
described in the Appendix C-4 "Additional Limits on the Amount of Waiver Services."

ISW applicants are expected to have available services and supports from other sources that, in combination with waiver
services, are sufficient to assure their health and safety within the individual cost limit. If the applicant's needs or desired
supports exceed the scope or individual cost limit of the waiver, the applicant is denied entrance to the ISW.

There are several processesthat aid in determining if an individual's health and safety needs can be met on the ISW.
Initially, atool called the Developmental Disabilities Registration and Review (DDRR) scores current life circumstances.
It measures avariety of needs that could potentially indicate a need for supports greater than what the ISW can offer.
Once an individual is offered the opportunity to apply for the ISW, theindividual is required to submit an application
package.

Detailed and contemporaneous evaluations are required as part of the application package. Often these comprehensive
evaluations discuss the level of support that is needed to ensure that health and safety needs are met. If an evaluation
indicates a concern in terms of safety and/or compatibility with a cost limited waiver, SDS intake personnel address this
with IDD Unit leadership. IDD Unit leadership may determine that the DDRR should be updated based on relevant
information. Updating the DDRR may allow the individual to be drawn for the IDD waiver (AK.0260), which has no
individual cost limit.

Thefinal process, which is often the most informative, is through the administration of the functional assessment tool for
determining an ICF/IID level of care. In addition to the assessment for level of care, the assessors collect collateral
information in terms of the individual's level of need and how that need translates in terms of appropriate supports. If the
assessor has an indication that the individual has needs greater than what the ISW can meet, the application receives
additional consideration. This could mean collecting more information, updating the DDRR with more current
information, referring the individual to another waiver, or determining if there are other, more appropriate, supports that
could be incorporated to meet the individual's needs and complement the ISW.

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

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

Additional servicesin excess of theindividual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:
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Participants may receive up to an additional $5,000 in services every three years in the form of an "emergency
alocation" that isintended to address emergency needs related to atime-limited change in the participant's health,
behavior or functional capacity, or atime-limited change in the participant's primary unpaid caregiver for areason
stated in 7 AAC 130.209 (a)(3)-(5). The emergency alocation can be received in one year or spread out over the
three-year period.

Information about this emergency alocation isincluded in outreach materials that are directed at applicants,
representatives, and caregivers, and in the training webinars and materials that Care Coordinators receive for this
waiver.

A participant (or representative) will discuss with his’/her Care Coordinator the need to pursue this emergency
alocation funding, as part of regular care coordination duties that include additional communication when problems
or issues arise. Together, using the person-centered process, the participant and Care Coordinator decide whether
and which additional services, up to the $5,000 limit, would alleviate the health or safety issues and if so, the Care
Coordinator then amends the Support Plan. SDS reviews the amendment according to regulations on expedited
consideration of Support Plans, and within 10 days, notifies the participant's Care Coordinator of the approval or
disapproval of the amendment. If the participant does not agree with the decision, the participant can appeal through
the Fair Hearing process.

Other safeguard(s)

Specify:

If, based on areview of the assessment or the support plan, the department determines that the expected cost of the
services that the enrolled participant requires exceeds this waiver's cost limit, the department will not authorize the
participant's continued enrollment on this waiver and will refer the participant to another waiver.

Appendix B: Participant Access and Eligibility

B-3: Number of Individuals Served (1 of 4)

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

Table: B-3-a
Waiver Year Unduplicated Number of Participants
vear 1 620
Y ear 4 620

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)

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

® Thestate limitsthe number of participantsthat it servesat any point in time during a waiver year.
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The limit that appliesto each year of the waiver period is specified in the following table:

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Point During the Y ear

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.

The state reserves capacity for the following pur pose(s).

Appendix B: Participant Access and 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.

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.

Slect one:

® Waiver capacity is allocated/managed on a statewide basis.
Waiver capacity isallocated 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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The state has established policies governing the selection of individuals for entrance to the waiver based on objective
criteriaand isin compliance with the requirement that otherwise dligible individuals have comparable access to all
services offered on the waiver.

To be considered for the ISW waiver, applicants must:

» bedetermined to meet the definition of a person with a developmental disability as defined in AS 47.80.900(6);

» request placement on the Developmental Disabilities Registration and Review I1SW (DDRR-I1SW) waitlist;

» meet ICFH/IID level of care; and

» bein accordance with the certification of aqualifying diagnosis and have submitted documents that support the
diagnosis as described in 7 AAC 130.206(d)-(e), Waiver options for the recipient category of individuals with intellectual
and developmental disabilities

The DDRR-I1SW waitlist is maintained when the ISW waiver is at maximum capacity. The DDRR-ISW waitlist uses the
Developmental Disabilities Registration and Review form to collect demographic information for the individual who is
interested in applying for the ISW. The state places the applicant on the DDRR-ISW waitlist according to the date on
which the state receives their initial application form. When waiver capacity becomes available, a SDS Qualified
Intellectual Disabilities Professional (QIDP) selects the applicant who has been on the DDRR-ISW the longest.

Applicants selected from the DDRR-ISW waitlist are provided alist of agencies certified by SDSto provide care
coordination services. The care coordinator then completes the application for waiver services, which includes gathering
and submitting confirmation of a qualifying diagnosis and other documentation. The applicant is then assessed for
eigihility for the ISW waiver using the level of care evaluation process which includes a case review and, depending on
the applicants age, a Comprehensive File Review, the Developmental Disability Assessment Tool for Children (DDAT-
C) or the Developmental Disability Assessment Tool (DDAT) for all initial requests. The application and all
documentation are reviewed by a QIDP who makes the determination of whether an applicant meets the ICF/11D level of
care.

SDS notifies the applicant of the SDS determination and if the applicant's support services are expected to remain within
the scope of the waiver and the cost limit, the Care Coordinator is then authorized to complete and submit a support plan.

Alternatively, if an applicant meetslevel of care but, based on areview of the level of care assessment or the devel oped
support plan, SDS determines that the applicant does not have sufficient services and supports available from other
sources that, in combination with the waiver, assure his’her health and welfare, the applicant is denied entrance to the
waiver. If anindividual is denied entrance to the waiver, SDS offers the individual the opportunity to request a Fair
Hearing, as provided in Appendix F.

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):
Section 1634 State
® SSl Criteria State

209(b) State
2. Miller Trust State.
Indicate whether the state isa Miller Trust State (select one):
No
® Yes
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b. Medicaid Eligibility Groups Served in the Waiver . Individuals who receive services under this waiver are eligible under
the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation
limits under the plan. Check all that apply:

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

Parents and Other Caretaker Relatives (42 CFR § 435.110)

Pregnant Women (42 CFR § 435.116)

Infantsand Children under Age 19 (42 CFR § 435.118)

SSI recipients

[ Aged, blind or disabled in 209(b) stateswho are eligible under 42 CFR § 435.121
Optional state supplement recipients

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

Select one:

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

Specify percer1tage:|:|

Working individuals with disabilitieswho buy into Medicaid (BBA working disabled group asprovided in
section 1902(a)(10)(A)(ii)(XI11)) of the Act)

[ Working individuals with disabilitieswho buy into Medicaid (TWW!IIA Basic Coverage Group asprovided in
section 1902(a)(10)(A)(ii)(XV) of the Act)

[ Working individuals with disabilitieswho buy into Medicaid (TWWII1A Medical | mprovement Coverage
Group as provided in section 1902(a)(10)(A)(ii)(X V1) of the Act)

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

[ Medically needy in 209(b) States (42 CFR § 435.330)
[ Medically needy in 1634 States and SSI Criteria States (42 CFR § 435.320, § 435.322 and § 435.324)

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

Foecify:
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42 CFR

§435.110 Parents and other caretaker relatives

§435.115 Extended Medicaid due to increased spousal support

§435.116 Pregnant women

§435.117 Deemed newborns

§435.118 Infants and children under age 19

§435.119 Adult group

8§435.120 Individuals receiving SSI

§435.130 Individuals receiving mandatory State supplements

§435.131 Individuals eligible as essential spouses in December 1973

§435.133 Blind and disabled individuals eligible in December 1973

§435.134 Individuals who would be eligible except for the increase in OASDI benefitsin 1972
§435.135 Individuals who would be eligible for SSI/SSP but for OASDI COLA increases since April 1977
§435.137 Disabled widows and widowers ineligible for SSI due to increase in OASDI
§435.138 Disabled widows and widowers ineligible for SSI due to early receipt of social security
§435.145 Children with Title 1V-E adoption assistance, foster care or guardianship care
8§435.150 Former foster care children

§435.170 Pregnant women eligible for extended or continuous eligibility

§435.210 Individuas eligible for but not receiving cash

§435.211 Individuals eligible for cash except for institutionalization

§435.218 Individuals with MAGI-based income above 133 percent FPL

§435.222 Reasonable classification of individuals under age 21

8§435.227 Children with non-1V-E adoption assistance

§435.229 Optional targeted low-income children

8435.236 Institutionalized individuals eligible under a specia income level

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

No. The state does not furnish waiver servicestoindividualsin the special home and community-based waiver
group under 42 CFR 8 435.217. Appendix B-5 is not submitted.

® Yes Thestate furnisheswaiver servicesto individualsin the special home and community-based waiver group
under 42 CFR §435.217.

Select one and complete Appendix B-5.

All individualsin the special home and community-based waiver group under 42 CFR § 435.217

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

Check each that applies:

PN special income level equal to:

Select one:

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

Specify percentage: I:l

A dollar amount which islower than 300%.

Specify dollar amount: I:l

[ Aged, blind and disabled individuals who meet requirementsthat are morerestrictive than the SS|
program (42 CFR §435.121)

[ Medically needy without spend down in states which also provide Medicaid to recipients of SSI (42
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CFR §435.320, § 435.322 and § 435.324)

O M edically needy without spend down in 209(b) States (42 CFR § 435.330)
[ Aged and disabled individuals who have income at:

Slect one:

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

Specify percentage amount:lzl

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

Soecify:

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (1 of 7)

In accordance with 42 CFR § 441.303(€), Appendix B-5 must be completed when the state furnishes waiver services to individuals

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

a. Use of Spousal | mpoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eigibility
for the special home and community-based waiver group under 42 CFR § 435.217:

Note: For the period beginning January 1, 2014 and extending through September 30, 2027 (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 section 1924 of the Act are used to determine the eligibility of individuals
with a community spouse for the special home and community-based waiver group. In the case of a participant
with a community spouse, the state uses spousal post-dligibility rulesunder section 1924 of the Act.

Complete Items B-5-€ (if the selection for B-4-a-i is S3 Sate or section 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-éligibility rules for the time period
after September 30, 2027 (or other date as required by law).

Note: The following selections apply for the time period after September 30, 2027 (or other date as required by law)
(select one).

® Spousal impoverishment rules under section 1924 of the Act are used to determine the dligibility of individuals
with 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):

® Use spousal post-dligibility rules under section 1924 of the Act.
(Complete Item B-5-b (SS Sate) and Item B-5-d)

Useregular post-eligibility rulesunder 42 CFR § 435.726 (Section 1634 State/SSI Criteria State) or under
§ 435.735 (209b State)
(Complete Item B-5-b (SS Sate). Do not complete Item B-5-d)

Spousal impoverishment rulesunder section 1924 of the Act are not used to determine eligibility of individuals

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

(Complete Item B-5-b (SS Sate). Do not complete Item B-5-d)
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Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (2 of 7)

Note: The following selections apply for the time period after September 30, 2027 (or other date asrequired by law).

b. Regular Post-Eligibility Treatment of Income: Section 1634 State and SSI Criteria State after September 30, 2027
(or other date asrequired by law).

The state uses the post-eligibility rules at 42 CFR § 435.726 for individuals who do not have a spouse or have a spouse
who is not acommunity spouse as specified in 81924 of the Act. Payment for home and community-based waiver services

is 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:

SSI standard

Optional state supplement standard

Medically needy income standard
The special incomelevel for institutionalized persons

(select one):

300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which islessthan 300%

Specify the percentage:lZl

A dollar amount which islessthan 300%.

Specify dollar amount:|:|

A percentage of the Federal poverty level

Specify percentage:lZl

Other standard included under the state plan

Soecify:

Thefollowing dollar amount

Specify dollar amount:IIl If this amount changes, thisitem will be revised.
® Thefollowing formulais used to deter mine the needs allowance:

Soecify:

$1656 unless the participant resides in alicensed assisted living facility
$1396 if the participant residesin alicensed assisted living facility

Other
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Soecify:

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

® Not Applicable

The state provides an allowance for a spouse who does not meet the definition of a community spousein
section 1924 of the Act. Describe the circumstances under which thisallowanceis provided:

Soecify:

Specify the amount of the allowance (select one):

SSI standard

Optional state supplement standard
M edically needy income standar d
Thefollowing dollar amount:

Specify dollar amount:IIl If this amount changes, thisitem will be revised.
Theamount is determined using the following formula:

Specify:

iii. Allowance for the family (select one):

Not Applicable (seeinstructions)
® AFDC need standard

M edically needy income standard

Thefollowing dollar amount:

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

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

Theamount is determined using the following formula:

Soecify:

Other

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

® Thestate does not establish reasonable limits.
The state establishesthe following reasonable limits

Soecify:

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

Note: The following selections apply for the time period after September 30, 2027 (or other date asrequired by law).

c. Regular Post-Eligibility Treatment of Income: 209(b) State or after September 30, 2027 (or other date asrequired
by law).

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 Income (4 of 7)

Note: The following selections apply for the time period after September 30, 2027 (or other date asrequired by law).

d. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules after September 30, 2027 (or other date
asrequired by law)

The state uses the post-eligibility rules of section 1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care if it determines
the individual's eligibility under section 1924 of the Act. There is deducted from the participant's monthly income a
personal needs allowance (as specified below), a community spouse's allowance and 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).

i. Allowance for the personal needs of the waiver participant

(select one):
SSl standard
Optional state supplement standard
Medically needy income standard
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The special income level for institutionalized persons
A per centage of the Federal poverty level

Specify percentage:lzl

Thefollowing dollar amount:

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

Thefollowing formulais used to deter mine the needs allowance:

Soecify formula;

$1656 unless the recipient residesin alicensed assisted living home
$1396 if the recipient residesin alicensed assisted living home

Other

Specify:

ii. If the allowance for the per sonal needs of a waiver participant with a community spouseis different from
the amount used for the individual's maintenance allowance under 42 CFR § 435.726 or 42 CFR § 435.735,
explain why thisamount isreasonable to meet theindividual's maintenance needsin the community.

Select one:

® Allowanceisthe same

Allowanceis different.

Explanation of difference:

iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR §435.726 or 42 CFR 8§ 435.735:

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

Select one:

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

® The state does not establish reasonable limits.

The state uses the samereasonable limitsasare used for regular (non-spousal) post-eligibility.

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

Note: The following selections apply for the period beginning January 1, 2014 and extending through September 30, 2027 (or
other date as required by law).
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e. Regular Post-Eligibility Treatment of Income: Section 1634 State or SSI Criteria State - January 1, 2014 through
September 30, 2027 (or other date asrequired by law).

Answers provided in Appendix B-5-a indicate the selectionsin B-5-b also apply to B-5-e.

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

Note: The following selections apply for the period beginning January 1, 2014 and extending through September 30, 2027 (or
other date as required by law).

f. Regular Post-Eligibility Treatment of Income: 209(b) State - January 1, 2014 thr ough September 30, 2027 (or other
date asrequired by law).

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefor e 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 period beginning January 1, 2014 and extending through September 30, 2027 (or
other date as required by law).

g. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules - January 1, 2014 through September
30, 2027 (or other date asrequired by law).

The state uses the post-eligibility rules of section 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), acommunity spouse's
allowance and afamily allowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred
expenses for medical or remedial care (as specified below).

Answers provided in Appendix B-5-a indicate the selectionsin B-5-d also apply to B-5-g.

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

As specified in 42 CFR § 441.302(c), the state provides for an evaluation (and periodic reevaluations) of the need for the level(s)
of care specified for this waiver, when there is a reasonable indication that an individual may need such servicesin the near
future (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable I ndication of Need for Services. In order for an individual to be determined to need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the
provision of waiver services at least monthly or, if the need for servicesis 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):
® Theprovision of waiver servicesat least monthly
Monthly monitoring of the individual when services are furnished on a lessthan monthly basis

If the state also requires a minimum frequency for the provision of waiver services other than monthly (e.g.,
quarterly), specify the frequency:
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b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):

® Directly by the Medicaid agency
By the operating agency specified in Appendix A
By an entity under contract with the Medicaid agency.

Foecify the entity:

Other
Foecify:

¢. Qualifications of Individuals Performing I nitial Evaluation: Per 42 CFR § 441.303(c)(1), specify the

educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:
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Staff performing initial evaluations to determine level of care are Qualified Intellectual Disabilities Professionals (QIDP),
defined asfollows:

» A licensed psychologist (Master's prepared);

* A licensed physician (MD or DO);

« A social worker (Bachelor or Master's prepared);

e Anoccupational therapist;

e A physica therapist;

» A speech pathologist or audiologist;

* A Registered Nursg;

» Professional recreation staff (an individual with a Bachelor'sin arecreation specialty (art, music, physical education);
< Anindividua with aBachelor'sin a human services field (sociology, special education, rehabilitation, counseling,

psychology).

All must have at least one (1) year working as a profession directly with individuals with intellectual or other
developmental disabilities.

AND qualify as a Health Program Manager Il or the equivalent as indicated below. One degree to qualify asa QIDP and
an HPM 11 suffices.

* A Registered Nurse licensed by the State of Alaska under AS 08; or

« A professional that holds a Master's degree from an accredited college in health, public health, behavioral health,
health care services, health practice, senior health care, developmental disabilities, health sciences, hedlth care
administration, or aclosely related field; and has at |east one year of advanced professional-level experience in health
program planning, development, coordination, evaluation, or implementation, technical health care assistance and
consultation, health care utilization or quality assurance examination, and/or health care service delivery; or

« A Bachelor's degree from an accredited college in biological, health or behavioral science, health practice, health
education, business administration, or a closely related field; and has two years of advanced professional-level experience
performing health program planning, devel opment, coordination, evaluation, or implementation, technical health care
assistance and consultation, health care utilization or quality assurance examination and/or health care service delivery;
OR

Any combination of education and/or experience that provides the applicant with the competenciesin:

« Anaysisand Assessment: Uses information technology in accessing, collecting, analyzing, maintaining, and
disseminating data and information.

« Writing: Recognizes or uses correct English grammar, punctuation, and spelling; communicates information (e.g.,
facts, ideas, or messages) in a succinct and organized manner; produces written information, which may include technical
material and information that is appropriate for the intended audience.

« Community Dimensions of Practice: Distinguishes the roles and responsibilities of governmental and non-
governmental organizations in providing programs and services to improve the health of a community.

» Partnering: Develops networks and builds alliances; collaborates across boundaries to build strategic relationships and
achieve common goals.

» Public Hedlth: Applies knowledge of the concepts, principles, theories, methods, and tools associated with protecting
and improving the health of people and their communities, including promoting healthy lifestyles, researching disease
and injury prevention, and detecting, preventing, and responding to infectious diseases.

Equivalent to those typically gained by:
« A Bachelor's degree from an accredited college in biological, health or behavioral science; health practice; education;
public, healthcare, or business administration; or aclosely related field; and/or

» Progressively responsible professional experience performing health program planning, development, coordination,
evaluation, or implementation; providing technical health care assistance and consultation; conducting health care
utilization or quality assurance examinations; and/or delivering health care.

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
thelevel of careinstrument/tool that is employed. State laws, regulations, and policies concerning level of care criteriaand
the level of careinstrument/tool are available to CMS upon request through the Medicaid agency or the operating agency
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(if applicable), including the instrument/tool utilized.
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The Division of Senior and Disabilities Services (SDS) isin the process of transitioning from the Inventory for Client and
Agency Planning (ICAP) to the Developmental Disability Assessment Tool for Children (DDAT-C) and the
Developmental Disability Assessment Tool (DDAT). Both tools are standardized and validated tools by interRAI, as
noted in Attachment #1 Transition Plan.

The state's level of care criteriais consistent with 42 CFR § 435.1009, persons with ID or related conditions. The level of
care evaluation tool is functional and does not limit participation to individuals with certain conditions.

To be eligible for or to remain enrolled on this waiver, applicants and enrolled waiver participants must meet
Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/11D) level of care. In determining if an
applicant meets level of care for an ICF/11D, the applicant must first meet the definition of a person with a devel opmental
disability as defined in AS 47.80.900(6) and be drawn from the Developmental Disabilities Registration and Review I1SW
(DDRR-ISW) waitlist, before SDS starts the level of care determination process.

Once an applicant has been drawn from DDRR-ISW waitlist and offered the opportunity to pursue enrollment onto this
waiver, theinitial ICF/I1D level of care process begins. SDS conducts areview of the complete application submitted by
a care coordinator, which includes current diagnostic, medical, developmental, and functional evaluations and other
records. SDS reviews relevant diagnostic documentation to ensure that the individual has a qualifying diagnosisin
accordance with 7 AAC 130.206(d)-(e), Waiver options for the recipient category of individuals with intellectual and
developmental disabilities.

An assessor administers the DDAT-C, the DDAT, a Comprehensive File Review (CFR), or an Interim Level of Care
Review, to determineif theinitial waiver applicant meets or the enrolled waiver participant continues to meet ICF/I1D
level of care in accordance with 7 AAC 130.213, Assessment and interim level-of-care-review and 7 AAC 130.215,
Level-of-care determination.

SDS annually verifies that enrolled waiver participants continue to meet the level of care for an ICF/IID.
TOOLSUSED TO ASSESS LEVEL OF CARE
DEVELOPMENTAL DISABILITY ASSESSMENT TOOL FOR CHLDREN (DDAT-C)

SDS administers the DDAT-C for initial applicants and enrolled participants between the ages of four and up to 18 years
of age. It assesses overall functioning, including health, behavior, cognition, environment, relationships, strengths, risks,
and needs across medical, psychological, social, and daily living domains.

DEVELOPMENTAL DISABILITY ASSESSMENT TOOL (DDAT)

SDS administers the DDAT for initial applicants and enrolled participants 18 years of age and older. It assesses overall
functioning, including health, behavior, cognition, environment, relationships, strengths, risks, and needs across medical,
psychological, social, and daily living domains.

COMPREHENSIVE FILE REVIEW (CFR)

SDS uses the CFR for initial applicants and enrolled waiver participants under four years of age. It includes areview of
an evaluation completed as part of the Early Intervention/Infant Learning Program or an evaluation that was completed
within the previous 12 months that is age-appropriate, standardized, norm-referenced and includes a comparison of the
applicant's or participant's skills attainment to that of peersin the following developmental areas or their equivalents: self-
care, language, learning, mobility, and self-direction.

SDS also uses the CFR for enrolled waiver participants four years of age and older and for whom the SDS assessor has
established that the participant's level of care is unchanging due to the participant's condition remaining stable over
multiple successive years. However, during the transition period, SDS will not use the Comprehensive File Review
process to reassess level of care for enrolled waiver participants ages four years of age or older.

INTERIM LEVEL OF CARE REVIEW
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During the transition period, SDS will not use the Interim Level of Care Review process to reassess level of care for
enrolled waiver participants.

SDS uses the Interim Level of Care Review for enrolled waiver participants seven years of age or older. An assessor
administers alevel of care assessment every third year. In the two years between assessments, participants over the age of
seven receive an Interim Level of Care Review assessment accompanied by an updated qualifying diagnosis certificate.
The Interim Level of Care Review must include areview of the most recent assessment results as well as documents
contained in the renewal application, including an updated qualifying diagnosis certification and confirmation of the
stability of the participant's condition.

An assessor may administer alevel of care assessment if the participant's Interim Level of Care Review or their
Comprehensive File Review indicates a material change in condition has occurred. An assessment may be administered
any time, at SDS discretion.

INVENTORY FOR COMMUNITY AND AGENCY PLANNING (ICAP)

SDS administers the ICAP for applicants and enrolled waiver participants three years of age and older. It measures
adaptive and maladaptive behaviorsin the skill areas of motor, social, and communication, personal-living and
community-living. The assessment results are scored using the ICAP Compuscore software and result in the applicant's
Broad Independence score. In order to meet ICF/I1D level of care, the applicant's Broad Independence score must fall
below the Broad Independence cut off score associated with the applicant's or enrolled waiver participant's age.

Following the end of the transition period, the department will no longer use the ICAP to determine level of care.
e. Level of Carelnstrument(s). Per 42 CFR § 441.303(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):

® Thesameinstrument isused in determining the level of carefor the waiver and for institutional care under the
state plan.

A different instrument isused to determine the level of carefor thewaiver 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 § 441.303(c)(1), describe the process for evaluating
waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:
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The Division of Senior and Disabilities Services (SDS) isin the process of transitioning from the Inventory for Client and
Agency Planning (ICAP) to the Developmental Disability Assessment Tool for Children (DDAT-C) and the
Developmental Disability Assessment Tool (DDAT). Both tools are standardized and validated tools by interRAI, as
noted in Attachment #1 Transition Plan.

SDS conducts the initial level of care assessments and reassessments in accordance with 7 AAC 130.213, Assessment
and interim level-of -care-review and 7 AAC 130.215, L evel-of-care determination.

INITIAL LEVEL OF CARE ASSESSMENTS FOR WAIVER APPLICANTS
Depending upon the age of the initial applicant, SDS uses the Comprehensive File Review, the DDAT-C, or the DDAT.
ANNUAL LEVEL OF CARE REASSESSMENTS FOR ENROLLED WAIVER PARTICIPANTS

Depending upon the age of the enrolled waiver participant, SDS uses the Comprehensive File Review, Level of Care
Review, the DDAT-C, or the DDAT.

SDS may administer the DDAT-C or the DDAT if a participant's Interim Level of Care Review or the Comprehensive
File Review indicates amaterial change in condition has occurred or at the discretion of SDS.

During the transition period, SDS will not use the Interim Level of Care Review. Additionally, SDSwill not use the
Comprehensive File Review process for enrolled waiver participants four years of age and older.

MATERIAL IMPROVEMENT

When a participant's reassessment reveals a materia change in condition, AS 47.07.045(b) requires afinding of "material
improvement" before SDS may terminate waiver services. The state uses the Material Improvement Review Process
(MIRP) to fully assess and confirm that a participant is no longer eligible for waiver servicesin accordance with 7 AAC
130.219, Enroliment in home and community-based waiver services; disenrollment.

FAILURE TO MEET LEVEL OF CARE REQUIREMENT

If an applicant or participant is denied digibility for and enroliment in the waiver they are provided with the opportunity
for aFair Hearing, as further specified in Appendix F.

To ensure there is no disruption in an enrolled waiver participant's eligibility during the transition period, SDS will utilize
adual assessment approach. Any enrolled waiver participant ages three years of age and older found ineligible using the
Comprehensive File Review, the DDAT-C, or the DDAT will be reassessed using the legacy tool, the ICAP. If the ICAP
finds the participant eligible, SDS will sustain the eligibility of the participant for that level of care evaluation year.
Alternatively, if the participant is found ineligible with the ICAP, appeal rights apply in accordance with Appendix F and
the state's Fair Hearing regulations.

ASSESSMENT AND REASSESSMENT MODALITY

SDS may conduct level of careinitial assessments and reassessments in-person or by teleassessment, as defined in 7
AAC 130.319 (21).

0. Reevaluation Schedule. Per 42 CFR § 441.303(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):

Every three months
Every six months
® Every twelve months

Other schedule
Foecify the other schedule:
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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 as individuals who perform initial
evaluations.

Thequalifications are different.
Foecify the qualifications:

SDS ensures that the qualifications of the individuals who perform reassessments are appropriate for the target group
specified in thiswaiver.

Theindividual performing reassessments may be a QIDP or may be a SDS staff member who possesses any
combination of education and/or experience that provides competenciesin:

« Analysis and Assessment: Uses information technology in accessing, collecting, analyzing, maintaining, and
disseminating data and information.

» Writing: Recognizes or uses correct English grammar, punctuation, and spelling; communicates information (e.g.,
facts, ideas, or messages) in a succinct and organized manner; produces written information, which may include
technical

material and information that is appropriate for the intended audience.

« Community Dimensions of Practice: Distinguishes the roles and responsibilities of governmental and non-
governmental organizationsin providing programs and services to improve the health of a community.

« Partnering: Develops networks and builds alliances; collaborates across boundaries to build strategic relationships
and achieve common goals.

« Public Health: Applies knowledge of the concepts, principles, theories, methods, and tools associated with
protecting and improving the health of people and their communities, including promoting healthy lifestyles,
researching disease and injury prevention, and detecting, preventing, and responding to infectious diseases.

Equivalent to those typically gained by:

« A Bachelor's degree from an accredited college in biological, health or behavioral science; health practice;
education; public, healthcare, or business administration; or aclosely related field; and/or

« Progressively responsible professional experience performing health program planning, development,
coordination, evaluation, or implementation; providing technical health care assistance and consultation; conducting
health care utilization or quality assurance examinations; and/or delivering health care

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

SDS requires annual reassessments as described in B.6.f. Unit managers monitor annual reassessment timelines by
reviewing Harmony database system reports. MIRPs must be reviewed by the contractor within five business days from
the dateit isreceived from SDS.

In instances where SDS has not received alevel of care reapplication in atimely manner, notices are sent to the care
coordinator to prompt compliance and may include a notice of possible closure. If renewal applications are not received,
SDS sends a closure notice to the care coordinator and the participant and begins the closure process.
j. Maintenance of Evaluation/Reevaluation Records. Per 42 CFR § 441.303(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 § 92.42. Specify the location(s) where records of evaluations and reevaluations of level of
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care are maintained:

SDS maintains all documentation related to level of care assessments and reassessment in the participant's electronic
record in the Harmony database for a minimum of three years.

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

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

a. Methodsfor Discovery: L evel 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 there isreasonable
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 state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;
B.al: #and % of assessments conducted for LOC within 30 business days of receiving

a completeinitial application. Numerator: # of applicantsfor whom an assessment for
L OC was conducted within 30 business days of receiving a completeinitial

application. Denominator: # of applicantswith a completeinitial application reviewed
during thereporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

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

[] state Medicaid L weekly [1100% Review

Agency
|jOperating Agency Monthly L essthan 100%
Review

IjSub—State Entity IjQuarterIy Representative
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Sample
Confidence
Interval =
95%, +/-
5%
and 50%
distribution
L other LI Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
L 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 U weekly
[ Operating Agency Monthly
[ Sub-State Entity DQuarterly
[ Other
Specify:
|:lAnnually

O Continuously and Ongoing

[ Other
Specify:
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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):

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

Perfor mance M easur es

For each performance measure the 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.

¢. 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.

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

Performance Measure;

B.c.2:#and % initial LOC deter minations completed by qualified state assessor.
Numerator: # of participantswho received an initial LOC determination by qualified
state assessor. Denominator: # of participantswho received an initial LOC
determination reviewed during thereporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state M edicaid L weekly [1100% Review
Agency
|:IOperating Agency Monthly L essthan 100%
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Review
IjSub—State Entity IjQuarterIy Representative
Sample
Confidence
Interval =
95%, +/-
5%
and 50%
distribution
L other LI Annually U stratified
Specify: Describe
Group:
[ Continuously and O Other
Ongoing Specify:
U 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):
StateMedicaid Agency I:|Weekly
[ Operating Agency Monthly
[ Sub-State Entity IjQuarterly
[ Other
Specify:
I:|Annually

O Continuously and Ongoing

O Other
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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:
Performance M easure:

B.c.3:#and % of initial LOC determination criteria applied correctly. Numerator :#

of initial LOC determination criterion applied correctly. Denominator: # of
participantswho received an initial LOC determination reviewed during the

reporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

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
Agency

L weekly

[1100% Review

[ Operating Agency

Monthly

L essthan 100%
Review

[ sub-state Entity

|:lQuarterIy

Representative
Sample

Confidence

Interval =

95%, +/-
5%

and 50%
distribution

[ Other
Specify:

IjAnnuaJIy

U siratified
Describe
Group:

[ Continuously and
Ongoing

[ Other
Specify:

0 Other
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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 U weekly
[ Operating Agency Monthly
[ Sub-State Entity |:lQuarterIy
O Other
Specify:
IjAnnualIy

O 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.
SDS employs the use of quality improvement task committees, the SDS Quality Improvement Workgroup (QIW), and the
Department of Health's Quality Improvement Steering Committee (QISC) to discover and identify problems or issues within
the waiver program. The task committee that oversees quality improvement for this appendix isthe Level of Care Review
Task Committee.

Level Of Care Review Task Committee:

The Level of Care Review Task Committee discovers and remediates SDS performance, including timeliness of initial and
annual assessments and level of care determinations, and other administrative factorsidentified in the SDSlevel of care
performance measures. Membership includes: Assessment unit manager (chair), IDD unit manager (vice-chair), and SDS
staff from the Review unit, Policy and Program Development unit, Quality Assurance unit, Research and Analysis unit,
Central Application Processing unit, Nursing unit, and Training unit.

On aweekly basis, unit managers responsible for level of care activities review status reports, identify deficienciesin
performance, and plan and implement remediation activities. On a monthly basis, or as needed, this committee reviews
aggregated monthly, quarterly, and annual data, analyzes trends, and makes recommendations for systemic improvements to
the QIW and may rise to the QISC, as described in Appendix H.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the state's method for addressing individual problems as they are discovered. Include information
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regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.

SDS unit managers are responsible for discovering individual problems.

SDS identifiesindividual problems and systemic deficiencies by reviewing reports submitted to SDS' Centralized Reporting
system and any subsequent investigation and Harmony database generated reports.

When discovery activities reveal problems, the unit managers analyze the data to discover if the problem involvesindividual
performance issues or systemic level of care determination processes problems.

If discovery pointsto issues with an individual assessor's performance, remediation activities may be: meeting with staff,
prescribe additional training, or using the department's prescribed progressive discipline process.

If discovery points towards systemic issues, these are addressed and analyzed at the Level of Care Review Task Committee
which devel ops remediation recommendations and those are presented to the QIW. Systemic remediation activities may be:
updated forms, Harmony database reports, procedures, or regulatory changes.

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):

StateMedicajd Agency I:|Weekly
|:|Operating Agency Monthly
[ Sub-State Entity [ Quarterly
O Other
Specify:
|jAnnualIy

[ Continuously and Ongoing

[ Other
Specify:

ines
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 .

*N
Y

(0]
es

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 Access and Eligibility

B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR § 441.302(d), when an individual is determined to be likely to require a level of care
for thiswaiver, theindividual or hisor her legal representativeis:
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i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional 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.
| dentify the form(s) that are employed to document freedom of choice. The form or forms are available to CM S upon
request through the Medicaid agency or the operating agency (if applicable).

After an applicant is found eligible for the waiver, the participant or participant's legal representative, if applicable, along
with the participant's care coordinator completes the support plan.

The care coordinator is responsible for providing the participant or the participant's legal representative, if applicable,
with information about the services that are available on the waiver, feasible alternatives, and for ensuring the participant

or the participant's legal representative, if applicable, understands they have freedom of choice between institutional or
home and community-based waiver services.

Section VI of the support plan, "Recipient Choice of Service," requires the participant or the participant's legal
representative, if applicable, to initial a series of statements indicating that they understand the choices available:
* Medicaid home and community-based waiver services;

* Servicesin an ingtitution or nursing facility;

* Non-Medicaid waiver community services only; or

* No Medicaid or community services.

Section VI of the support plan describes the assistance SDS and the participant's care coordinator will provide to the
participant after they make their choice. Finally, the section requires the participant or their legal representative, if
applicable, to indicate their choice. The support plan is then signed by everyone involved in the planning effort. The
"Recipient Choice of Service" section of the support plan is updated and reviewed with the participant at least annually.
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.

Signed support plans, including the "Recipient Choice of Service" section, are maintained in the participant's electronic
record and maintained in the Harmony database for a minimum of three years.

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

Access to Services by Limited English Proficient Per sons. 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):
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Limited English Proficient persons seeking waiver services have equal access to both financial and functional eligibility
determinations.

The department's Division of Public Assistance (DPA) determines eligibility for Medicaid benefits and provides timely and
meaningful access for Limited English Proficient persons who are unable to speak, read, or writein English and for individuas
who request interpreter services. DPA makes every effort to arrange for interpreter assistance and inform Limited English
Proficient persons that these services are available free of charge

SDS contracts for language interpreter services needed during the functional level of care assessment. Due to the rural nature of
some Alaska villages and the variety of languages spoken in Alaska, professional interpreters are not always available. In the
event professional interpreters are not available, SDS may collaborate with the applicant or participant, or their legal
representative, if applicable, to see if any informal interpretive services may be an option. They may ask if either local health
clinic staff, with whom they have developed arelationship, or if any of the applicant's or participant's family or friends are able
to provide informal interpretive services.

To facilitate support plan development and monitor waiver services for Limited English Proficiency persons, SDS care
coordinators are either bilingual or arrange for interpreters to perform these functions in the applicant's or participant's language
of origin.

All applicants for Medicaid services are notified of the opportunity for reasonable accommodations in the Medicaid application,
during the ligibility processes, and the waiver level of care determination process.

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 Care Coordination
Statutory Service Day Habilitation
Statutory Service Employment Services
Statutory Service Residential Habilitation
Statutory Service Respite
Other Service Host Home Care
Other Service Intensive Active Treatment
Other Service Transportation

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
Service:
Case Management
Alternate Service Title (if any):
Care Coordination

HCBS Taxonomy:
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Category 1 Sub-Category 1.
01 Case Management 01010 case management
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

Care coordinators assist individual s to gain access to home and community-based waiver services under 7 AAC 130 and
Community First Choice servicesunder 7 AAC 127; and other state plan services, as well as medical, social, educational,
and other services with funding sources other than Medicaid. Care coordinators do this through a person-centered process
led by the participant and the planning team of the participant's choosing.

Care coordinators a so perform targeted case management services, which include helping participants to complete an
application and then submitting the application for home and community-based waiver services, Community First Choice
services, or both.

Once a home and community-based waiver services applicant is determined eligible, care coordinators assist applicants with
identifying goals, planning for services, and selecting service providers. Care coordinators then assist the participant-
directed planning team to develop an initia support plan. Finally, care coordinators assist participants to direct the teamin
reviewing goals and renewing the support plan annually.

Ongoing care coordination is a home and community-based waiver service that includes monthly monitoring of the
effectiveness of the support plan. Care coordinators remain in contact with the participant throughout the support plan year,
in the manner and frequency appropriate to the needs of the participant.

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

n/a

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
Remote/via Telehealth

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 Certified Care Coordination Agency
Individual Care Coordinator
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Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Care Coordination

Provider Category:

Agency

Provider Type:

Certified Care Coordination Agency

Provider Qualifications
L icense (specify):
n/a

Certificate (specify):

SDS certified provider under 7 AAC 130.220, Provider certification, 7 AAC 130.238, Certification of care coordinators, and
7 AAC 130.240, Care coordination services. and the relevant Conditions of Participation adopted by referencein 7 AAC
160.900.

Other Standard (specify):

All certified providers must meet the requirements contained in the Provider Conditions of Participation, listed in Main A:
Additional Information Needed (Optional) and the relevant service Conditions of Participation. Below isthe Care
Coordination Services Conditions of Participation, Personnel and Training excerpts:

A. Personndl.

1. Care coordination services/targeted case management program administrator.

a. The provider must designate a care coordination services program administrator who is responsible for the management
of the program including the following:

i. orientation, training, and supervision of care coordinators,

ii. implementation of policies and procedures,

iii. intake processing and evaluation of new admissions to the services;

iv. participation in the development of support plansin collaboration with other providers of services;

V. ongoing review of the delivery of services, including

(A) monitoring the amount, duration, and scope of services to assure delivery as outlined in the support plan;

(B) ng whether the services assist the recipients to attain the goals outlined in the support plan and recommending
changes as appropriate;

(C) evauating the quality of care rendered;

vi. development and implementation of corrective action plans for identified problems or deficienciesin delivery of care
coordination services; and

vii. submission of required reportsto Senior and Disabilities Services, including critical incident reports.

b. The provider may use atitle other than program administrator for this position, (e.g., program director, program
manager, or program supervisor).

c. The provider must ensure that the individual in the program administrator position is certified as a care coordinator, and
renews that certification as required under 7 AAC 130.238.

d. The program administrator must

i. beatleast 21 years of age;

ii. meet the following experiential requirements. one year of full-time or equivalent part-time experience providing
services to individual s in a human services setting in a position with responsibility for planning, development, and
management or operation of programs involving service delivery, fiscal management, needs assessment, program
evaluation, or similar tasks.

iii. meet the following education requirements:

(A) Bachelor of Artsor Bachelor of Science degree from an accredited college or university in social work, psychology,
rehabilitation, nursing or a closely related human servicesfield; or

(B) Associate of Arts degree from an accredited college or university in psychology, rehabilitation, nursing or a closely
related human services field, and two years of full-time or equivaent part-time experience working with human services
recipients, in addition to the required one year of experience as a supervisor; or

(C) four years of full-time or equivalent part-time experience working with human services recipientsin social work,
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psychology, rehabilitation, nursing, or a closely related human services field or setting, in addition to the required one year
of experience as a supervisor; or

(D) certification asarural community health aide or practitioner, and one year of full-time or equivalent part-time
experience working with human services recipients, in addition to the required one year of experience as a supervisor.

e. Inaddition to meeting education and experience requirements, the administrator must possess the knowledge base and
skills necessary to carry out the care coordination services program.

i. Theadministrator knowledge base must include:

(A) themedical, behavioral, habilitative, and rehabilitative conditions and requirements of the population to be served; and
(B) the applicable laws and policies related to Senior and Disabilities Services programs.

ii. Theadministrator skill set must include;

(A) theability to evaluate and develop a support plan to meet the needs of the population to be served; and

(B) the ability to supervise professional and support services staff.

2. Care coordinators.

a. Carecoordinators shall be at least 18 years of age, and qualified through experience and education in a human services
field or setting.

b. Required education and additional experience or alternatives to formal education:

i. Bachelor of Arts, Bachelor of Science, or Associate of Arts degree from an accredited college or university in socia
work, psychology, rehabilitation, nursing or a closely related human services field, and one year of full-time, or equivalent
part-time experience working with human services recipients; or

ii. two yearsof course credits from an accredited college or university in social work, psychology, rehabilitation, nursing
or aclosely related human services field, and one year of full-time, or equivalent part-time experience working with human
Services recipients; or

iii. threeyears of full-time or equivalent part-time experience working with human services recipientsin social work,
psychology, rehabilitation, nursing, or a closely related human servicesfield or setting; or

iv. certification asarural community health aide or practitioner and one year of full-time or equivalent part-time
experience working with human services recipients.

c. Inaddition to meeting education and experience regquirements, care coordinators must possess, or develop before
providing program services, the knowledge base and skills necessary to carry out the care coordination process.

i. The care coordination knowledge base must include:

(A) anunderstanding of person-centered planning, including how this applies not only to the development of the support
plan but also to the on-going monitoring of services;

(B) themedical, behavioral, habilitative, and rehabilitative conditions and requirements of the population to be served by
the care coordinator;

(C) thelawsand policiesrelated to Senior and Disabilities Services programs;

(D) theterminology commonly used in human services fields or settings,

(E) theelements of the care coordination process; and

(F) theresources available to meet the needs of recipients.

ii. The care coordination skill set must include:

(A) theability to support arecipient in directing the development of a support plan, based on his/her strengths and
abilities, that leads to a meaningful life at home, at work, and in the community;

(B) theability to effectively assist the recipient in communicating the recipient's choices and decisions and collaborating
with supporters such as family members, guardians, or other decision-making assistants;

(C) theability to organize, evaluate, and present information orally and in writing; and

(D) theability to work with professional and support staff.

d. Senior and Disahilities Services may certify as care coordinator under 7 AAC 130.238 an applicant whose education
was completed in a country other than the United States if the applicant can show that his/her foreign education is
comparable to that received in an accredited educational institution in the United States.

i. Applicantslicensed under AS 08 may submit a copy of a State of Alaskalicense to show the applicant's foreign
education is comparable to education in the United States.

ii  Applicants not licensed under AS 08 are responsible for providing to Senior and Disabilities Services the following with
an initial application for certification:

(A) aforeign educational credentials evaluation report from an evaluation service approved by the National Association of
Credential Evaluation Services that includes, at a minimum, a description of each course and semester or quarter hour
credits earned for that course, and a statement of degree equivalency to education in the United States; and

(B) certified English translations of any document submitted as part of the application, if the original documents are not in
English.

B. Training.
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An individual who seeks certification to provide care coordination services or targeted case management services
must enroll in the Senior and Disabilities Services Beginning Care Coordination course;
demonstrate comprehension of course content through examination; and
. provide proof of successful completion of that course not more than 365 days prior to the date of submission of an
application for certification.
2. A certified care coordinator who wishesto renew his or her certification
a.  must successfully complete
i. atleast one Senior and Disabilities Services care coordination training course during the individual's one or two year
period of certification;
ii. 16 hoursannually of continuing education that is relevant to a care coordinator's job responsibilities; and
b. when submitting an application for recertification, provide proof of successful completion of the Senior and Disahilities
Services training course and 16 hours annually of continuing education.
3. The provider agency must document attendance and successful completion by a care coordinator of 16 hours of
continuing education annually in the care coordinator's personnel file; the provider agency's in-service training may qualify
as continuing education if the training increases the knowledge, abilities, or skills of the care coordinator and the content of
thein-service training, date, and time in attendance is documented.
Verification of Provider Qualifications
Entity Responsible for Verification:
SDS Provider Certification and Compliance unit

coepr

Frequency of Verification:
Up to four years per 7 AAC 130.220(c)

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Care Coordination

Provider Category:
Individual
Provider Type:
Care Coordinator

Provider Qualifications
L icense (specify):
n/a

Certificate (specify):

SDS certified provider under 7 AAC 130.220, Provider certification, 7 AAC. 130.238, Certification of care coordinators, 7
AAC 130.240, Care coordination services and the relevant Conditions of Participation adopted by referencein 7 AAC
160.900.

Other Standard (specify):

All certified providers must meet the requirements contained in the Provider Conditions of Participation, listed in Main A:
Additional Information Needed (Optional) and the relevant service Conditions of Participation. Below isthe Care
Coordination Services Conditions of Participation, Personnel and Training excerpts:

A. Personnel.
1. Care coordination services/targeted case management program administrator.
a.  The provider must designate a care coordination services program administrator who is responsible for the management
of the program including the following:
i. orientation, training, and supervision of care coordinators,
ii. implementation of policies and procedures,
iii. intake processing and evaluation of new admissions to the services;
iv. participation in the development of support plansin collaboration with other providers of services;
V. ongoing review of the delivery of services, including
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(A) monitoring the amount, duration, and scope of services to assure delivery as outlined in the support plan;

(B) assessing whether the services assist the recipients to attain the goals outlined in the support plan and recommending
changes as appropriate;

(C) evauating the quality of care rendered;

vi. development and implementation of corrective action plans for identified problems or deficienciesin delivery of care
coordination services, and

vii. submission of required reports to Senior and Disabilities Services, including critical incident reports.

b. The provider may use atitle other than program administrator for this position, (e.g., program director, program
manager, or program supervisor).

c. The provider must ensure that the individual in the program administrator position is certified as a care coordinator, and
renews that certification as required under 7 AAC 130.238.

d. The program administrator must

i. beatleast 21 years of age;

ii. meet the following experiential requirements. one year of full-time or equivalent part-time experience providing
services to individual s in a human services setting in a position with responsibility for planning, development, and
management or operation of programs involving service delivery, fiscal management, needs assessment, program
evaluation, or similar tasks.

iii. meet the following education requirements:

(A) Bachelor of Artsor Bachelor of Science degree from an accredited college or university in social work, psychology,
rehabilitation, nursing or a closely related human servicesfield; or

(B) Associate of Artsdegree from an accredited college or university in psychology, rehabilitation, nursing or a closely
related human services field, and two years of full-time or equivalent part-time experience working with human services
recipients, in addition to the required one year of experience as a supervisor; or

(C) four years of full-time or equivalent part-time experience working with human services recipientsin social work,
psychology, rehabilitation, nursing, or a closely related human servicesfield or setting, in addition to the required one year
of experience as a supervisor; or

(D) certification asarural community health aide or practitioner, and one year of full-time or equivalent part-time
experience working with human services recipients, in addition to the required one year of experience as a supervisor.

e. Inaddition to meeting education and experience requirements, the administrator must possess the knowledge base and
skills necessary to carry out the care coordination services program.

i. Theadministrator knowledge base must include:

(A) themedical, behavioral, habilitative, and rehabilitative conditions and requirements of the population to be served; and
(B) the applicable laws and policies related to Senior and Disabilities Services programs.

ii. Theadministrator skill set must include:

(A) theability to evaluate and develop a support plan to meet the needs of the population to be served; and

(B) the ability to supervise professional and support services staff.

2. Care coordinators.

a. Carecoordinators shall be at least 18 years of age, and qualified through experience and education in a human services
field or setting.

b. Required education and additional experience or aternativesto formal education:

i. Bachelor of Arts, Bachelor of Science, or Associate of Arts degree from an accredited college or university in social
work, psychology, rehabilitation, nursing or aclosely related human servicesfield, and one year of full-time, or equivalent
part-time experience working with human services recipients; or

ii. two yearsof course credits from an accredited college or university in social work, psychology, rehabilitation, nursing
or aclosely related human services field, and one year of full-time, or equivalent part-time experience working with human
Services recipients; or

iii. threeyearsof full-time or equivalent part-time experience working with human services recipientsin social work,
psychology, rehabilitation, nursing, or a closely related human servicesfield or setting; or

iv. certification asarural community health aide or practitioner and one year of full-time or equivalent part-time
experience working with human services recipients.

c. Inaddition to meeting education and experience regquirements, care coordinators must possess, or devel op before
providing program services, the knowledge base and skills necessary to carry out the care coordination process.

i. The care coordination knowledge base must include:

(A) anunderstanding of person-centered planning, including how this applies not only to the development of the support
plan but also to the on-going monitoring of services,

(B) the medical, behavioral, habilitative, and rehabilitative conditions and requirements of the population to be served by
the care coordinator;

(C) thelawsand policiesrelated to Senior and Disabilities Services programs;

11/12/2026



Application for 1915(c) HCBS Waiver: Draft AK.007.01.06 - May 01, 2027 Page 57 of 219

(D) theterminology commonly used in human services fields or settings,

(E) theelements of the care coordination process; and

(F) theresources available to meet the needs of recipients.

ii. The care coordination skill set must include:

(A) theability to support arecipient in directing the devel opment of a support plan, based on hisher strengths and
abilities, that leads to a meaningful life at home, at work, and in the community;

(B) theability to effectively assist the recipient in communicating the recipient's choices and decisions and collaborating
with supporters such as family members, guardians, or other decision-making assistants;

(C) theahility to organize, evaluate, and present information orally and in writing; and

(D) theability to work with professional and support staff.

d. Senior and Disahilities Services may certify as care coordinator under 7 AAC 130.238 an applicant whose education
was completed in a country other than the United States if the applicant can show that his/her foreign education is
comparable to that received in an accredited educational institution in the United States.

i. Applicantslicensed under AS 08 may submit a copy of a State of Alaskalicense to show the applicant's foreign
education is comparable to education in the United States.

i Applicants not licensed under AS 08 are responsible for providing to Senior and Disabilities Services the following with
an initial application for certification:

(A) aforeign educational credentials evaluation report from an evaluation service approved by the National Association of
Credential Evaluation Services that includes, at a minimum, a description of each course and semester or quarter hour
credits earned for that course, and a statement of degree equivalency to education in the United States; and

(B) certified English trandations of any document submitted as part of the application, if the original documents are not in
English.

Training.
Anindividual who seeks certification to provide care coordination services or targeted case management services
must enroll in the Senior and Disabilities Services Beginning Care Coordination course;
demonstrate comprehension of course content through examination; and
. provide proof of successful completion of that course not more than 365 days prior to the date of submission of an
application for certification.
2. A certified care coordinator who wishesto renew his or her certification
a.  must successfully complete
i. atleast one Senior and Disabilities Services care coordination training course during the individual's one or two year
period of certification;
ii. 16 hoursannually of continuing education that is relevant to a care coordinator's job responsibilities; and
b. when submitting an application for recertification, provide proof of successful completion of the Senior and Disahilities
Services training course and 16 hours annually of continuing education.
3. The provider agency must document attendance and successful completion by a care coordinator of 16 hours of
continuing education annually in the care coordinator's personnel file; the provider agency's in-service training may qualify
as continuing education if the training increases the knowledge, abilities, or skills of the care coordinator and the content of
the in-service training, date, and time in attendance is documented.
Verification of Provider Qualifications
Entity Responsible for Verification:
SDS Provider Certification and Compliance unit

O oD P W

Frequency of Verification:
Up to four years per 7 AAC 130.220(c)

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Statutory Service

Service:

Day Habilitation

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1 Sub-Category 1.
04 Day Services 04020 day habilitation
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

Day habilitation services may be provided to assist participants, ages three and older, to acquire, retain, and improve the
self- help, socialization, and adaptive skills necessary to live successfully in home and community-based settings. These
services must provide supervision and a secure environment for participants, may be planned to reinforce skills or lessons
taught in other settings, and may include both individual and group activities.

In addition, day habilitation services may be provided to assist participants to participate in meaningful retirement activities,
including hobbies, clubs, and other senior-related activities available in the community.

While day habilitation services may be offered in avariety of settings, the environment in which they are provided must be
appropriate for delivery of the servicesin amanner that will contribute to the participant's accomplishing the outcomes and
goals specified in the participant's support plan and increasing participation in and access to community settings and
resources.

Day habilitation services may be offered in avariety of non-residential settings in the community, separate from the
participant's private residence or other residential setting, unless the provider is granted awaiver under 7 AAC 130.260(d)
regarding the setting.

When day habilitation is provided in aresidential setting, the rendering of activities must not duplicate or replace
community engagement activities afforded to all participants of residential habilitation services. The services must also be
provided with the intent of facilitating community integration.

Residential settings include a participant's private home, another private residence, and provider owned or operated licensed
residential settings where the residentia habilitation subtypes of group home or family home services are provided.

When aparticipant living in aresidential habilitation setting receives day habilitation servicesin their residence, the day
habilitation provider, not the residential habilitation provider, will be engaged with the participant. The day habilitation
provider and the residential provider are not the same individual and there is no duplicate billing by one provider.

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

Per 7 AAC 130.260, the department will only pay for a maximum of 624 hours each year of all types of day habilitation
services from all providers combined. The department may approve alimited amount of additional day habilitation services
if the department finds that:
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(A) therecipient's current physical or behavioral condition places the recipient at risk of institutionalization or incarceration
if additional day habilitation services are not provided;

(B) therecipient's support plan and records indicate that the recipient has a critical need for additional day habilitation
services because of one or more of the following:

» the recipient has an acute or degenerative physical condition that necessitates participation in activities to maintain or
improve that condition that are available only in the community

« the recipient exhibits behaviors that create arisk of physical harm to the recipient or others that can only be mitigated by
the development of skills related to appropriate behavior in the community;

» the recipient's one-to-one support provided under 7 AAC 130.267 was recently terminated, and the recipient needsto
learn skills required for living successfully in the community;

or

» therecipient's release from an intermediate care facility for individuals with intellectual disabilities or the criminal justice
system within the current or prior support plan year increases the need for additional day habilitation services for teaching or
training skills for community integration;

and

(C) therecipient's medical, social, educational, or other records support the recipient's need for, and capacity to engagein
and benefit from, additional active teaching or training; those records include the following:

e the current and prior year assessments under 7 AAC 130.213;

« the current and prior year support plans,

e records maintained under 7 AAC 105.230(d);

e direct service case notes.

The day habilitation services provided in all residential settings combined must be no more than 10 percent of the total units
of service approved for aplan year and justified and approved in the participant's support plan. Residential settingsinclude a
participant's private home, another private residence, and provider owned or operated licensed residential settings where the
residential habilitation subtypes of group home or family home services are provided.

Distance delivery may not be more than 10 percent of the total units of day habilitation approved for a support plan year.
Service Delivery Method (check each that applies):
O Participant-dir ected as specified in Appendix E

Provider managed
Remotelvia Telehealth

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 Certified HCBS Agency: Day Habilitation Services

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Day Habilitation

Provider Category:

Agency

Provider Type:

Certified HCBS Agency: Day Habilitation Services
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Provider Qualifications
L icense (specify):
n/a

Certificate (specify):

SDS certified provider under 7 AAC 130.220, Provider certification and 7 AAC 130.260, Day habilitation services and the
relevant Conditions of Participation adopted by referencein 7 AAC 160.900.

Other Standard (specify):

All certified providers must meet the requirements contained in the Provider Conditions of Participation, listed in Main A:
Additional Information Needed (Optional) and the relevant service Conditions of Participation. Below are the Day
Habilitation Services Conditions of Participation, Personnel and Training excerpts:

A. Personnel

1. Day habilitation services program administrator.

a. The provider must designate a day habilitation services program administrator who is responsible for day-to-day
management of the program, including the following:

i. orientation, training, and supervision of direct service workers;

ii. implementation of policies and procedures,

iii. intake processing and evaluation of new admissions;

iv. participation in the development of plans of care in collaboration with care coordinators and other service providers,
v. ongoing review of the delivery of services, including

(A) monitoring the amount, duration, and scope of services to assure delivery as outlined in the plan of care;

(B) assessing whether the services assist the recipients to attain the outcomes and goals outlined in the plan of care; and
(C) evauating the quality of care rendered by direct service workers;

vi. development and implementation of corrective action plans for identified problems or deficiencies; and

vii. submission of required reportsto Senior and Disabilities Services, including critical incident reports.

b. The provider may use atitle other than program administrator for this position (e.g., program director, program
manager, or program supervisor).

c. The program administrator must:

i. beatleast 21 years of age;

ii. meet the following experiential requirements. one year of full-time or equivalent part-time experience providing
services to individual s in a human services setting in a position with responsibility for planning, devel opment, and
management or operation of programs involving service delivery, fiscal management, needs assessment, program
evaluation, or similar tasks; and

iii. meet the following educational requirements:

(A) Bachelor of Artsor Bachelor of Science degree from an accredited college or university in social work, psychology,
rehabilitation, nursing or a closely related human servicesfield; or

(B) Associate of Artsdegree from an accredited college or university in psychology, rehabilitation, nursing or a closely
related human services field, and two years of full-time, or equivalent part-time experience working with human services
recipients; or

(C) four yearsof full-time or equivalent part-time experience working with human services recipientsin social work,
psychology, rehabilitation, nursing or a closely related human services field or setting; or

(D) certification asarural community health aide or practitioner and one year of full-time, or equivalent part-time
experience working with human services recipients.

d. Inaddition to meeting education and experience requirements, the administrator must possess the knowledge base and
skills necessary to carry out the day habilitation services program.

i. Theadministrator knowledge base must include:

(A) themedical, behavioral, habilitative, and rehabilitative conditions and regquirements of the population to be served; and
(B) the applicable laws and policies related to Senior and Disabilities Services programs.

ii. Theadministrator skill set must include:

(A) theability to evaluate, and to develop a plan of care to meet the needs of the population to be served; and

(B) theability to supervise professional and support day habilitation services staff.

2. Day habilitation services direct service workers.

a. Direct service workers must be at least 18 years of age; qualified through education or experience; and possess, or
develop before providing services, the skills necessary to meet the needs of the recipient population.

b. Required education and alternatives to formal education:

i. high school or general education development (GED) diploma; or

ii. demonstration to the program administrator of the ability to communicate in English, including reading and following
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written instructions and making appropriate entries regarding services in the recipient's record or file.

c. Required skill set

i. theability to communicate with the direct service worker's supervisor, the recipient, and the primary caregiver;
ii. theability to understand the needs of, and to work with, the recipient popul ation;

iii. theability to be guided by the plan of care; and

iv. theability to respond in case of medical or community emergencies.

B. Training.
1. The provider must provide orientation and ongoing training to direct service workersto ensure they are qualified to
perform day habilitation services for the recipient.
2. The provider must provide training to direct service workers in regard to the following at a minimum:
a. maintaining a safe environment while providing services,
b. universal precautions and basic infection control procedures;
c. cardiopulmonary resuscitation (CPR) and first aid; and
d. understanding the needs of the population to be served.
3. The provider must instruct direct service workers to notify the program manager, the supervisor, or the appropriate
authority, when there is cause for concern about arecipient's health, safety, or welfare.
Verification of Provider Qualifications
Entity Responsible for Verification:
SDS Provider Certification and Compliance unit

Frequency of Verification:
Up to four years per 7 AAC 130.220(c)

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
Service:
Supported Employment
Alternate Service Title (if any):
Employment Services

HCBS Taxonomy:
Category 1 Sub-Category 1.
03 Supported Employment 03021 ongoing supported employment, individual
Category 2: Sub-Category 2:
03 Supported Employment 03022 ongoing supported employment, group
Category 3: Sub-Category 3:
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Category 4: Sub-Category 4

Service Definition (Scope):

Employment services assist participants to become gainfully employed (including self-employment) in ajob that meets their
career goals. Employment services include pre-employment and supported employment services that are provided over a
specified period of time, are based on a defined outcome documented on the participant's person-centered support plan, and
are planned to maximize the participant's independence and provide the minimum amount of support required for the
participant to obtain and maintain employment as participant work-related goals and objectives are achieved. Consistent
with the person-centered approach to these services, individuals accessing employment services should be encouraged, on
an ongoing basis, to explore their interests, strengths, and abilities relating to employment or career advancement.

Employment services may be offered in avariety of settings, including distance delivery if authorized in the participant's
support plan, but, because independence and community integration are goals for these services, they may not be provided
in sheltered workshops or other similar specialized vocational facilities, or any other setting that has the effect of isolating
individual s who receive home and community-based waiver services from the broader community of individuals not
receiving waiver services. Employment services may be provided in aresidential setting if self-employed (including self-
employment for subsistence) or if a participant has an agreement with their employer to work from home.

Pre-employment services provide time-limited learning and work experiences that allow participants to develop general
work readiness and non-job specific strengths and skills that are applicable to all work settings.

Pre-employment services may also assist a participant to determine individual strengths, interests, abilities, and support
needs, or become gainfully employment per 42 CFR 8440.180(c)(2)(i). If an individual identifies self-employment as their
desired outcome, pre-employment services may include supporting the participant as they determine the concept of their
business and develop a business plan, as well as referring the participant to the appropriate community resources for
additional guidance in identifying potential sources of financing and additional assistance in developing and launching a
business. While the service can assist participants working towards self-employment, the majority of the work that needs to
be done, from research to writing a business plan, will be the responsibility of the participant.

Employment services include the progressive phases of job-specific training, job coaching, ongoing intermittent support to
assist with keeping ajob or career advancement, and support to maintain self-employment. Incidental assistance with the
participant's activities of daily living at the workplace is considered an ancillary part of employment services.

Documentation is maintained in the file of each individual receiving this service that the service is not available under a
program funded under section 110 of the Rehabilitation Act of 1973 or the IDEA (20 U.S.C. 1401 et seq.). Federal financial
participation is not claimed for incentive payments, subsidies, or unrelated vocational training expenses such as the
following: 1. Incentive payments made to an employer to encourage or subsidize the employer's participation in supported
employment; or 2. Payments that are passed through to users of supported employment services.

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

Distance delivery may not be more than 10 percent of the total units of employment services approved for a support plan
year.

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

Provider managed
Remotelvia Telehealth

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

[ L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:
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Provider Category Provider TypeTitle

Agency Certified HCBS Agency: Employment Services

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Employment Services

Provider Category:

Agency

Provider Type:

Certified HCBS Agency: Employment Services

Provider Qualifications
L icense (specify):
n/a

Certificate (specify):

SDS certified provider under 7 AAC 130.220, Provider certification and 7 AAC 130.270, Employment services and the
relevant Conditions of Participation adopted by referencein 7 AAC 160.900.

Other Standard (specify):

All certified providers must meet the requirements contained in the Provider Conditions of Participation, listed in Main A:
Additional Information Needed (Optional) and the relevant service Conditions of Participation. Below are the Employment
Services Conditions of Participation, Personnel and Training excerpts:

A. Personnel.
1. Employment Services program administrator.

a. The provider agency must designate an employment services program administrator who is responsible for day-to-day
management of the program.

b. The provider may use aterm other than program administrator for this position (e.g., program director, program
manager, or program supervisor).

c. The program administrator must be at least 21 years of age and qualified through experience and education in a human
servicesfield or setting.

i. Required experience: one year of full-time or equivalent part-time experience providing servicesto individualsin a
human servicesfield or setting in a position with responsibility for planning, development, and management or operation of
programs involving service delivery, fiscal management, needs assessment, program evaluation, or similar tasks.

ii. Required education and additional experience or alternativesto formal education:

(A) Bachelor of Artsor Bachelor of Science degree from an accredited college or university in social work, psychology,
rehabilitation, nursing or a closely related human servicesfield; or

(B) Associate of Arts degree from an accredited college or university in psychology, rehabilitation, nursing or a closely
related human services field, and two years of full-time, or equivalent part-time experience working with human services
recipients; or

(C) four years of full-time or equivalent part-time experience working with human services recipientsin social work,
psychology, rehabilitation, nursing, or a closely related human servicesfield or setting; or

(D) certification asarural community health aide or practitioner and one year of full-time, or equivalent part-time
experience working with human services recipients.

d. Inaddition to meeting education and experience requirements, the administrator must possess the knowledge base and
skills necessary to carry out the employment services program.

i. Theadministrator knowledge base must include

(A) themedical, behavioral, and habilitative conditions and requirements of the population to be served;

(B) employment services philosophy, state regulations and emerging service delivery techniques; and

(C) theapplicablelaws, regulations and policies related to governing services for individuals with disabilities.

ii. Theadministrator skill set must include

(A) theability to develop and evaluate a support plan to meet the needs of each recipient to be served; and
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(B) theahility to effectively supervise and support job developers and job coaches.

e. Prior to appointment as the employment services program administrator, the administrator must obtain the National
Certification in Employment Services (NCES), the certified employment support professional certification through the
Association of People Supporting Employment First (APSE) or obtain and maintain the Association of Community
Rehabilitation Educators (A CRE) certification in employment services.

f.  The program administrator may also serve as the job developer or job coach.

2. Job Developer.

a. A jobdeveloper must be at least 18 years of age and qualified through experience and education.

b. Required experience: one year of full-time or equivalent part-time experience providing servicesto individualsin a
human servicesfield or setting.

c. Required education and additional experience or alternatives to formal education:

i. high school or general education development (GED) diploma; and

ii. demonstration to the provider of the ability to communicate in English, including reading written instructions and
making appropriate entries regarding services in the recipient's record or file.

d. Inaddition to possessing the skill set of ajob coach and meeting education and experience requirements, the job
developer must possess the following knowledge base and skills:

i. Thejob developer knowledge base must include

(A) themedical, behavioral, and habilitative conditions and requirements of the population to be served;

(B) employment services philosophy, state regulations, and emerging service delivery techniques; and

(C) theapplicablelaws, regulations, and policies related to governing services for individual s with disabilities.

ii. Thejob developer skill set must include

(A) job exploration for individuals with disabilities;

(B) benefits counseling, including the impact of wages on state and federal disabilities benefits;

(C) researching employment opportunities;

(D) job development and job matching;

(E) ability to implement employment services outlined in the support plan to meet the needs of the recipient.

e. Within six months of employment as the job devel oper, ajob developer must obtain the National Certification in
Employment Services (NCES), the certified employment support professional certification through the Association of
People Supporting Employment First (APSE) or obtain and maintain the Association of Community Rehabilitation
Educators (ACRE) certification in employment services.

f. Thejob developer may also serve as the job coach.

3. Job Coach.

a. Job coaches must be at |east 18 years of age, qualified through education or experience, and possess, or develop before
providing services, the skills necessary to perform the tasks included in the employment services plan.

b. Reqguired education:

i. highschool or general education development (GED) diploma; and

iii. demonstration to the provider of the ability to communicate in English, including reading written instructions and
making appropriate entries regarding services in the recipient's record or file.

c. Required skill set:

i. identifying and teaching required employment-related skills;

ii. job coaching and on the job support;

iii. ability to implement employment services outlined in the support plan to meet the needs of the recipient;

iv. ability to identify natural supportsto work towards maximizing independence and integration into the workplace; and
v. ability to provideincidental assistance with activities of daily living while at the workplace.

d. Within six months of employment, the job coach must complete the level of training as specified under (A)(1)(e), the
Intitute for Community Inclusions Job Coaching training, or equivalent Job Coaching training documented by the provider
that demonstrates competencies in the following areas:

i. the history of employment services

ii. valuesand expectations of work

iii. understanding the profession of employment-services

iv. partnersin employment services

v. therole of the job coach

vi. therole of the employee

vii. therole of the employer

viii. the employment services support plan
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iX. legal rightsat work and self-advocacy

X. preparing for emergencies in the workplace

Xi. developing aplan to sustain employment

Xii. supporting employees learning styles

xiii. developing atask analysis

xiv. natural supports, self-maintenance, and fading
xv. distance delivery of services

B. Training.
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|. The provider must provide orientation and ongoing training for job devel opers and job coaches to ensure they are

qualified to perform, and to maintain a safe environment while providing, employment services.

2. Inaddition to training requirements outlined in the Provider Conditions of Participation, the employment services
program administrator must provide and document in employee records, training on the following topics, at a minimum, for

job developers and job coaches:

a. state policy and regulations governing the provision of employment services;

understanding the needs of the population to be served;
current best practices on the delivery of employment services;
universal precautions and basic infection control procedures;

WHDao o

minimum education and training as specified under (1)(A).
Verification of Provider Qualifications

Entity Responsible for Verification:

SDS Provider Certification and Compliance unit

Frequency of Verification:
Up to four years per 7 AAC 130.220(c)

Appendix C: Participant Services

personal care skills for those recipients who require assistance while receiving employment services; and
workplace safety including proper use of tools and equipment and fall prevention.
The program administrator must keep on file and submit to the department, when requested, documentation of required

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

Service:

Residential Habilitation

Alternate Service Title (if any):

HCBS Taxonomy:

Category 1.

Category 2

Sub-Category 1.

Sub-Category 2:
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Category 3: Sub-Category 3:

Category 4 Sub-Category 4:

Service Definition (Scope):

Residential habilitation services may be provided to assist participants to acquire, retain, and improve the self-help,
sociaization, and adaptive skills necessary to maximize independence and to live in the most integrated setting appropriate
to the participant's wishes and needs. Based on the age and residence of the participant, residential habilitation services are
rendered as: supported-living habilitation services or in-home support habilitation services.

The activities provided as residential habilitation services must be planned with the objective of maintaining or improving
the participant's physical, mental, and social abilities rather than rehabilitating or restoring such abilities. These services
must be individually tailored, and may include personal care and protective oversight and supervision, in addition to skills
development, but personal care, protective oversight, and supervision are considered ancillary to the residential habilitation
services. The purpose of the residential habilitation serviceis to teach a participant to acquire, retain, or improve skillsto
maintain or improve independence in home and personal skills, while personal careis aservice that is done for the
participant.

Residential habilitation services are provided, for the most part, in the participant's residence, the home of arelative, a semi-
independent or supported apartment or living arrangement. Because some skills development may be enhanced by activities
in community settings, services may be rendered in other environments provided the settings are appropriate for delivery of
the services in amanner that will contribute to the acquisition of skills necessary for daily living in the participant's
residence, and are approved in the participant's support plan. Other environments where an individual can receive residential
habilitation include community settings that relate to goals and objectives of residential habilitation. These goals are to be
documented in the participant's annual support plan.

Residential habilitation services may be provided in the participant's living arrangement or in the surrounding community,
provided that such services do not duplicate services furnished to a participant as other types of habilitation, and are related
to the goals in the approved support plan.

SDS reviewers carefully review al services, goals and objectives contained in each submitted waiver support plan for
possible duplication between waiver and state plan services and remediate prior to approving or authorizing all state-funded
Services.

Payment is not to be made for the cost of room and board, including the cost of building maintenance, upkeep and
improvement. The method by which the costs of room and board are excluded from payment for residential habilitation is
specified in Appendix I-5. Payment is not made, directly or indirectly, to members of the individual's immediate family,
except as provided in Appendix C-2. The state prohibits state plan personal care servicesto be provided at the same time as
residential habilitative services.

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

With the exception of a court appointed legal guardian explicitly authorized to provide waiver services by the court, a
Legally Responsible Individual (LRI) may not be paid to provide more than forty (40) hours of In-Home Support or
Supported Living in a seven (7) day period, regardless of the number waiver participants that they have alega duty to
support.

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

Provider managed
[ Remote/via Telehealth

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

Agency Certified HCBS Agency: Residential Habilitation Provider- 15 minutes: In-Home Support and Supported Living

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:

Agency

Provider Type:

Certified HCBS Agency: Residential Habilitation Provider- 15 minutes: In-Home Support and Supported Living

Provider Qualifications
License (specify):
n/a

Certificate (specify):

SDS Certified Residential Habilitation provider under 7 AAC 130.220, Provider certification and 7 AAC 130.265,
Residential habilitation services and the relevant Conditions of Participation adopted by referencein 7 AAC 160.900.
Other Standard (specify):

All certified providers must meet the requirements contained in the Provider Conditions of Participation, listed in Main A:
Additional Information Needed (Optional) and the relevant service Conditions of Participation. Below isthe Residential
Habilitation Conditions of Participation, Personnel and Training excerpt:

A. Personnel.

1. Residentia habilitation services program administrator

a. The provider must designate aresidential habilitation services program administrator who is responsible for day-to-day
management of the program including the following:

i. orientation, training, and supervision of direct service workers;

ii. implementation of policies and procedures,

iii. intake processing and evaluation of new admissions;

iv. participation in the development of plans of care in collaboration with care coordinators and other service providers,
V. ongoing review of the delivery of services, including:

(A) monitoring the amount, duration, and scope of services to assure delivery as outlined in the plan of care;

(B) ng whether the services assist recipients to attain the goals outlined in plans of care and recommending changes
as appropriate; and

(C) evauating the quality of care rendered by direct service workers;

vi. development and implementation of corrective action plans for identified problems or deficienciesin the service
provided; and

vii. submission of required reportsto Senior and Disabilities Services, including critical incident reports.

b. The provider may use atitle other than program administrator for this position (e.g., program director, program
manager, or program SUupervisor).

c. The program administrator must

i. beatleast 21 years of age;

ii. meet thefollowing experiential requirements: one year of full-time or equivalent part-time experience providing
services to individual s in a human services setting in a position with responsibility for planning, development, and
management or operation of programs involving service delivery, fiscal management, needs assessment, program
evaluation, or similar tasks.

iii. meet the following education requirements:
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(A) Bachelor of Artsor Bachelor of Science degree from an accredited college or university in social work, psychology,
rehabilitation, nursing or a closely related human servicesfield; or

(B) Associate of Artsdegree from an accredited college or university in psychology, rehabilitation, nursing or a closely
related human services field, and two years of full-time or equivalent part- time experience working with human services
recipients; or

(C) four years of full-time or equivalent part-time experience working with human services recipientsin social work,
psychology, rehabilitation, nursing, or a closely related human servicesfield or setting; or

(D) certification asarural community health aide or practitioner, and one year of full-time, or equivalent part-time
experience working with human services recipients.

d. Inaddition to meeting education and experience requirements, the program administrator must possess the knowledge
base and skills necessary to carry out the residential habilitation services program.

i. Theadministrator knowledge base must include:

(A) themedical, behavioral, and habilitative conditions and requirements of the population to be served; and

(B) thelawsand policiesrelated to Senior and Disabilities Services programs.

ii. Theadministrator skill set must include:

(A) theability to evaluate, and to develop a plan of care to meet the needs of the population to be served;

(B) theahility to organize, evaluate, and present information orally and in writing; and

(C) theability to supervise professional and support residential habilitation services staff.

2. Residential habilitation services direct service workers.

a. Direct service workers must be at least at least 18 years of age; qualified through education or experience; and possess,
or develop before providing services, the skills necessary to meet the needs of the recipient population.

b. Required education and aternatives to formal education:

i. high school or general education development (GED) diploma; or

ii. demonstration to the provider of the ability to communicate in English, including reading written instructions and
making appropriate entries regarding services in the recipient record or file.

c. Required skill set:

i. theability to communicate with his’her supervisor and with the recipient and the primary caregiver;

ii. theability to understand the needs of, and to work with the recipient population;

iii. the ability to be guided by the plan of care; and

iv. theability to respond in case of household, medical, or community emergencies.

B. Training.

1. The provider must provide orientation and training to direct service workers to ensure they are qualified to perform the
services planned for recipients.
2. The provider must provide training to direct service workersin regard to the following at a minimum:
a. maintaining a safe environment while providing services,
b. universal precautions and basic infection control procedures; and
c. understanding the needs of the population to be served.
3. The provider must instruct direct service workers to notify the program manager, the supervisor, or the appropriate
authority, when there is cause for concern about a recipient's health, safety, or welfare.
Verification of Provider Qualifications
Entity Responsible for Verification:
SDS Provider Certification and Compliance unit

Frequency of Verification:
Up to four years per 7 AAC 130.220(c)

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:

Statutory Service
Service:

Respite
Alternate Service Title (if any):

HCBS Taxonomy:
Category 1 Sub-Category 1.
09 Caregiver Support 09011 respite, out-of-home
Category 2: Sub-Category 2:
09 Caregiver Support 09012 respite, in-home
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

Respite care services may be provided for primary unpaid caregivers, providers of family home habilitation services, and
providers of host home care services who are in need of relief or will be unable to provide care for participants for limited
periods of time, if those caregivers provide the oversight, care, and support needed to prevent the risk of institutionalization
of aparticipant by assisting with basic personal activities or with activities related to independent living.

These services may be provided in the participant's private residence, in the private residence of the respite care services
provider, in specified licensed facilities, or at community locations that contribute to furthering the goals of the participant.

Respite care services may be family-directed for participants in specified waiver categories and grant programs. With the
assistance of a certified respite care services provider, the participant's primary unpaid caregiver may train and supervise the
individuals chosen to care for a participant while that caregiver is away or unable to provide care.

Because the intent of respite care servicesis to offer relief to unpaid caregivers, family home habilitation providers, or host
home care providers, units of respite care services authorized in the participant's support plan may not be used to substitute
for, or to supplement the number of personnel providing other home and community-based services or personal care
Services.

Federal financial participation is not to be claimed for the cost of room and board except when provided as part of respite
care furnished in afacility approved by the state that is not a private residence.

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

Alaskaregulations at 7 AAC 130.280(c) states that the department will not pay for respite care services that exceed the
following duration limits;

(1) 520 hours of hourly respite care services per year, unless the department approves more hours because the lack of
additional care or support would result in risk of institutionalization, and the department will not pay more than the daily
rate for respite care services provided to arecipient in the adults with physical disabilities category;

(2) 14 daysof daily respite care services per year.

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

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 Certified HCBS Agency: Respite: Licensed
Agency General Acute Care Hospital

Agency Certified HCBS Agency: Respite: Non-Licensed
Agency Skilled Nursing Facility

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

Agency

Provider Type:

Certified HCBS Agency: Respite: Licensed

Provider Qualifications
L icense (specify):
State of Alaska Assisted Living Home License, Foster Home License or Host Care Home License under AS 47.32 and
regulationsat 7 AAC 75 Assisted living homes, or 7 AAC 67 Foster home licensing standards
Certificate (specify):
SDS certified provider under 7 AAC 130.220, Provider certification and 7 AAC 130.280, Respite care services and the
relevant Conditions of Participation adopted by referencein 7 AAC 160.900.
Other Standard (specify):
All certified providers must meet the requirements contained in the Provider Conditions of Participation, listed in Main A:
Additional Information Needed (Optional) and the relevant service Conditions of Participation. Below is the Respite
Conditions of Participation: Personnel and Training excerpt:

A. Personnel.

1. Respite care services program administrator.

a. The provider must designate a respite care services program administrator who is responsible for day-to-day
management of the program.

b. The provider may use atitle other than program administrator for this position (e.g., program director, program
manager, or program supervisor).

c. The program administrator must be at least 21 years of age, and qualified through experience and education in a human
services field or setting.

i. Required experience: one year of full-time or equivalent part-time experience providing services to individuasin a
human services setting in a position with responsibility for planning, devel opment, and management or operation of
programs involving service delivery, fiscal management, needs assessment, program evaluation, or similar tasks.

ii. Required education: high school or general education development (GED) diploma.

d. Inaddition to meeting education and experience requirements, the program administrator must possess the knowledge
base and skills necessary to carry out the respite care services program.

i. The program administrator knowledge base must include:
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(A) themedical, behavioral, habilitative, and rehabilitative conditions and requirements of the population to be served; and
(B) thelawsand policiesrelated to Division of Senior and Disabilities Services programs.

ii. The program administrator skill set must include:

(A) theability to evaluate and develop a service plan to meet the needs of the population to be served;

(B) the ability to organize, evaluate, and present information orally and in writing; and

(C) theahility to supervise professional and support respite care services staff.

2. Respite care services direct service workers.

a. Direct service workers must be at least 18 years of age; qualified through education or experience; and possess, or
develop before providing services, the skills necessary to meet the needs of the recipient population.

b. Required education and alternatives to formal education:

i. high school or general education development (GED) diploma; or

ii. demonstration to the provider of the ability to communicate in English, including reading written instructions and
making appropriate entries regarding services in the recipient's record or file.

c. Required skill set:

i. theability to communicate with the direct service worker's supervisor, the recipient, and the primary caregiver;

ii. the ability to understand the needs of, and to work with, the recipient population;

iii. the ability to be guided by the service plan; and

iv. theability to handle household and medical emergencies.

B. Training.
1. The provider must provide orientation and training to direct service workers to ensure they are qualified to perform the
services planned for recipients.
The provider must provide training to direct service workers in regard to the following, at a minimum;
safety in the workplace, and proper use of tools and equipment required to meet the recipient's needs,
maintenance of aclean, safe, and healthy home environment;
universal precautions and basic infection control procedures;
understanding the needs of the population to be served; and
safe food handling and storage, nutritious meal preparation, and the special dietary or nutrition requirements of the
recipient.
3. The provider must instruct direct service workers to notify the program manager, the supervisor, or the appropriate
authority, when there is cause for concern about a recipient's health, safety, or welfare.
Verification of Provider Qualifications
Entity Responsible for Verification:
License (ALH): Alaska Department of Health, Division of Health Care Services, Residential Licensing unit
License (HCH): Alaska Department of Health, Division of Health Care Services, Residential Licensing unit
License (Foster Home): Alaska Department of Family and Community Services, Office of Children's Services
Certification: SDS Provider Certification and Compliance unit
Frequency of Verification:
License (ALH and HCH): Every two years
License (Foster Home): Every two years
Certification: Up to four years per 7 AAC 130.220(c)

Pao o N

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

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency

Provider Type:

General Acute Care Hospital

Provider Qualifications
L icense (specify):
State of Alaskalicense under AS 47.32 and Alaskaregulationsat 7 AAC 12.610
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Certificate (specify):
n/a

Other Standard (specify):
n/a

Verification of Provider Qualifications
Entity Responsible for Verification:
Alaska Department of Health, Division of Health Care Services, Health Facilities Licensing and Certification unit

Frequency of Verification:
Every two years

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

Service Type: Statutory Service
Service Name: Respite

Provider Category:

Agency

Provider Type:

Certified HCBS Agency: Respite: Non-Licensed

Provider Qualifications
License (specify):
n/a

Certificate (specify):

SDS certified provider under 7 AAC 130.220, Provider certification and 7 AAC 130.280, Respite care services and the
relevant Conditions of Participation adopted by referencein 7 AAC 160.900.

Other Standard (specify):

All certified providers must meet the requirements contained in the Provider Conditions of Participation, listed in Main A:
Additional Information Needed (Optional) and the relevant service Conditions of Participation. Below is the Respite
Conditions of Participation: Personnel and Training excerpt:

A. Personnel.

1. Respite care services program administrator.

a. The provider must designate a respite care services program administrator who is responsible for day-to-day
management of the program.

b. The provider may use atitle other than program administrator for this position (e.g., program director, program
manager, or program supervisor).

c. The program administrator must be at least 21 years of age, and qualified through experience and education in a human
servicesfield or setting.

i. Required experience: one year of full-time or equivalent part-time experience providing servicesto individualsin a
human services setting in a position with responsibility for planning, devel opment, and management or operation of
programs involving service delivery, fiscal management, needs assessment, program evaluation, or similar tasks.

ii. Required education: high school or general education development (GED) diploma.

d. Inaddition to meeting education and experience requirements, the program administrator must possess the knowledge
base and skills necessary to carry out the respite care services program.

i. The program administrator knowledge base must include:

(A) themedical, behavioral, habilitative, and rehabilitative conditions and requirements of the population to be served; and
(B) thelawsand policiesrelated to Division of Senior and Disabilities Services programs.

ii. The program administrator skill set must include:

(A) theability to evaluate and develop a service plan to meet the needs of the population to be served;

(B) theability to organize, evaluate, and present information orally and in writing; and
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(C) theahility to supervise professional and support respite care services staff.

2. Respite care services direct service workers.

a. Direct service workers must be at least 18 years of age; qualified through education or experience; and possess, or
develop before providing services, the skills necessary to meet the needs of the recipient population.

b. Required education and aternatives to formal education:

i. high school or general education development (GED) diploma; or

ii. demonstration to the provider of the ability to communicate in English, including reading written instructions and
making appropriate entries regarding services in the recipient's record or file

c. Required skill set:

i. theability to communicate with the direct service worker's supervisor, the recipient, and the primary caregiver;

ii. the ability to understand the needs of, and to work with, the recipient popul ation;

iii. the ability to be guided by the service plan; and

iv. the ability to handle household and medical emergencies.

B. Training.
1. The provider must provide orientation and training to direct service workers to ensure they are qualified to perform the
services planned for recipients.
The provider must provide training to direct service workers in regard to the following, at a minimum:
safety in the workplace, and proper use of tools and equipment required to meet the recipient's needs,
maintenance of a clean, safe, and healthy home environment;
universal precautions and basic infection control procedures;
understanding the needs of the population to be served; and
. safe food handling and storage, nutritious meal preparation, and the specia dietary or nutrition requirements of the
recipient.
3. The provider must instruct direct service workers to notify the program manager, the supervisor, or the appropriate
authority, when there is cause for concern about arecipient's health, safety, or welfare.
Verification of Provider Qualifications
Entity Responsible for Verification:
SDS Provider Certification and Compliance unit

P oo o N

Frequency of Verification:
Up to four years per 7 AAC 130.220(c)

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency

Provider Type:
Skilled Nursing Facility

Provider Qualifications
L icense (specify):
State of Alaskalicense under AS 47.32 and Alaskaregulationsat 7 AAC 12.610

Certificate (specify):
n/a

Other Standard (specify):
n/a

Verification of Provider Qualifications
Entity Responsible for Verification:
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Alaska Department of Health, Division of Health Care Services, Health Facilities Licensing and Certification unit

Frequency of Verification:
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:

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:

Host Home Care

HCBS Taxonomy:
Category 1 Sub-Category 1.
02 Round-the-Clock Services 02023 shared living, other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):

Host home care services may be provided to participants at least 18 years of age who need assistance with the activities of
daily living (ADLSs) and whose need for institutional level of care can be met through the support provided in a 24-hour
licensed host care home setting. The host home care services must provide a home-like environment where supervision,
safety, and security are available for participants, and social and recreational activities are provided in addition to the
services necessary to prevent institutionalization. The host home care service provides ongoing, integrated residential
supports in alicensed host care home setting. Any personal care provided is considered ancillary to the host home care
service.

The service is provided in alicensed host care home under AS 47.32 by a primary caregiver who livesin the home.

The host home care service isintended, but not limited, to provide an additional service option for waiver participants as
they transition out of care provided in alicensed foster home. The service provides a non-habilitative home environment for
waiver participants who require supportive care. The host home care services provider must ensure that they have the ability
to provide the care required by all participants in their home prior to admission. The service includes continuous
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responsibility for the participant's health, safety and welfare and is not intermittent in nature.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:

n/a

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[ Remoteivia Telehealth

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 Certified HCBS Agency: Host Home Care

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Host Home Care

Provider Category:

Agency

Provider Type:

Certified HCBS Agency: Host Home Care

Provider Qualifications

L icense (specify):
Meet the standards under AS 47.32.033, Host care home license

Certificate (specify):

Meet the standards under AS 47.07.048, Host home care services, SDS certified provider under 7 AAC 130.220, Provider
certification

Other Standard (specify):

All host home care service providers are required to meet the host home care license statutory requirements described in
Alaska Statute 47.32.033, Host care home license; the host home care service statutory requirements described in Alaska
Statute 47.07.048, Host home care services; the requirements contained in the Provider Conditions of Participation, listed in
Main A: Additional Information Needed (Optional); and the below personnel requirements.

A. Personnel.

1. Host home care services program administrator.

a. The program administrator shall be qualified as the head of household for the licensed host care home and will servein
dual capacity as the host home care services program administrator. The program administrator is responsible for the day-to-
day management of the home.

b. The program administrator must possess the knowledge base and skills necessary to carry out the host home care
service.

i. Theadministrator knowledge base must include:

(A) themedical and behavioral conditions and requirements of the population to be served; and

(B) thelawsand policiesrelated to Senior and Disabilities Services programs.

ii. The program administrator skill set must include the ability to organize, evaluate, and present information orally and in
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writing; and
c. Theresponsibilities of the host home care services program administrator must include:
i. orientation, training, and supervision of caregivers,
ii. implementation of policies and procedures,
iii. intake processing and evaluation of new admissions,
iv. participation in the development of support plansin collaboration with care coordinators and other service providers;
V. ongoing review of the delivery of services, including:
(A) monitoring the amount, duration, and scope of services to assure delivery as outlined in the support plan;
(B) ng whether the services assist the recipient to attain the personal goals outlined in support plan; and
(C) evauating the quality of care rendered by caregivers;
vi. development and implementation of corrective action plans for identified problems or deficiencies; and
vii. submission of required reportsto Senior and Disabilities Services, including critical incident reports.
2. Host home care services caregivers.
a. The provider must ensure that household members providing care and other caregivers meet the requirementsin the
regulations and the Conditions of Participation.
b. The provider must have a sufficient number of caregivers on site to implement the recipient's support plan and to allow
time for adaily routine of unhurried assistance with the activities of daily living that meet the needs and preferences of each
recipient.
Verification of Provider Qualifications
Entity Responsible for Verification:
License: Alaska Department of Health, Division of Health Care Services, Residential Licensing unit
Certificate: SDS Provider Certification and Compliance unit
Frequency of Verification:
License: Every two years
Certification: Up to four years per 7 AAC 130.220(c)

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:

Intensive Active Treatment

HCBS Taxonomy:
Category 1 Sub-Category 1.
10 Other Mental Health and Behavioral Services 10040 behavior support
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Category 4 Sub-Category 4:

Service Definition (Scope):

Intensive Active Treatment (IAT) assists participants who need immediate intervention to treat a medical or decelerate
behavior regression that, if left untreated, would place the participant at risk of institutionalization. This waiver serviceis
only provided to participants age 21 and over. IAT is provided by a professional licensed under AS 08, a paraprofessional
supervised by that professional and licensed under AS 08 if required, or an individual certified under AS 14.20.010 with a
special education endorsement under 4 AAC 12.330.

Providers of IAT must submit contemporaneous documentation indicating that IAT services provide specific treatment or
therapy needed to maintain or improve effective function of the participant, that the intervention is time-limited and
addresses the participant's specific personal, family, social, behavioral or psychiatric problem, and that each intervention
requires the precision and knowledge possessed only by specially-trained professionals in specific disciplines whose
services are not covered under Medicaid or as day habilitation services under 7 AAC 130.260. IAT services do not include
training and oversight of other direct service providers or monitoring of other health-related home and community-based
waiver services.

All 1AT services must be prior authorized.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Distance delivery may not be more than 10 percent of the total units of intensive active treatment approved for a support
plan year.

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

Provider managed
Remote/via Telehealth

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 Certified HCBS Agency: Intensive Active Treatment Services

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Intensive Active Treatment

Provider Category:

Agency

Provider Type:

Certified HCBS Agency: Intensive Active Treatment Services

Provider Qualifications
License (specify):
Professional license or paraprofessional under AS.08.
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Certificate (specify):

If not licensed (above), AS 14.20.010 with a special education endorsement under 4 AAC 12.330. SDS certified provider
under 7 AAC 130.220, Provider certification and 7 AAC 130.275, Intensive active treatment services and the relevant
Conditions of Participation adopted by referencein 7 AAC 160.900.

Other Standard (specify):

n/a

Verification of Provider Qualifications
Entity Responsible for Verification:
License: Alaska Department of Commerce, Community and Economic Development, Division of Corporations, Business
and Professional Licensing.
Certificate: If not licensed (above), Alaska Department of Education and Early Development teaching certificate; for all,
SDS Provider Certification and Compliance unit.
Frequency of Verification:
License: Every two years
Teaching certification: Every five years
Certification: Up to four years per 7 AAC 130.220(c)

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 8§440.180(b)(9), the State requests the authority to provide the following additional service not specified

in statute.
Service Title:
Transportation
HCBS Taxonomy:
Category 1: Sub-Category 1:
15 Non-Medical Transportation 15010 non-medical transportation
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope):
Transportation services may be provided to participants when natural supports are not available to provide transportation,

and the services are necessary to enable participants, and approved escorts, to travel to and return from locations where
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waiver or grant services are provided, or to other community services and resources. These services may not be used for
medical services transportation that is available for participants under 7 AAC 120.405 - 120.490.

The department will not make separate payment for transportation services for providers of family home, group home, and
In-Home Support residential habilitation services.

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

The department will not pay for transportation to destinations that are over 20 miles from the participant's residence, unless
approved by the department in the participant's support plan.

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

Provider managed
[J Remote/via Telehealth

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 Certified HCBS Agency: Transportation Services

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Transportation

Provider Category:

Agency

Provider Type:

Certified HCBS Agency: Transportation Services

Provider Qualifications
L icense (specify):
n/a

Certificate (specify):

SDS certified provider under 7 AAC 130.220, Provider certification and 7 AAC 130.290, Transportation services and the
relevant Conditions of Participation adopted by referencein 7 AAC 160.900.

Other Standard (specify):

All certified providers must meet the requirements contained in the Provider Conditions of Participation, listed in Main A:
Additional Information Needed (Optional) and the relevant service Conditions of Participation. Below are the
Transportation Services Conditions of Participation, Personnel, Policies, and Training excerpts:

A. Personnel.

1. Transportation services program director.

a. The provider must designate a transportation services program director who is responsible for day-to- day management
of the program.

b. Thedirector must be 18 years of age or older, have education or management experience sufficient to direct the
program, and have the capacity to facilitate communications between staff and recipients.

2. Drivers.
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a. Driversmust be 18 years of age or older, have a current Alaska driver's license with a class designation appropriate to
the type of vehicle operated, and have a safe driving record.
b. The provider must ensurethat al drivers are physically capable and willing to assist recipients.

B. Policies.

1. The provider must have written policies regarding program operations, including, at a minimum, the type of services
offered, the hours of operation, scheduling, waiting periods, and the availability of alternate transportation when the
provider's vehicles are not operational .

2. The provider must have written incident and accident protocols, including evacuation procedures for recipientsin case
of accidents, or of medical or weather emergencies.

C. Training.

1. The provider must have on file for staff drivers and volunteers written verification of attendance at, and successful
completion of, training regarding safe transportation and the needs of the recipient popul ation.
2. Theprovider must require all drivers and volunteers to attend the PASS (Passenger Assistance Safety and Securement)
course offered by the Community Transportation Association of America, or an equivalent course that addresses
professional customer service;
use of securement systems for mobility devices and individuals, including requirements regarding child safety;
lift operation procedures,
Americans with Disabilities Act;
universal precautions and basic infection control procedures,
service animals;
emergency and evacuation procedures;
awareness of inappropriate behaviors;
disability awareness,

j. incident and accident protocolsin case of accidents, or of medical or weather emergencies; and

k. the provider's policy, incorporating the requirements of 7 AAC 130.229, on the use of restrictive interventions.
Verification of Provider Qualifications

Entity Responsible for Verification:

SDS Provider Certification and Compliance unit

~S@ P apoo

Frequency of Verification:
Up to four years per 7 AAC 130.220(c)

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):
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 section 1915(i) of the Act (HCBS as a State Plan Option). Complete
item C-1-c.

AsaMedicaid state plan service under section 1915(g)(1) of the Act (Targeted Case M anagement).
Completeitem C-1-c.

[ Asan administrative activity. Complete item C-1-c.
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[ Asaprimary care case management system service under a concurrent managed car e authority. Complete
item C-1-c.

O AsaMedicaid state plan service under section 1945 and/or section 1945A of the Act (Health Homes
Compr ehensive Car e Management). Complete item C-1-c.

c. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on behalf
of waiver participants and the requirements for their training on the HCBS settings regul ation and person-centered
planning requirements:

Case management functions provided to each waiver applicant or participant include completing and submitting an initial
application for services, developing and submitting an initial support plan, and annually devel oping and submitting the
renewal support plan. Ongoing waiver case management is referred to as care coordination. The person performing these
case management functions must be certified as a care coordinator.

Care coordinators are required to complete Home and Community-Based Services (HCBS) settings and person-centered

planning regulationstraining at initial certification and care coordination agency program administrators are required to
complete settings training at certification renewal .

All care coordinators must comply with the training requirements contained in the Provider Conditions of Participation,
listed in Main A: Additional Information Needed (Optional) and the Care Coordination Services Conditions of
Participation.

Please see Appendix C-3 for the Care Coordination service and provider specifications.

d. Remote/Teehealth Delivery of Waiver Services. Specify whether each waiver service that is specified in Appendix C-
1/C-3 can be delivered remotely/viatelehealth.

Service

Care Coordination
Day Habilitation

Employment Services

Intensive Active Treatment

1. Will any in-person visits be required?

® Yes

No.

2. By checking each box below, the state assures that it will address the following when delivering the service
remotely/via telehealth.

Theremoteservicewill be delivered in away that respects privacy of the individual especially in
instances of toileting, dressing, etc. Explain:
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Distance delivery isdefined in 7 AAC 130.319(22) and means a face-to-face interaction between a
participant and a provider, using a secure web-based platform that is compliant with P.L. 104-191 (Health
Insurance Portability and Accountability Act of 1996 (HIPAA)) and does not include the use of atelephone
without a video component.

Devices used to deliver services using distance delivery will not be placed in locations where privacy is
assumed, including bedrooms and bathrooms. The state does not set regulations nor have oversight of
participants' private residences. The care coordinator is responsible for monitoring and ensuring health and
safety for the participant receiving waiver services in the home, including protecting individual rights and

privacy.

The care coordinator must document any distance delivery of services in the participant's support plan. The
participant can elect to receive al services in-person or they may also choose to receive services by distance
delivery. The participant's support plan must include the amount of time the participant will receive distance
delivery or in-person delivery methods.

The following services allow for distance delivery: care coordination, day habilitation, employment services
and intensive active treatment:

» For day habilitation, employment services and intensive active treatment, distance delivery may not be
more than 10 percent of the total amount authorized in the participant's support plan.

 For care coordination, the care coordinator must make at a minimum one contact each month with the
participant or the participant's legal representative, if applicable; every six months one of the monthly
contacts must be in-person; the remainder may be done by telephone or distance delivery.

How thetelehealth service delivery will facilitate community integration. Explain:

The distance delivery of services promotes community integration by allowing waiver participants access to
distance delivery servicesin asimilar manner as non-waiver participants. All services delivered via distance
delivery promote and ensure safety, functional skills, and independence across settings to support and
prepare each participant to access, engage and integrate in the participant's community of choicein
accordance with their support plan.

How thetelehealth will ensurethe successful delivery of servicesfor individuals who need hands on
assistance/physical assistance, including whether the service can be rendered without someone who is
physically present or is separated from theindividual. Explain:

The state began allowing distance delivery of servicesin spring 2020, through Appendix K, and codified
distance delivery of servicesin fall 2022. The participant's person-centered support plan describes
participant's needs, including if the participant needs hands on or physical assistance to engage with distance
delivered services, and how they will be supported. As part of the planning team's obligation to ensure the
health and safety of the participant, the participant and the team must ensure services delivered via distance
delivery are rendered in the most appropriate manner.

How the state will support individuals who need assistance with using the technology required for
telehealth delivery of the service. Explain:

If the participant needs assistance with using the technology required for distance delivery of aservice, the
participant's support plan includes a description of the participant's support needs and how those needs will
be met.

How thetelehealth will ensurethe health and safety of an individual. Explain:
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The state requires that services delivered using the distance delivery modality require the same health and
safety assurances as services delivered using the in-person modality.

Providers must obtain written consent from participants to use distance delivery platforms. Waiver
participants or their legal representative, if applicable, must be informed about the type of connection being
used during the distance delivery visit, including whether the connection is secured or unsecured. Waiver
participants or their legal representative, if applicable, may choose to revoke their consent at any time.
Providers are responsible for ensuring HIPAA compliance for all communication when the participant is
sharing protected health information.

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):

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, () 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):
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Alaska Statute 47.05.310 requires any direct service provider, including providers of home and community-based
walver services to undergo acriminal background check. Under Alaskaregulations at 7 AAC 10.900, Barrier crimes
and conditions, providers are required to submit background check applications, including fingerprints, and receive
"provisional clearance" prior to: being issued a state license, receiving certification as an administrator/owner,
beginning employment, and volunteering at or residing in an entity.

The entity responsible for conducing background checks is the Department of Health's Background Check Program.

The scope of the background checks includes areview of records, from both Alaska and those states where the
individual lived in the previous ten years, to search for barrier crimes that would make the applicant unsuitable for
direct care service employment.

Fingerprints are processed by both the Alaska Department of Public Safety and the Federal Bureau of Investigation
for anational criminal history record check. Regulations at 7 AAC 10.905, Barrier crimes and conditions, define
barrier crimes as criminal offenses inconsistent with the standards of licensure, certification, approval or eligibility
to receive Medicaid payments, and list those crimes that are permanent, or ten, five, three and one-year barrier
crimes.

State and federal records searched include:

« AlaskaPublic Safety Information Network (APSIN): APSIN serves as a central repository for Alaska criminal
justice information. Thisinformation is also known as an "Interested Persons Report;"

e Alaska Court System/Court View and Name Index: Provides civil and criminal case information and is used to
assist in determination of disposition for casesin APSIN;

« Juvenile Offender Management Information System (JOMIS): JOMIS is the primary repository for juvenile
offense history records for the State of Alaska, Division of Juvenile Justice;

* Professional Licensing Registry: Professional registry listing all professions; focused review of individuals
licensed to perform health-related activities, including Certified Nurse Aides;

e National Sex Offender Registry (NSOR): The NSOR provides centralized access to registries from all 50 states,
Guam, Puerto Rico and the District of Columbig;

« Office of Inspector General (OIG): A database which provides information relating to parties excluded from
participation in Medicare, Medicaid and all Federal health care programs;

¢ Online Resource for the Children of Alaska (ORCA): The Alaska child abuse and neglect and foster care
licensing registries,

e |ICCIS childcare provider licensing system;

* AlaskaExcluded Provider List; and

» State & Federa Fingerprint results (FBI): Any other records/registries the department deems are applicable.

Applicants for certification and renewal certification as home and community-based waiver service providers must
submit a copy of the "Final Authorization™ letter issued by the Background Check unit or the Division of Senior and
Disahilities Services (SDS) can independently verify the background check information. All home and community-
based waiver providers must remain in compliance with the Provider Conditions of Participation for Home and
Community-Based Waiver Services and Community First Choice, including background check requirements.

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.

Yes. The state maintains an abuse registry and requir es the screening of individualsthrough 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; (c) the process for ensuring that mandatory screenings have been
conducted; and (d) the process for ensuring continuity of care for awaiver participant whose service provider was
added to the abuse registry. State laws, regulations and policies referenced in this description are availableto CMS
upon request through the Medicaid agency or the operating agency (if applicable):

11/12/2026



Application for 1915(c) HCBS Waiver: Draft AK.007.01.06 - May 01, 2027 Page 85 of 219

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

Note: Required information from thispageis contained in responseto C-5.

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

d. Provision of Personal Careor Similar Servicesby Legally Responsible Individuals. A legally responsible individua is
any person who has a duty under state law or regulations to care for another person (e.g., the parent (biological or
adoptive) of aminor child or the guardian of aminor child who must provide care to the child). At the option of the state
and under extraordinary circumstances specified by the state, payment may be made to alegally responsible individual for
the provision of personal care or similar services. Select one:

® No. The state does not make payment to legally responsibleindividuals for furnishing personal care or similar
Services.

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

Specify: (a) the types of legally responsible individuals who may be paid to furnish such services and the services
they may provide; (b) the method for determining that the amount of personal care or similar services provided by a
legally responsible individual is" extraordinary care", exceeding the ordinary care that would be provided to a
person without a disability or chronic illness of the same age, and which are necessary to assure the health and
welfare of the participant and avoid institutionalization; (c) the state policies to determine that the provision of
services by alegally responsibleindividual isin the best interest of the participant; (d) the state processes to ensure
that legally responsible individuals who have decision-making authority over the selection of waiver service
providers use substituted judgement on behalf of the individual; (€) any limitations on the circumstances under which
payment will be authorized or the amount of personal care or similar services for which payment may be made; (f)
any additional safeguards the state implements when legally responsible individuals provide personal care or similar
services; and, (g) the procedures that are used to implement required state oversight, such as ensuring 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.

e. Other State Palicies 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:

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

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

Specify the types of relatives/legal guardians to whom payment may be made, the services for which payment may be
made, the specific circumstances under which payment is made, and the method of determining that such
circumstances apply. Also specify any limitations on the amount of services that may be furnished by arelative or
legal guardian, and any additional safeguards the state implements when relatives/legal guardians provide waiver
services. Specify the state policies to determine that that the provision of services by arelative/legal guardianisin the
best interests of the individual. When the relative/legal guardian has decision-making authority over the selection of
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providers of waiver services, specify the state's process for ensuring that the relative/legal guardian uses substituted
judgement on behalf of the individual. Specify the procedures 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.
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WAIVER SERVICES PROVIDED BY RELATIVES, COURT APPOINTED LEGAL GUARDIANS, OR
LEGALLY RESPONSIBLE INDIVIDUALS (LRIs)

The department may allow relatives, court appointed legal guardians, or legally responsible individuals (LRISs) to
provide specific home and community-based waiver servicesif they meet the conditions established through
regulation and all the required employment and training qualifications for the service provided.

RELATIVES

The department considers relatives to be individuals who are related to the waiver participant by blood, marriage, or
adoption, and do not have a duty under state law to support the participant. Relatives are considered "family
members' but not "immediate family members" as defined in 7 AAC 130.319(10). Relatives providing waiver
services must be older than 18 years of age. Relatives are allowed to provide some select services, with limitations,
and service provision is subject to regulatory requirements, service requirements, and provider employment
requirements.

COURT APPOINTED LEGAL GUARDIANS

The department considers court appointed legal guardians to be individuals who have been appointed by the court,
as stated under 7 AAC 130.202, to be the participant's court appointed legal guardian. The court appointed legal
guardian may be the participant's spouse, adult child, parent of an adult participant, sibling, relative, or another
individual. Court appointed legal guardians may furnish limited services in accordance with a court order explicitly
authorizing the guardian to provide waiver services. Additionally, court appointed legal guardians may provide In-
Home Support and Supported Living Services without an explicit court authorization in their capacity as an LRI.

LEGALLY RESPONSIBLE INDIVIDUALS (LRIs)

The department considers LRIsto be individuals who have alegal duty to support the participant under state law. An
LRI istypicaly:

« the parent (biological or adoptive) or a court appointed legal guardian who must provide care to aminor child
enrolled to receive home and community-based services; or

« the spouse of awaiver participant; or

 the court appointed legal guardian who has the legal duty to support an adult enrolled to receive home and
community-based services.

Waiver services may be provided by LRIs only in the following two (2) specific circumstances:

1) the participant's support plan is authorized for In-Home Support services (for minors); or

2.) the participant's support plan is authorized for Supported Living services (for adults).

The department may allow an SDS certified provider to employ awaiver participant's relative, court appointed legal
guardian, or LRI to provide waiver services. The provider is responsible for determining that the relative, court
appointed legal guardian, or LRI meets the provider qualification requirements on the date of hire.

WAIVER SERVICES THAT RELATIVES AND COURT APPOINTED LEGAL GUARDIANS MAY PROVIDE
RELATIVES (WITH LIMITATIONS)

e Host Home Care

RELATIVES AND COURT APPOINTED LEGAL GUARDIANS (WITH LIMITATIONS)

« Day Hahilitation

e Employment Services

* Intensive Active Treatment

* Respite
e Transportation
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RELATIVES, COURT APPOINTED LEGAL GUARDIANS, AND LEGALLY RESPONSIBLE INDIVIDUALS
(LRI)

* Residential Habilitation-15 minutes:
0 In-Home Support
0 Supported Living

LIMITATIONS AND CONTROLS FOR SERVICES PROVIDED BY LRIs

The department may allow an SDS certified provider to employ an LRI. The provider has the responsibility for
determining that the LRI meets one of the following specific circumstances at the time of hire;

1) thereisno other direct care worker who can provide the necessary services; or
2.) theLRI hasthe specific knowledge, skills, or abilities to meet the participant's needs.

With the exception of court appointed legal guardians explicitly authorized to provide waiver services by the court,
services provided by an LRI must meet the following conditions:

» the serviceisonethat the LRI would not ordinarily provide in the household to a person of the same age without
adisahility;

« the service must be specified and approved in the participant's support plan;

» theserviceisnot inclusive of dutiesthat the LRI has for a participant, and that, if not provided, would be
considered neglect under AS 47.10.014 or AS 47.24;

 the participant chooses the LRI to be the provider of the service, and the participant's choice is reviewed annually
during the person-centered planning meeting;

e the LRI must meet all provider qualifications and requirements to provide the service and comply with "Provider
Conditions of Participation for Home and Community-Based Waiver Services and Community First Choice Chore
Services' and the "Residential Habilitation Services Conditions of Participation”;

¢ the LRI must be employed by an SDS certified home and community-based waiver provider; and

« the LRI may not provide more than forty (40) hours of paid services within a seven (7) day period regardless of
the number waiver participants that they have alegal duty to support.

Asisrequired for all providers, the provider certification process requires that the provider agency must be ableto
provide information on supervision palicies, including how the provider assesses the employee's performance to
ensure the employees can work effectively and to identify skills that need further devel opment. The determination
regarding the hiring of an LRI is at the discretion of the hiring agency.

With the exception of a court appointed legal guardian explicitly authorized to provide waiver services by the court,
payments for services provided by an LRI for more than forty (40) hoursin aseven (7) day period will be
considered overpayment and subject to recovery.

PAYMENTS MADE TO RELATIVES, COURT APPOINTED LEGAL GUARDIANS, AND LRIs

Payments made to relatives, court appointed legal guardians, and LRIs for waiver services are subject to all
regulatory requirements and limits, service requirements, and the required minimum employment and training
qualifications for the waiver service provided.

Controls employed to ensure that payments are made only for services rendered include monthly monitoring by care
coordinators and certified provider agencies documentation of the services rendered and who was paid for the
services. SDS certified provider agencies are required to document services, maintain the records for seven years,
and adhere to audit requirements.

The department prohibits immediate family members, court appointed legal guardians, LRIs, aholder of power of
attorney for the participant, the participant's personal care assistant, or any individual with alegal duty to support the
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participant under state law, from providing care coordination services, per regulation 7 AAC 130.240, Care
coordination services.

Relatives/legal guardians may be paid for providing waiver services whenever 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:

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 § 431.51:

SDS administers an open and continuous provider certification process. The SDS website contains a Provider
Certification and Compliance unit webpage that contains alink to the complete Home and Community-Based Waiver
Services Certification Application Packet. The application packet can be downloaded by interested parties. SDS accepts
all applications for review and provides extensive technical assistance to those applicants needing assistance with

completion.

g. State Option to Provide HCBS in Acute Care Hospitalsin accordance with Section 1902(h)(1) of the Act. Specify
whether the state chooses the option to provide waiver HCBS in acute care hospitals. Select one:

® No, the state does not choose the option to provide HCBSin acute car e hospitals.
Yes, the state chooses the option to provide HCBS in acute car e hospitals under the following conditions. By
checking the boxes below, the state assures:
[ The HCBS are provided to meet the needs of theindividual that are not met through the provision of acute
care hospital services;
O TheHCBS arein addition to, and may not substitute for, the services the acute care hospital isobligated to
provide;
[ The HCBS must beidentified in the individual's per son-center ed service plan; and

[ The HCBSwill be used to ensure smooth transitions between acute car e setting and community-based
settings and to preserve the individual's functional abilities.

And specify:(a) The 1915(c) HCBS in thiswaiver that can be provided by the 1915(c) HCBS provider that are

not duplicative of servicesavailable in the acute car e hospital setting; (b) How the 1915(c) HCBS will assist the
individual in returning to the community; and(c) Whether thereisany difference from thetypically billed rate
for these HCBS provided during a hospitalization. If yes, please specify the rate methodology in Appendix I-2-

a.

Appendix C: Participant Services
Quality Improvement: Qualified Providers
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As a distinct component of the state's quality improvement strategy, provide information in the following fields to detail the state's
methods for discovery and remediation.

a. 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 formulated, where appropriate.

Performance Measure;

C.a.l: #and % of new providerswho meet state certification or enrollment
requirementsprior to providing waiver services. Numerator: # of new providerswho
meet state certification or enrollment requirementsprior to providing waiver
services. Denominator: # new waiver service providersreviewed who require
certification and are enrolled in Medicaid.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:
MMIS
Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state Medicaid L weekly [1100% Review
Agency
IjOperating Agency Monthly L essthan 100%
Review
|]Sub-State Entity |:lQuarterIy Representative
Sample
Confidence
Interval =
95%, +/-
5%
and 50%
distribution
I:|Other IjAnnuaIIy IjStratified
Specify: Describe
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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):
StateMedicaid Agency |:|Weekly
[ Operating Agency Monthly
[ Sub-State Entity IjQuarterIy
O Other
Specify:
IjAnnuaJIy
[ Continuously and Ongoing
[ Other
Specify:
Performance Measure:

C.a.2: #and % of active providerswho continue to meet state certification or
enrollment requirementswhile providing waiver services. Numerator: # of active
providerswho continue to meet state certification or enrollment requirements.
Denominator: # active providersreviewed who are enrolled in Medicaid.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:
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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
Agency

L weekly

0 100% Review

[ Operating Agency

Monthly

L essthan 100%
Review

[ Sub-State Entity

IjQuarterIy

Representative
Sample
Confidence
Interval =

95%, +/-
5%

and 50%
distribution

[ Other
Specify:

IjAnnuaJIy

U stratified
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 L weekly

[ Operating Agency Monthly

O Sub-State Entity IjQuarterIy

O Other |jAnnualIy
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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 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 formulated, where appropriate.

c. Sub-Assurance: The State implementsits policies and procedures for verifying that provider training is
conducted in accordance with state requirements and the approved waiver.

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

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

Performance Measure;

C.c.3: #and % of care coordinatorsin compliance with the required SDStraining.
Numerator: # of care coordinatorsin compliance with required SDStraining.
Denominator: # of certified care coordinatorsreviewed.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
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each that applies): each that applies): applies):
[] state M edicaid L weekly [ 100% Review
Agency
|:IOperating Agency Monthly L essthan 100%
Review
IjSub—State Entity IjQuarterIy Representative
Sample

Confidence
Interval =
95%, +/-
5%
and 50%
distribution

IjOther IjAnnuaJIy IjStratified

Specify: Describe
Group:
[ Continuously and U 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 L weekly
[ Operating Agency Monthly
[ Sub-State Entity IjQuarterIy
O Other
Specify: IjAnnualIy
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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:
Performance M easur e

C.c.4: #and % of certified provider agenciesin compliance with the state'scritical
incident report training requirements. Numerator: # of certified provider agenciesin
compliance with state'scritical incident report training requirements. Denominator:

# of certified provider agencies reviewed.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state Medicaid L weekly [1100% Review
Agency
I:|Operating Agency Monthly L essthan 100%
Review
IjSub—State Entity IjQuarterIy Representative
Sample
Confidence
Interval =
95%, +/-
5%
and 50%
distribution
|:IOther |:lAnnually |jStratified
Specify: Describe
Group:
[ Continuously and [ Other
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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):
StateMedicajd Agency I:|Weekly
[ Operating Agency Monthly
[ Sub-State Entity IjQuarterly
[ Other
Specify:
I:|Annually
[ Continuously and Ongoing
[ Other
Specify:
Performance M easure:

C.c.5: #and % certified provider agenciesin compliance with the state's settings
training requirements. Numerator: # of certified provider agenciesin compliance
with state's settings training requirements. Denominator: # of certified provider

agenciesreviewed that arerequired to abide by state's settings requir ements.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
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[] state Medicaid L weekly [ 100% Review
Agency
|:IOperating Agency Monthly L essthan 100%
Review
IjSub—State Entity IjQuarterIy Representative
Sample
Confidence
Interval =
95% +/-
5%
and 50%
distribution
IjOther IjAnnuaJIy IjStratified
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 L weekly
[ Operating Agency Monthly
[ Sub-State Entity IjQuarterIy
[ Other
Specify:
IjAnnuaJIy
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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:

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.
SDS employs the use of quality improvement task committees, the SDS Quality Improvement Workgroup (QIW), and the
Department of Health's Quality Improvement Steering Committee (QISC) to discover and identify problems and issues
within the waiver program. The task committee that oversees quality improvement for this appendix is the Qualified
Providers Review Task Committee.

Qualified Providers Review Task Committee:

The Qualified Providers Review Task Committee gathers and reviews data from SDS performance measures regarding
provider qualifications to determine whether certification standards, including required training, are met. Membership
includes: the Provider Certification and Compliance unit manager (chair), SDS staff from the Provider Certification and
Compliance unit, General Relief unit, Quality Assurance unit, Policy and Program Devel opment unit, Research and
Analysis unit, the Grants unit, and the Training unit.

Quarterly or more frequently on an as-needed basis, the committee reviews aggregated data to discover the status of
provider compliance with certification standards. The committee plans and implements remediation activities and makes
recommendations to QIW and may rise to the QI SC as described in Appendix H.

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

regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.
SDS discoversindividual problems and systemic deficiencies by reviewing MMIS error reports, SDS certified providers
training evidence, reports submitted to the Centralized Reporting system and any subsequent investigation, and Harmony
database generated reports.

When discovery activities reveal problems, the unit managers analyze the data to discover if the problem involvesindividual
performance issues or systemic level of care determination processes problems.

The discovery may point towards billing errors or providers who are out of compliance with SDS training requirements.
Remediation activities may include coordinating with the Division of Health Care Services to initiate payment withholding
Or recovery issuing a notice to correct to a provider or conduct agency onsite reviews.

All noncompliance issues are addressed and analyzed at the Qualified Providers Review Task Committee which develops
remediation recommendations and those are presented to QIW.

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 L weekly

11/12/2026



Application for 1915(c) HCBS Waiver: Draft AK.007.01.06 - May 01, 2027 Page 99 of 219

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:
|:lAnnuaIIy

[ 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
Yes

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
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 a limit on the amount of waiver services except as provided in Appendix
C-3.

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

When 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; (¢) 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

11/12/2026



Application for 1915(c) HCBS Waiver: Draft AK.007.01.06 - May 01, 2027 Page 100 of 219

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 Level of Support. Based on an assessment process and/or other factors, participants are
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.
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The State established an individual cost limitin Waiver Year 1 (WY 1) (FY 24) of $38,412 that appliesto all
waiver participants and is indexed to service rate inflation the following years the waiver isin effect, unless the
Department Commissioner determines no inflation adjustment will occur in a specific fiscal year.

Theindividual budget limit within the individual cost limit (the individual budget limit can be no higher than
theindividua cost limit) in WY 1 is $25,608 and the State's Medicaid Management Information System
(MMIS) applies ageographic differential to waiver services up to the individual cost limit. The geographic
differential addresses the regional differencesin the cost of doing business across the state. Geographic
differential amounts are listed in the Department of Health, Chart of Personal Care Services and Community
First Choice Services Rates, found here: https://health.alaska.gov/dsds/Pages/info/costsurvey.aspx.

A participant's Support Plan is devel oped and approved up to the $25,608 individual budget limit. The
individual budget limit comprises 1.) awaiver services component, and 2.) a care coordination service
component.

The waiver services component includes; day habilitation, employment services, residential habilitation,
respite, intensive active treatment, and transportation. A participant may choose any combination of these
waiver services up to the waiver services component budget limit, which in WY 1 (FY 24) is $21,560.

The cost for the care coordination component is separate from the other waivers services. Participants must
receive care coordination services. The care coordination service component budget in WY 1 (FY 24) is $4,048.

To determine the WY 1 (FY 24) individual budget limit, the State applied a 3.9% inflation adjustment to the
WY 5 waiver services component from the previous waiver cycle and added the rebased care coordination rate,
effective July 1, 2023.

The amount of the individual budget limit is adjusted during the five-year waiver cycle to account for rate
increases that reflect inflation, unless the Department Commissioner determines no inflation adjustment will
occur in aspecific fiscal year. The State will periodically re-evaluate the methodology used to set the individual
budget limit in light of service and safeguards utilization patterns and may amend the waiver to reflect the
results of thisanalysis.

The processes that are used to determine how much service a participant will receive starts with the person-
centered planning process, during which the participant identifies goals to be achieved viathe use of waiver
services and natural supports. The participant and Care Coordinator use a cost calculator provided by the State
to calculate the cost of waiver services. The Care Coordinator documents services in the Support Plan, and the
State reviews the justification for the requested services and approves the Support Plan.

Participants can adjust their Support Plans (within the individual budget limit) to meet their health and welfare
or other needs at any time during a plan year viathe Support Plan amendment process. Amendments are
submitted by Care Coordinators who are trained using the state's clear and explicit instructions on how to
submit amendments.

The MMIS (the claims payment system) applies the geographic differential to the provider's claims based on
the region in which the provider operates. Theindividual cost limit is calculated by multiplying the cost of the
individual budget limit of $25,608 for WY 1 (FY 24) by the geographic differential assigned to theregionin
which the participant's service provider operates. The highest geographic differential is 150%. Theindividual
cost limit is $38,412, which is achieved by applying the highest geographic differential (150%) to the
individual budget limit of $25,608.

The application of the geographic differential rate at claims payment allows al ISW participants afair and
equitable opportunity to receive the same amount of services regardless of where they live in the State, and also
ensures that providers will be fairly compensated for services.

If the participant cannot be served safely in the community under the individual budget limit, the recipient may
access emergency allocation funding in certain circumstances (presented in Appendix B-2-c "Participant

Safeguards") for short term needs or move onto the state's other waiver that serves people with intellectual and
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developmental disabilities by accessing areserve capacity slot. Access to the emergency allocation funding and
the reserve capacity can be expedited in case of emergency.

Individuals who areinitially assessed for the waiver but whose health and safety needs cannot be met within the
individual budget limit will be denied entry to the waiver. The individual may choose to apply for the State's
other waiver that serves people with intellectual and developmental disabilities.

A participant (or the participant's representative) will discuss with the participant's Care Coordinator the need to
pursue the emergency allocation funding, as part of regular care coordination duties that include additional
communication when problems or issues arise.

Together, using the person-centered process, the participant and Care Coordinator decide which additional
services, up to the $5,000 limit, would alleviate the health or safety issue. The Care Coordinator then submits
an amendment to the support plan. SDS reviews the amendment according to regulations addressing expedited
consideration of support plans, and within 10 days, notifies the participant's Care Coordinator of the approval or
disapproval of the amendment. If the participant does not agree with the decision, the participant can appeal
through the Fair Hearing process.

Potential waiver participants are notified of the individual budget limit through the following mechanisms: 1.)
the individual budget limit isincluded in descriptions of the waiver on the State's website and outreach
materials; 2.) individuals contacting the State-funded Aging and Disability Resource Centers (ADRC) and
Developmental Disabilities Resource Connection (DDRC) agencies are informed about the individual budget
limit when they are provided with the choice of waivers; and 3.) Care Coordinators inform individuals about
the individual budget limit during the application and support plan development processes. This discussion will
inform participants that the actual amount paid to service providers in some parts of the State may be higher
than the individual budget limit due to the geographic differential applied to waiver services during claims
payment process.

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in thiswaiver comply with federal HCB Settings requirements at 42 88 CFR
441.301(c)(4)-(5) and associated CM S guidance. Include:

1. Description of the settings in which 1915(c) HCBS are recieved. (Specify and describe the types of settingsin which
waiver services are received.)

The specific settings where individuals receive services include licensed assisted living homes, licensed host care homes,
licensed foster homes, provider-owned, leased, or operated housing, the greater community, facility-based or employment
sites.

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 in the future as part of ongoing monitoring. (Describe the process that the
state will use to assess each setting including a detailed explanation of how the state will perform on-going monitoring
acrossresidential and non-residential settings in which waiver HCBS are received.)
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The state conducts the following processes to assess and determine that all waiver settings meet the Home and
Community-Based Services (HCBYS) settings requirements. The state

1.) conducts a comprehensive site-specific assessment and validation of all settings serving individuals receiving
Medicaid-funded HCBS and proposes remediation strategies to rectify any issues uncovered through the site-specific
assessment and validation processes, and

2.) applies ongoing monitoring and quality assurance processes that ensure all settings providing HCBS continue to
remain fully compliant with the rule in the future.

All HCBS waiver residential and non-residential settings comply with federal HCBS settings requirements. Prior to the
state's approval of initial certification, providers must develop policies and procedures that inform the state as to how they
will operationalize person-centered practices and develop an Independence and Inclusion policy; program administrators
must demonstrate successful completion of settings training at each renewal to ensure compliance with settings
requirements.

The Provider Certification and Compliance (PCC) unit, within SDS, is the entity responsible for completing the provider
quality reviews. The state assures that all settings criteria are monitored frequently by the PCC unit throughout the
certification and renewal certification process, every two to four years, at aminimum. In addition, the coordinated
approach to monitoring service delivery between the PCC unit, the Division of Health Care Services (DHCS) Residential
Licensing unit, and care coordinators ensure that all settings are monitored at multiple points throughout the support plan
year.

SDSisrequired by AS 47.05.010 and 7 AAC 160.140 to regularly monitor providers certified for home and community-
based waiver services. The PCC unit reviews settings compliance every two to four years, at a minimum. Reviews verify
that providers continue to meet all of the settings criteria under 42 § CFR 441.301(c)(4)(i)-(v).

In addition, the state ensures ongoing monitoring and settings compliance by using a coordinated approach, established
through the coordination of the Licensed and Certified Providers Workgroup, which is comprised of four units within
SDS: the PCC unit, the General Relief unit, the Quality Assurance unit, and Adult Protective Services unit. Other
members of this collaborative workgroup are the Residential Licensing unit and the Office of Long-Term Care
Ombudsman.

This workgroup meets monthly, at a minimum, to collaborate and share information about a variety of service monitoring
activities including settings monitoring. Findings made by any of the workgroup members are shared with all agencies;
findings may be discovered from aregularly scheduled part of the SDS PCC unit'sinitial certification or renewal
certification process or can be aresult of acomplaint, concern, or investigation where one or more of the workgroup
members conduct physical on-site inspections, interviews, calls, file reviews, reviews of Medicaid billing records, critical
incident reports, Adult Protective Services reports, residential licensing cycle findings, annual provider quality
assessment reports, corrective actions, or investigation results.

The Residential Licensing unit plays avital role in the settings compliance process when conducting on-site inspections
and investigations. Residential Licensing conducts physical on-site inspections and file reviews during the initial
licensing application process, the probationary (1 year) licensing cycle and the biennial (2 year) licensing cycle.

Investigations are conducted on an as needed basis, as determined by the critical incidents reported. Residential Licensing
utilizes the HCBS Setting: Observational Indicatorstool as part of the inspection and investigation process.

The Observational Indicatorstool is aform that assists Residential Licensing in determining compliance with settings
regquirements. When Residential Licensing notes a settings violation, they notify the PCC unit which will begin a Settings

Compliance Review.

The Settings Compliance Review includes afile review and on-site compliance review, which includes interviews of the
program administrator, staff, and participants.

The PCC settings compliance reviewer utilizes the Settings Qualities Checklist and Exploratory Questions for Home and
Community-Based Services Settings tool to assess the setting. When it has been determined that a settings violation has
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occurred, SDS will issue a notice of sanctions under 7 AAC 105.440.

The notice will include the grounds for sanction under 7 AAC 105.400, including all relevant facts, the proposed sanction
to be imposed by the department under 7 AAC 105.410 - 7 AAC 105.420, whether the matter has been referred for fiscal
audit under 7 AAC 160.110, any action required of the provider, and the provider's right to an appeal under 7 AAC
105.460.

The state's grievance process related to settings and person-centered practice will be in compliance with 7 AAC 130.218,
7 AAC 130.220, and § 441.301(c)(7) by itsimplementation date.

3. By checking each box below, the state assures that the process will ensure that each setting will meet each requirement:

The setting isintegrated in and supportsfull access of individualsreceiving Medicaid HCBS to the greater
community, including oppor tunities to seek employment and work in competitive integrated settings, engagein
community life, control personal resour ces, and receive servicesin the community, to the same degr ee of access
asindividuals not receiving Medicaid HCBS.

The setting is selected by the individual from among setting optionsincluding non-disability specific settings
and an option for a private unit in aresidential setting. The setting options are identified and documented in
the person-centered service plan and are based on theindividual's needs, preferences, and, for residential
settings, resour ces available for room and board. (see Appendix D-1-d-ii)

Ensuresan individual'srights of privacy, dignity and respect, and freedom from coer cion and restraint.

Optimizes, but does not regiment, individual initiative, autonomy, and independence in making life choices,
including but not limited to, daily activities, physical environment, and with whom to interact.

Facilitatesindividual choice regarding services and supports, and who provides them.

Home and community-based settings do not include a nursing facility, an institution for mental diseases, an
intermediate car e facility for individualswith intellectual disabilities, a hospital; or any other locationsthat
have qualities of an institutional setting.

Provider-owned or controlled residential settings. (Specify whether the waiver includes provider-owned or controlled
Settings.)

No, the waiver does not include provider-owned or controlled settings.

® Yes, thewaiver includes provider-owned or controlled settings. (By checking each box below, the state assures
that each setting, in addition to meeting the above requirements, will meet the following additional conditions):

The unit or dwelling is a specific physical placethat can be owned, rented, or occupied under alegally
enfor ceable agreement by the individual receiving services, and the individual has, at a minimum, the
same responsibilities and protections from eviction that tenants have under the landlord/tenant law of the
state, county, city, or other designated entity. For settingsin which landlord tenant laws do not apply, the
state must ensurethat a lease, residency agreement or other form of written agreement will bein place for
each HCBS participant, and that the document provides protectionsthat address eviction processes and
appeals comparable to those provided under thejurisdiction'slandlord tenant law.

Each individual has privacy in their sleeping or living unit:
Units have entrance door s lockable by the individual.
Only appropriate staff have keysto unit entrance doors.
Individuals sharing units have a choice of roommatesin that setting.

Individuals have the freedom to furnish and decoratetheir sleeping or living unitswithin the lease or
other agreement.

Individuals have the freedom and support to control their own schedules and activities.
Individuals have accessto food at any time.
Individuals are ableto have visitors of their choosing at any time.
The setting is physically accessible to theindividual.
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Any modification of these additional conditionsfor provider-owned or controlled settings, under §
441.301(c)(4)(vi)(A) through (D), must be supported by a specific assessed need and justified in the
per son-center ed service plan(see Appendix D-1-d-ii of thiswaiver application).

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Support Plan

a. Responsibility for Service Plan Development. Per 42 CFR § 441.301(b)(2), specify who is responsible for the
development of the service plan and the qualifications of these individuals. Given the importance of the role of the person-
centered service plan in HCBS provision, the qualifications should include the training or competency requirements for the
HCBS settings criteria and person-centered service plan development. (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
O 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).
Soecify qualifications:

[ Social Worker
Foecify qualifications:

O Other
Soecify 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. Providers of HCBS for the individual, or those who haveinterest in or are
employed by aprovider of HCBS; are not permitted to have responsibility for service plan devel opment except, at the
option of the state, when providers are given responsibility to perform assessments and plans of care because such
individuals are the only willing and qualified entity in a geographic area, and the state devises conflict of interest
protections. Select one:

Entities and/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. Explain how the HCBS waiver service provider isthe only willing and
qualified entity in a geographic area who can develop the service plan:
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The Division of Senior and Disahilities Services (SDS) has developed and instituted safeguards to protect against
conflicts of interest and to ensure that support plans are developed in the best interests of the participant.

Regulations at 7 AAC 130.217, Support plan development and amendment, require that care coordinators inform the
participant about any conflict of interest, provide the participant with alist containing the full range of waiver
service providers available, and support the participant in exercising the participant's right to free choice of
providers.

When an initial applicant or enrolled waiver participant selects a care coordinator, and each time they change care
coordinators if applicable, they complete the " Appointment of Care Coordination / Targeted Case Management
Services' form. The form requires the care coordinator to inform each participant about any potential conflicts of
interest, the SDS Centralized Reporting process, and requires the care coordinator to give the applicant or participant
copies of the "Recipient Rights and Responsibilities” form and the "Notice of Recipient Fair Hearing Rights".

The care coordinator also gives the applicant or participant the "Recipient Rights and Responsibilities” form at
initial and renewal support plan development. The form explains their right to choose providers and to change
providers at any time.

In addition, the form confirms that the care coordinator has told the applicant or participant to consult with SDS,
providers, or their care coordinator if, at any time, they are unhappy with their services or if the services are not the
same as those included in the support plan. The applicant or participant initials and signs the form, along with the
participant's legal representative, if applicable, indicating they have been informed of their rights and
responsihilities.

State regulations at 7 AAC 130.220, Provider certification, ensure compliance with federal conflict-free care
coordination requirements, which includes a process for allowing exceptionsin census areas where a provider of
waiver and care coordination services demonstrates that they are the only willing and qualified provider in the
geographic area to devel op the person-centered support plan.

Because Alaskaislargely rural and sparsely populated in remote regions there may be only one or two service
provider agencies offering direct services. These same provider agencies may employ the census area's only care
coordinator(s). In such situations, SDS may award that provider agency an exception to the requirement that care
coordination be conflict-free.

SDS determines which census areas may qualify for the exception using the following criteria:
1) Thenumber of direct services providersin the census area;

2.) Thenumber of care coordinators in the census area; and

3.) Thenumber of participants receiving servicesin the census area.

Prior to SDS granting an exception, the provider agency must:

« explain how the provider will separate the direct service provider functions from the support plan development
functions;

* Theprovider isrequired to attest, under penalty of perjury;

« the provider agency's current use of a plan/policy/procedure to ensure administrative separation between direct
service provider functions and support plan development functions;

« the current use of a plan/policy/procedure to implement dispute resol ution/grievance process,

« the outcomes/evidence of all separation and dispute resolution will be made available to SDS, upon request;

« the agency has each individual care coordinator complete a"Conflict of Interest Assurance” form for each
participant the care coordinator serves that assures the care coordinator has no conflicts of interest;

« the provider may not submit claims to Medicaid for care coordination services provided by an individual care
coordinator that has a conflict of interest with the participants they serve; and

« thefailure to mitigate conflict by implementing the requirementsin the "Conflict of Interest Exception
Application" may result in SDS revocation of the exception.

Through SDS' Centralized Reporting system, any participant, provider, care coordinator, family member, advocate,
or member of the public may file acomplaint or grievance about SDS awarding a conflict-free care coordination

exception to a particular provider agency, file a complaint about the participant experience while attempting to select
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adifferent care coordinator, or file acomplaint or concern about any topic. SDS investigates each conflict-free care
coordination complaint, grievance, and report made to the Centralized Reporting system.

(Complete only if the second option is selected) The state has established the following safeguards to mitigate the
potential for conflict of interest in service plan development. By checking each box, the state atteststo having a
process in place to ensure:

Full disclosureto participants and assurance that participants are supported in exercising their right to
free choice of providersand are provided information about the full range of waiver services, not just the
services furnished by the entity that isresponsible for the per son-centered service plan development;

An opportunity for the participant to dispute the state's assertion that thereisnot another entity or
individual that isnot that individual's provider to develop the per son-center ed service plan through a
clear and accessible alter native dispute resolution process;

Direct oversight of the processor periodic evaluation by a state agency;

Restriction of the entity that develops the per son-centered service plan from providing services without the
direct approval of the state; and

Requirement for the agency that developsthe per son-centered service plan to administratively separate
the plan development function from the direct service provider functions.

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (3 of 8)

¢. 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 isincluded in the process.

(8 SUPPORTSAND INFORMATION AVAILABLE TO THE PARTICIPANT FOR THE SUPPORT PLAN
DEVELOPMENT PROCESS

The participant chooses the care coordinator from an official list of care coordinators, and the care coordinator provides
the participant and the participant's legal representative, if applicable, with alist of services available through the waiver.
The care coordinator supports the participant in exploring the range of services offered and in making decisions regarding
which services meet the participant's needs, preferences, and desires. Care coordinators provide participants and the
participants legal representative, if applicable, with the "Recipient Rights and Responsibilities' form. The participant and
the participant's legal representative, if applicable, must sign the "Recipient Rights and Responsihilities’ form and the
participant's support plan.

(b) PARTICIPANT'SAUTHORITY TO DETERMINE WHO TO INCLUDE IN THE SUPPORT PLAN
DEVELOPMENT PROCESS

Regulations at 7 AAC 130.218, Person-centered practice, require that a person-centered planning practice is used when
developing the support plan devel opment. The participant, based on their capacity and interest in participation, leads the
development of the support plan. The participant has the authority to choose the individuals who participate in the
support plan development process.

Appendix D: Participant-Centered Planning and Service Delivery

d.

D-1: Service Plan Development (4 of 8)

i. Service Plan Development Process. In four pages or less, describe the process that is used to devel op the participant-
centered service plan, including: (a) who develops 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; (¢) 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

11/12/2026



Application for 1915(c) HCBS Waiver: Draft AK.007.01.06 - May 01, 2027 Page 108 of 219

addresses participant goals, needs (including health care needs), and preferences; (€) 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; (g) how and when the plan is updated, including when the participant's needs changed; (h) how the
participant engages in and/or directs the planning process; and (i) how the state documents consent of the person-
centered service plan from the waiver participant or their legal representative. 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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(8 WHO DEVELOPS THE PLAN, WHO PARTICIPATES IN THE PROCESS, AND THE TIMING OF THE
PLAN

In accordance with regulations at 7 AAC. 130.217, Support plan development and amendment, and 7.AAC.130.218,
Person-centered practice, and based on the participant's capacity and interest, the participant leads the development of
the support plan. The participant has the authority to choose the individuals who participate in the support plan
development process and, with assistance from their care coordinator, invites team members to attend participant-led
person-centered planning session(s).

Team membersinclude:

* the participant;

 the participant's family or legal representative, if applicable;

* the care coordinator;

e providers who are expected to provide services; and

 other team members of the participant's choosing, including natural supports.

Planning meetings are scheduled at atime and location convenient for the participant and those individuals the
participant has selected to participate. Once the plan is devel oped, the care coordinator must submit the applicant's
initial support plan not later than 60 days after the initial determination of level of care determination, and for enrolled
participants, care coordinators submit annual support plans not later than 30 days before expiration of the current
support plan year.

(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

The support plan must reflect the issues identified in the level of care assessment, as described in Appendix B.6.d.
The support plan also includes the preferences of the participant or the participant's legal representative, if applicable,
and any medical or health concerns.

(c) HOW THE PARTICIPANT ISINFORMED OF THE SERVICES THAT ARE AVAILABLE UNDER THE
WAIVER

As part of the planning process, the care coordinator supports the participant by giving them information to make
informed choices regarding services and supports. The care coordinator gives the participant alist of providers that
includes the full range of services available through the waiver program and within the participant's community. The
information provided must be in plain language and presented in a manner accessible to a participant with disabilities
or Limited English Proficiency. The participant is responsible for choosing their provider(s) and has freedom of
choice.

(d) HOW THE PLAN DEVELOPMENT PROCESS ENSURES THAT THE SERVICE PLAN ADDRESSES
PARTICIPANT GOALS, NEEDS (INCLUDING HEALTH CARE NEEDS), AND PREFERENCES

The support plan processis led by the participant or the participant's legal representative, if applicable, and the
participant receives collaborative support from the care coordinator and other members of the planning team. The
purpose of the support plan development process is to ensure that the support plan addresses the participant's desired
goals and outcomes, needs (including health care needs), and preferences. Services are planned according to the
scope, frequency, and duration of the participant's needs.

(e HOW WAIVER AND OTHER SERVICES ARE COORDINATED

The care coordinator is responsible for the coordination of all the waiver services on the support plan, aswell as
documenting regular Medicaid services, community resources, and the natural supports utilized.

The care coordinator of a participant who receives both home and community-based waiver services and state plan or
Community First Choice personal care services coordinates services to avoid any service duplications. In addition to
the waiver services provided, the support plan also identifies any anticipated services furnished to the participant
under the State Plan Personal Care Assistance and/or Community First Choice. SDS reviews services furnished
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through other state and federal agencies and ensures that no duplication of servicesis present.

(f) HOW THE PLAN DEVELOPMENT PROCESS PROVIDES FOR THE ASSIGNMENT OF
RESPONSIBILITIESTO IMPLEMENT AND MONITOR THE PLAN

The support plan identifies the providers responsible for each service included in the support plan and by signing the
support plan, each provider acknowledges the responsibility of each agency to provide the services in accordance with
the support plan.

The care coordinator is responsible for monitoring and overseeing the implementation of the support plan and they
discuss any concerns with the participant or the participant's legal representative, if applicable, during the monthly
contacts.

(9) HOW AND WHEN THE PLAN ISUPDATED, INCLUDING WHEN THE PARTICIPANT'S NEEDS
CHANGED

The support plan is updated annually, through the person-centered support plan development process. If a
participant's need change during the plan year, the care coordinator submits a support plan amendment.

(h) HOW THE PARTICIPANT ENGAGES IN AND/OR DIRECTS THE PLANNING PROCESS

In accordance with 7 AAC 130.218, Person-centered practice, and based on the participant's capacity and interest, the
participant |eads the planning process. The participant's legal representative may lead the planning process, if
applicable. The participant receives collaborative support from the care coordinator and other members of the
planning team. The participant has the authority to choose the individuals who participate in the support plan
development process and invites team members to attend participant-led person-centered planning session(s).
Planning mestings are scheduled at atime and location convenient for the participant and those individuals the
participant has selected to participate. The purpose of the support plan development processis to ensure that the
support plan addresses the participant's desired goals and outcomes, needs (including health care needs), and
preferences. The support plan must use plain language and be written in amanner that is both accessible to a
participant with disabilities or Limited English Proficiency and makes the support plan understandable to the
participant and the individual s supporting the participant. Services are planned according to the scope, frequency, and
duration of the participant's needs.

(i) HOW THE STATE DOCUMENTS CONSENT OF THE PERSON-CENTERED SERVICE PLAN FROM THE
WAIVER PARTICIPANT OR THEIR LEGAL REPRESENTATIVE

When the support plan is complete, the participant signs the support plan. If the participant has alegal representative,
the legal representative will sign the support plan. The care coordinator also provides the participant with the
"Recipient's Rights and Responsibilities' form, which outlines the participant's rights to make choices about their
care, to participate in the care planning process, to receive a copy of their support plan, to change providers at any
time, and to know how to give a complaint to their service provider.

ii. HCBS Settings Requirements for the Service Plan. By checking these boxes, the state assures that the following will be

included in the service plan:

The setting options are identified and documented in the per son-centered service plan and are based on the
individual's needs, preferences, and, for residential settings, resour ces available for room and board.

For provider owned or controlled settings, any modification of the additional conditionsunder 42 CFR §
441.301(c)(4)(vi)(A) through (D) must be supported by a specific assessed need and justified in the per son-
centered service plan and the following will be documented in the per son-centered service plan:

A specific and individualized assessed need for the modification.

Positive interventions and supports used prior to any modificationsto the person-centered service plan.

L essintrusive methods of meeting the need that have been tried but did not work.

A clear description of the condition that isdirectly proportionate to the specific assessed need.

Regular collection and review of data to measure the ongoing effectiveness of the modification.
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Established time limitsfor periodic reviewsto determineif the modification is still necessary or can be
terminated.

Informed consent of the individual.

An assurance that interventions and supportswill cause no harm to the individual.

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.
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HOW RISKS ARE ASSESSED

As part of the support plan development process, the participant and members of the planning team assess potential risks
with the participant that may be encountered with the delivery of services. They also discuss and document in the support
plan an emergency preparedness plan and the participant's concerns for their own safety and level of risk. Strategies for
identifying and reducing risks are incorporated into the support plan. If the participant believes that the risks are too great,
the participant may choose different service(s).

STRATEGIES TO MITIGATE RISK INCORPORATED IN THE SUPPORT PLAN

All home and community-based services waiver providers must attest to having devel oped, implemented, and currently
use, when necessary, an Emergency Response Policy and Procedures which must address participant health, safety, and
welfare as they relate to medical emergencies, natural disasters, and emergencies involving the service setting (e.g. fire,
gasleak, and structural damage). The attestation is retained in the SDS provider's file, and the provider makes the
emergency response policy and procedures available to SDS upon request.

The support plan documents an Emergency Response Plan, which is developed by the planning team, directed by the
participant. The Emergency Plan detailed in the support plan includes the following elements:

» Describe safety resources closest to the recipient, how the recipient will access these resources, and how these
resources will know how best to assist the recipient.

« Document how the recipient was assisted to understand and establish their own emergency response in the event of a
natural disaster or other emergency.

 Indicate how this plan will adequately meet the needs of the recipient with specific regard to their living environment
and physical ability to self-assist.

 Include the person's concerns for histher own safety and level of risk.

Emergency alocation funding is available up to $5,000 in addition to the individual cost limit. This funding may be
accessed one time during any three-year period. A participant may request the funding by submitting a support plan
amendment for services and supports to needs related to atime-limited change in the participant's health, behavior, or
functional capacity, or atime-limited change in the participant's primary unpaid caregiver for areason as stated in 7 AAC
130.206(h).

If, based on areview of the assessment or the support plan, the department determines that the expected cost of the
services that the enrolled participant requires exceeds this waiver's cost limit, the department will not authorize the
participant's continued enrollment on this waiver and will refer the participant to another waiver.

TYPES OF BACKUP ARRANGEMENTS USED, BACKUP PLAN DEVELOPMENT, AND INCORPORATION
INTO THE SUPPORT PLAN

All participants have a backup care coordinator listed in their support plan. This ensures that participants aways have
access to care coordination service.

If participant resides in alicensed host care home, alternate staffing backup arrangements are described in the
participant's support plan. The support plan must describe a description of the staffing pattern, including how live-in and
shift staff are scheduled.

The participant must check "Yes" on the support plan to indicate that they have discussed their backup and personal
emergency plans with the care coordinator.

RISKS ASSOCIATED WITH LIVING IN REMOTE ALASKA COMMUNITIES

People who choose to live in remote Alaskan communities are aware of the risks and limited providers available to them
and utilize waivers as a means to maintain their independent and remote lifestyles. Participants are offered support and
services necessary to live and age in their chosen community in the least restrictive environment and are free to pursue
their life goals. The care coordinator discusses all options for care with every participant or the participant's legal
representative, if applicable, and identifies potential issues with service delivery. These strategies are incorporated into
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the support plan.

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 servicesin the service plan.

In accordance with the "Care Coordination Services and Long Term Services and Supports Targeted Case Management
Conditions of Participation” care coordinators are required to support participants to explore options when selecting a
service provider. Initially and on an ongoing basis, as requested, the care coordinator provides the participant with alist
of qualified providers and the participant chooses the providers that fit their needs, as outlined in the support plan. In
addition, the support plan includes a"Recipient Choice of Services' section in which the participant confirms that their
care coordinator has given them alist of certified providers from which they may choose a provider.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

g. Processfor 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)(2)(i):

SDS exercises oversight of 100% of participant support plans at least annually. Support plans may also be updated more
frequently and as needed to ensure that plans protect participants health and welfare and are developed in accordance
with regulationsat 7 AAC. 130.217, Support plan development and amendment, and 7.AAC.130.218, Person-centered
practice.

Participants and the participant's legal representative, if applicable, sign the support plan before it is submitted to SDS.
SDS staff review each support plan for suitability and adequacy based on the participant's needs, level of care assessment,
participant goals, and health and safety factors and confirm that the support plan is within the individual cost limit.

The following is the state's process of how a sample size is conducted, the frequency of reviews, and the review
methodology.

» Sample size of review: 100% review.

» Frequency: at least annually, with more frequent reviews on an as needed basis as support plans are amended to meet
participant needs.

* Methodology: SDS Review unit staff are trained to review every support plan for each requirement listed in 7 AAC
130.218(c)(1-12).

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, when the
individual's circumstances or needs change significantly, or at the request of the individual, 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:

Every three months or mor e frequently when necessary

Every six months or mor e frequently when necessary

® Every twelve months or more frequently when necessary
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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):
Medicaid agency
[ Operating agency

Case manager
Other
Soecify:

The care coordinator provides a copy of the completed support plan to al waiver service providersidentified in the
support plan and to the participant.

Appendix D: Participant-Centered Planning and Service Delivery
D-2: Service Plan Implementation and M onitoring

a. Service Plan Implementation and M onitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan, participant health and welfare, and adherence to the HCBS settings requirements under
42 CFR 88 441.301(c)(4)-(5); (b) the monitoring and follow-up method(s) that are used; and, (c) the frequency with which
monitoring is performed.
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(8 ENTITIES RESPONSIBLE FOR MONITORING THE IMPLEMENTATION OF THE SERVICES PLAN,
PARTICIPANT HEALTH AND WELFARE, AND ADHERENCE TO SETTINGS REQUIREMENTS

Care coordinators are responsible for monitoring the implementation of the participant's support plan, participant health
and welfare, and adherence to the home and community-based services settings requirements under 42 CFR 8
441.301(c)(4)-(5).

Care coordinator monitoring responsibilities are to:

« ensure the services are furnished in accordance with the support plan and confirm that the participant's needs are being
met;

 coordinate participant access to waiver servicesin the support plan;

e monitor participant access to non-waiver services included in the support plan, such as primary health care;

« monitor the effectiveness, and modify, as needed, the participant's service back-up plan;

 ensure the participant's continued health, safety, and welfare;

« guarantee that the participant has free choice of providers;

 respond to participant requests for changesin providers by showing the participant alternative provider options;
« provide the participant with alist of other certified and enrolled providers;

« facilitate the participant's transfer to a new provider, as needed; and

» ensuring provider adherence to the home and community-based services settings requirement.

Home and community-based services providers are responsible for implementing procedures for reporting to the
participant's care coordinator information regarding how the provider's activities are contributing to the participant's
progress toward meeting service goals and whether alternative activities would be more effective if progressis limited.

(b) MONITORING METHODS AND FOLLOW-UP METHODS

The methods the care coordinator uses to monitor and follow-up are in-person, telephonic contacts, and distance delivery.
The care coordinator monitors the effectiveness and quality of services the participant receives from providers and
evaluates, in collaboration with the participant, the need for specific services or changes in services and amends the
support plan, as needed.

The care coordinator must document the content of the participant contacts in annotated case notes that the care
coordinator signs and dates. The SDS Quality Assurance unit or Medicaid Program Integrity may request the
participant's case notes from the care coordinator in response to a complaint, when the state's discovery efforts reveal
problems with a participant's care, or for safety investigations, audits, or and Medicaid Program Integrity reviews.

The participant, planning team members, and providers are instructed on how to file complaints through the Centralized
Reporting system. SDS staff may offer technical assistance to providers (after researching a problem or complaint), issue
notices to correct to providers, require a corrective action plan, open investigations, or sanction a provider, depending on
the situation.

(c) MONITORING FREQUENCY

Care coordinators must make, at a minimum, one contact each month with the participant or the participant's
representative, if applicable; every six months one of the monthly contacts must be in-person; the remainder may be done
by telephone or distance delivery. Care coordinators also monitor service delivery through the "Questionnaire for Initial
and Renewal Support Plans" that the participant completes annually. The questionnaire captures participant feedback on
whether their services were delivered in accordance with the support plan.

b. Monitoring Safeguar d. Providers of HCBS for the individual, or those who have interest in or are employed by a
provider of HCBS; are not permitted to have responsibility for monitoring the implementation of the service plan except,
at the option of the state, when providers are given this responsibility because such individuals are the only willing and
qualified entity in a geographic area, and the state devises conflict of interest protections. Select one:

Entities and/or individualsthat have responsibility to monitor service plan implementation, participant health
and welfare, and adherence to the HCBS settings requirements may not provide other direct waiver servicesto
the participant.

® Entitiesand/or individualsthat have responsibility to monitor service plan implementation, participant health
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and welfare, and adherence to the HCBS settings requirements may provide other direct waiver servicesto the
participant because they arethe only the only willing and qualified entity in a geographic area who can
monitor service plan implementation. (Explain how the HCBSwaiver service provider isthe only willing and
qualified entity in a geographic area who can monitor service plan implementation).

SDS has devel oped and instituted safeguards to monitor the implementation of the support plan.

Regulations at 7 AAC 130.217, Support plan development and amendment, require that care coordinators inform the
participant about any conflict of interest, provide the participant with alist containing the full range of waiver service
providers available, and support the participant in exercising the participant's right to free choice of providers.

Regulations at 7 AAC 130.240, Care coordination services, require that care coordinators are responsible for monitoring
service delivery in accordance with the support plan by regular and ongoing participant contacts and documenting visits
using case notes.

Atinitial and annual renewal support plan development, the care coordinator gives the participant the "Recipient Rights
and Responsibilities' form that explains their right to choose providers and to change providers at any time. In addition,
the form confirms that the care coordination has told the applicant or participant to consult with SDS, their providers, or
their care coordinator if, at any time, they are unhappy with their services or if the services are not the same as those
included in the support plan. The applicant or participant initials and signs the form, along with the participant's legal
representative, if applicable, indicating they have been informed of their rights and responsibilities.

At the end of the plan year, participants submit the "Questionnaire for Initial and Renewal Support Plans' to their care
coordinator. The questionnaire captures participant feedback on whether their services were delivered in accordance with
the support plan.

State regulations at 7 AAC 130.220, Provider certification, ensure compliance with federal conflict-free care coordination
requirements, including a process for allowing exceptionsin census areas where a provider of waiver and care
coordination services demonstrates that they are the only willing and qualified provider in the geographic area to develop
the person-centered support plan.

Because Alaskais largely rural and sparsely populated in remote regions there may be only one or two service provider
agencies offering direct services. These same provider agencies may employ the area's only care coordinator(s). In such
situations, SDS may award that provider agency an exception to the requirement that care coordination be conflict-free.

SDS uses the same conflict-free exception process, described in Appendix D.1.b, Service Plan Development Safeguards,
to determine if a provider is the only willing and qualified provider in a geographic areawho can monitor service plan
implementation.

Through SDS Centralized Reporting system, any participant, provider, care coordinator, family member, advocate, or
member of the public may file acomplaint or grievance about SDS awarding a conflict-free care coordination exception
to aparticular provider agency, file acomplaint about the participant's experience while attempting to select a different
care coordinator, or file acomplaint or concern about any topic. SDS investigates each conflict-free care coordination
complaint, grievance, and report made to the Centralized Reporting system.

(Complete only if the second option is selected) The state has established the following safeguards to mitigate the potential
for conflict of interest in monitoring of service plan implementation, participant health and welfare, and adherence to the
HCBS settings requirements. By checking each box, the state attests to having a process in place to ensure:

Full disclosureto participants and assurance that participants are supported in exercising their right to free
choice of providersand are provided infor mation about the full range of waiver services, not just the services
furnished by the entity that isresponsible for the person-centered service plan development;

An opportunity for the participant to dispute the state's assertion that thereisnot another entity or individual
that isnot that individual's provider to develop the per son-centered service plan through a clear and accessible
alter native dispute resolution process,
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Direct oversight of the process or periodic evaluation by a state agency;

Restriction of the entity that develops the person-centered service plan from providing services without the
direct approval of the state; and

Requirement for the agency that developsthe person-centered service plan to administratively separate the
plan development function from the direct service provider functions.

Appendix D: Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

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

a. 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 plansaddress all participants assessed needs (including health and safety risk
factors) and personal goals, either by the provision of waiver services or through other means.

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

Performance Measure;
D.a.1l: #and % of support planswher e services meet the needs identified through the
per son-center ed planning (PCP) process. Numerator: # of support planswhere

services meet the needsidentified during the PCP process. Denominator: # of support
plansreviewed during thereporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach

collection/gener ation(check | collection/gener ation(check | (check each that

each that applies): each that applies): applies):

[] state Medicaid L weekly [1100% Review

Agency

IjOperating Agency Monthly L essthan 100%
Review

IjSub—State Entity IjQuarterIy Representative
Sample
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Confidence
Interval =
95%, +/-
5%
and 50%
distribution
L other LI Annually U 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 U weekly
IjOperating Agency Monthly
[ Sub-State Entity DQuarterly
O Other
Specify:

|:lAnnually

O Continuously and Ongoing

[ Other
Specify:
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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):
Performance M easure:

D.a.2: #and % of support plansthat address personal goalsidentified through the
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per son-center ed planning (PCP) process. Numer ator :# of support plansthat address

per sonal goalsidentified thr ough the PCP process. Denominator: # of support plans

reviewed during thereporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

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
Agency

L weekly

[1100% Review

[ Operating Agency

Monthly

L essthan 100%
Review

[ sub-state Entity

|:lQuarterIy

Representative
Sample

Confidence

Interval =

95%, +/-
5%

and 50%
distribution

[ Other
Specify:

IjAnnuaJIy

U stratified
Describe
Group:

[ Continuously and
Ongoing

[ Other
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 U weekly
[ Operating Agency Monthly
O Sub-State Entity |:lQuarterIy
O Other
Specify:
IjAnnualIy

O Continuously and Ongoing

[ Other
Specify:

Performance M easure:

D.a.3: #and % of support plansthat address health and safety risksidentified
through the PCP process. Numerator: # of support plansthat address health and
safety risks. Denominator: # of support plansreviewed during thereporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state Medicaid L weekly [1100% Review
Agency
IjOperating[ Agency Monthly L essthan 100%
Review
|jSub-State Entity |:lQuarterIy Representative
Sample
Confidence
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Interval =
95%, +/-
5%
and 50%
distribution
L other LI Annually U 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 U weekly
[ Operating Agency Monthly
[ Sub-State Entity DQuarterly
[ Other
Specify:
|:lAnnually

O Continuously and Ongoing

[ Other
Specify:
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b. Sub-assurance: Service plans are updated/revised at least annually, when the individual's circumstances
or needs change significantly, or at the request of theindividual.

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

D.b.4: #and % of support plans updated/revised when warranted by changesin the
participant's needs. Numerator: # of support plans appropriately updated/revised
when war ranted by a change in participant's needs. Denominator: # of support plans
requiring updates/revisions due to a change in participant's needs that werereviewed
during thereporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state Medicaid L weekly [1100% Review
Agency
IjOperating Agency Monthly L essthan 100%
Review
|]Sub-State Entity |:lQuarterIy Representative
Sample
Confidence
Interval =
95%, +/-
5% with
50%
distribution
I:|Other IjAnnuaIIy IjStratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing 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):
StateMedicajd Agency I:|Weekly
[ Operating Agency Monthly
[ Sub-State Entity IjQuarterly
[ Other
Specify:
I:|Annually

[ Continuously and Ongoing

[ Other
Specify:

Performance Measure;

D.b.5: #and % of support plansupdated/revised at least annually. Numerator: # of
support plans updated/revised at least annually. Denominator: # of support plans
reviewed during thereporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state Medicaid L weekly [1100% Review
Agency
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IjOperating Agency Monthly L essthan 100%
Review
|]Sub-State Entity |]Quarterly Representative
Sample
Confidence
Interval =
95%, +/-
5% with
50%
distribution
L other L Annually U stratified
Specify: Describe
Group:
[ Continuously and O 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):
StateMedicaid Agency |:|Weekly
[ Operating Agency Monthly
[ Sub-State Entity IjQuarterIy
O Other
Specify:
IjAnnuaJIy
[ Continuously and Ongoing
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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:

. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration, and frequency specified in the service plan.

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

Performance Measure:

D.c.6: #and % of participantswho report that they received the amount, type, scope,
duration and frequency of servicesrequested in their PCP. Numerator: # of
participantswho report that they received the amount, type, scope, duration and

frequency of servicesrequested. Denominator: # of support plansreviewed during the
reporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state M edicaid L weekly [ 100% Review
Agency
|:IOperating Agency Monthly L essthan 100%
Review
IjSub—State Entity IjQuarterIy Representative
Sample
Confidence
Interval =
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95%, +/-
5%

and 50%
distribution

[ Other
Specify:

|:lAnnuaIIy

U stratified
Describe
Group:

[ Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

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

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

State Medicaid Agency U weekly
[ Operating Agency Monthly
[ Sub-State Entity DQuarterly
[ Other
Specify:
|:lAnnually

O Continuously and Ongoing

[ Other
Specify:

Page 126 of 219

11/12/2026



Application for 1915(c) HCBS Waiver: Draft AK.007.01.06 - May 01, 2027 Page 127 of 219

d. Sub-assurance: Participants are afforded choice between/among waiver services and providers.

Perfor mance M easur es

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

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

Performance Measure;
D.d.7: #and % of participants afforded choice between/among waiver services.
Numerator: # of support plansthat include evidence the participant received a choice

in waiver services. Denominator: # of support plansreviewed during thereporting
period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state Medicaid L weekly [1100% Review
Agency
IjOperating Agency Monthly Lessthan 100%
Review
|]Sub-State Entity |:lQuarterIy Representative
Sample
Confidence
Interval =
95%, +/-
5%
and 50%
distribution
I:|Other IjAnnuaIIy IjStratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing 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):
StateMedicajd Agency I:|Weekly
[ Operating Agency Monthly
[ Sub-State Entity IjQuarterly
[ Other
Specify:
I:|Annually

[ Continuously and Ongoing

[ Other
Specify:

Performance Measure;

D.d.8: #and % of participants afforded a choice between/among providers.
Numerator: # of support plansthat included evidence the participant received a
choicein providers. Denominator: # of support plansreviewed during thereporting
period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

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

[] state Medicaid L weekly [1100% Review
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Agency
IjOperating Agency Monthly L essthan 100%
Review
|]Sub-State Entity |]Quarterly Representative
Sample
Confidence
Interval =
95%, +/-
5% and
50%
distribution
L other L Annually U stratified
Specify: Describe
Group:
[ Continuously and O 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):
StateMedicaid Agency |:|Weekly
I:|Operating Agency Monthly
[ Sub-State Entity IjQuarterIy
O 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:

e. Sub-assurance: The state monitors service plan development in accordance with its policies and
procedures.

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 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.

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.
SDS employs the use of quality improvement task committees, the SDS Quality Improvement Workgroup (QIW), and the
Department of Health's Quality Improvement Steering Committee (QISC) to discover and identify problems and issues
within the waiver program. The task committee that oversees quality improvement for this appendix is the Support Plan
Review Task Committee.

Support Plan Review Task Committee:

The Support Plan Review Task Committee gathers and reviews data from SDS performance measures to assess whether
support plans are timely, person-centered, identify personal goals, address needs identified in the annual assessment, and
document choices offered to and selected by the participant. Membership includes. Review unit manager (chair), IDD unit
manager (vice-chair), and SDS staff from the Quality Assurance unit, Research and Analysis unit, Nursing unit, Policy and
Program Devel opment unit, and the Assessment unit.

On amonthly basis, or as needed, this committee reviews support plan performance measure data and makes systemic
improvement recommendations to the QIW and may rise to the QI SC as described in Appendix H.

b. Methodsfor Remediation/Fixing I ndividual Problems
i. Describe the state's method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.
The care coordinator is responsible for a participant's support plan development and implementation.

When discovery activities revea provider non-compliance, SDS responds in one of the following ways, depending upon the
severity of the issue. Responses may include:

 technical assistance by SDS staff;

» submitting areport to the Centralized Reporting system, to be routed to Quality Assurance for investigation; or
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» provider sanctions and corrective action plans.

If the deficiencies reveal an immediate risk to a participant's health, safety, or welfare, SDS may act without offering an
opportunity for remediation by the provider; actionsinclude, but are not limited to, suspending or terminating certification,

and suspending or withholding payment for services.

SDS monitors remediation requirements until the deficiencies are corrected and maintains written records on the progress of
remediation efforts. Corrective actions and follow-up findings are documented in the Harmony database. If discovery points
towards systemic issues, these are address and analyzed at the Support Plan Review Task Committee which develops
remediation recommendations and those are presented to the QIW.

ii. Remediation Data Aggregation

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

Responsible Party(check each that applies): Fr equency(/ccr)]fe((:js ;:ﬁ?;:?:g;?;;d analysis

StateMedicaid Agency |:|Weekly

ljOperating Agency Monthly

|jSub-State Entity IjQuarterIy

U other

Specify:
[ Annually
[ Continuously and Ongoing
U 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

Yes

Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified

strategies, and the parties responsible for its operation.

Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

Yes. Thiswaiver provides participant direction opportunities. Complete the remainder of the Appendix.

® No. Thiswaiver does not 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
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or both.

Appendix E: Participant Direction of Services

Page 132 of 219

E-1: Overview (1 of 13)

Answers provided in Appendix E-O indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (2 of 13)

Answers provided in Appendix E-O indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (3 of 13)

Answers provided in Appendix E-O indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (4 of 13)

Answers provided in Appendix E-O indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (5 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (6 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (7 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (8 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (9 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (10 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.
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Appendix E: Participant Direction of Services

Page 133 of 219

E-1. Overview (11 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1. Overview (12 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1. Overview (13 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-2: Opportunitiesfor Participant Direction (1 of 6)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-2: Opportunitiesfor Participant-Direction (2 of 6)

Answers provided in Appendix E-O indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-2: Opportunitiesfor Participant-Direction (3 of 6)

Answers provided in Appendix E-O indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-2: Opportunitiesfor Participant-Direction (4 of 6)

Answers provided in Appendix E-O indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-2: Opportunitiesfor Participant-Direction (5 of 6)

Answers provided in Appendix E-O indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-2: Opportunitiesfor Participant-Direction (6 of 6)

Answers provided in Appendix E-O indicate that you do not need to submit Appendix E.

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 individuals: (a) who are not
given the choice of home and community-based services as an aternative 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,
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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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HOW APPLICANTS AND PARTICIPANTS ARE INFORMED OF THE FAIR HEARING PROCESS

At the time of the appointment of care coordination, care coordinators provide applicants and participants, or their legal
representative, if applicable, with two documents that address the right to a Fair Hearing:

» the Notice of Recipient Fair Hearing Rights; and

» the Recipient Rights and Responsibilities form.

Care coordinators are responsible for discussing the documents with the applicant or participant and ensuring that they
understand the information being provided.

The Notice of Recipient Fair Hearing Rights provides detailed instructions about how an applicant or participant, or their legal
representative, may appeal a decision that affects their care. The participant or their legal representative, if applicable, also
receives the Notice of Recipient Fair Hearing Rights as part of any adverse action taken by the Division of Senior and
Disabilities Services (SDS).

The Recipient Rights and Responsibilities form addresses applicant and participant rights, including a statement regarding their
right to appeal any decision that affectstheir care. The applicant, participant, or their legal representative, if applicable, initials
the form attesting that the care coordinator has discussed their rights with them. They also receive the Recipient Rights and
Responsibilities form at the time of initial application and annually upon renewal application.

INSTANCES WHEN A NOTICE OF RECIPIENT FAIR HEARING RIGHTS MUST BE MADE

In accordance with 7 AAC 49, Hearings, applicants and participants receive a notice of adverse action and accompanying Notice
of Recipient Fair Hearing Rights when the:

» request for servicesis not acted upon with reasonable promptness;

« they are not given the choice of home and community-based services as an adternative to institutional care; or

 their services are denied, suspended, reduced, or terminated.

HOW A NOTICE OF ADVERSE ACTION AND FAIR HEARING RIGHTSISMADE

All notices of adverse action originate with SDS and are sent by certified mail on official division letterhead. Notices clearly
explain the action to be taken, cite the statute or regulation that provides authority for the action, and inform the applicant or
participant of their rights to appeal the action and request a Fair Hearing.

HOW A FAIR HEARING IS REQUESTED

The appellant (i.e. applicant, participant, or their legal representative, if applicable) may request aFair Hearing by mail, fax,
email, or telephone, or text within 30 days of the date on the Notice of Recipient Fair Hearing Rights. The notice provides
instruction on how the appellant may contact HM S Gainwell, the entity that provides administrative support for Fair Hearing
reguests. If an appeal request is received by SDS staff instead of HM S Gainwell, SDS promptly refersit to HMS Gainwell for
appropriate processing.

The appellant may request an expedited hearing if the time otherwise permitted for a hearing would jeopardize the appellant's
life, health, or ability to attain, maintain, or regain maximum function.

WHAT ASSISTANCE ISPROVIDED TO APPELLANTS PURSUING A FAIR HEARING
Appellants who want to request a Fair Hearing and who have limited English proficiency or who need help reading or
responding to the notice are assisted by either their care coordinator or their provider agency representative, who makes a request

in writing on the appellant's behalf and ensuresthat it is delivered to HM S Gainwell.

If requested, the Department of Health, Division of Health Care Services, provides assistance to the appellant, in obtaining
representation, preparing the case, and gathering witnesses and/or documents to be used in presenting the claim.

Included in the Notice of Recipient Fair Hearing Rights is the contact information for free legal assistance by Alaska-based
nonprofit legal entities, who may provide legal assistance if requested by the appellant.

WHO CONDUCTS THE HEARING
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All Fair Hearings in the State of Alaska are centralized and conducted by the Alaska Department of Administration and heard
before an Administrative Law Judge (ALJ). The SDS Quality Assurance unit's Fair Hearing representatives are responsible for
preparing the case for Fair Hearing and representing SDS at hearings.

WHO CAN PARTICIPATE IN THE HEARING

The appellant may choose to represent themselves at the Fair Hearing or may be represented by alegal representative, if
applicable, attorney, friend, or family member. Due to conflict of interest concerns, the appellant's care coordinator or other
service providers may not represent the appellant at the Fair Hearing, but may accompany the appellant to the hearing, act as an
advocate, offer help throughout the process, and refer the appellant to additional sources of assistance, as appropriate.

CONTINUATION OF SERVICES DURING THE APPEAL PROCESS

The Notice of Recipient Fair Hearing Rights informs the appellant that if they continue to satisfy all eligibility criteria, including
those at issue in the Fair Hearing request, their services may be automatically continued until the date that the final decision is
issued, unless the appellant informs the state that the appellant wants their benefits stopped during the Fair Hearing process.

WHERE THE NOTICE OF ADVERSE ACTIONS AND FAIR HEARING NOTICES ARE KEPT

Copies of the notices are placed in the appellant's electronic file in the Harmony database, where they remain indefinitely.

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:

No. This Appendix does not apply
® Yes. The state oper ates an additional dispute resolution process

» 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 theright 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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OPERATION OF THE ADDITIONAL DISPUTE RESOLUTION PROCESS

The state offers a process for mediation in advance of a Fair Hearing to address disputes with regards to all services
provided through SDS. Mediation services are provided by an Office of Administrative Hearings (OAH) ALJor athird-
party contractor who is alawyer and who operates under OAH within the Department of Administration. If the parties do
not reach an agreement in mediation, the case isreferred back to OAH and a Fair Hearing is scheduled.

Any matters discussed during mediation remain confidential. Partial resolutions are allowable, if documented, and
remaining unresolved issues can proceed to Fair Hearing. The appellant retains the right to a Fair Hearing if the disputes
are not resolved during informal or formal mediation, as set forth in 7 AAC 49, Hearings. The appellant may bypass
mediation and continue to schedule a Fair Hearing at any time during this process.

TYPES OF DISPUTES ADDRESSED AND TIMELINES

The types of disputes addressed through this mediation process include but are not limited to:

* initial waiver denial;

e materia improvement and waiver termination decisions;

« dligibility for services;

» determination of developmental disability decisions;

 denials of enhanced payments for acuity add-on; and

« any disagreements stated by the appellant which are addressed in the state's notice authorizing or denying services.

Appellants, or care coordinators on behalf of the appellants, who have requested a Fair Hearing are automatically
scheduled for an informal mediation session. OAH sends a notice to the appellant with a date and time for the informal
mediation session, generally 10 days from the time OAH receives the case referral. OAH schedules the mediation at the
earliest time available. Appellants may reschedul e the mediation to suit their availability and may also decline mediation.
The mediation is voluntary, is not a pre-requisite or substitute for a Fair Hearing, and the appellant retains the right to a
Fair Hearing if the disputes are not resolved during the mediation, as set forthin 7 AAC 49, Hearings.

MEDIATION PARTICIPATION

Each mediation is scheduled for one hour with:

» the appellant;

 individualsinvited by the appellant to assist and advise on their behalf;

» the mediator, alawyer contracted by OAH who acts as a neutral party;

e an SDSFair Hearing representative; and

« an SDS staff member who has the authority to make changes to the existing authorization of services.

Appellants may have others assist and advise on their behalf, without representing the appellant. Care coordinators may
assist appellantsin retrieving and forwarding new records or information for the mediation. They may also assist in
explaining complex ideas to the appellant, as aresult of the mediation.

THE MEDIATION PROCESS

During the mediation session, the mediator sets forth basic mediation rules and directs communication. Disagreements
are discussed in a highly informal manner and additional information, including new records, can be considered. The
parties may reach atotal or partial resolution. Resolutions are voice recorded during the mediation session, and an order
dismissing the case isissued by OAH if resolution is reached.

After apartial resolution, the state will record the portion of the agreement that was reached and inform the ALJ of the
terms of the partial resolution. Once thereis afina decision from the ALJon any remaining issues, SDS authorizes the
services and informs the participant and the service provider.

In addition to the informal mediation, both the appellant and the state may request formal mediation in which an ALJ,
who is not assigned to preside over the case, will act as a mediator. Both parties must agree to undergo formal mediation,
and the mediator will make arecommendation for settlement. Like informal mediation, use of formal mediation does not
preclude the right to a Fair Hearing if the disputes are not resolved in formal mediation.
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During both the informal and formal mediation sessions, the parties may discuss new information including medical
documentation and other potential environmental changes, and how these affect the appellant's eligibility for level of care
or specific services.

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

® Yes. The state operates a grievance/complaint system that affor ds participants the opportunity to register
grievances or complaints concerning the provision of services under thiswaiver

» Operational Responsibility. Specify the state agency that is responsible for the operation of the grievance/complaint
System:

OPERATION OF THE GRIEVANCE SYSTEM

The Centralized Reporting system, operated by the SDS Central Intake unit, is the repository for all grievances submitted
to SDS. The Centralized Reporting system also receives Reports of Harm, critical incident reports, and reports regarding
Residential Licensing. All reports received by the Centralized Reporting system, regardless of the type of report, are
tracked within the Harmony database. Grievances are routed by the Central Intake unit to the Provider Certification and
Compliance unit, who regularly collaborates with Adult Protective Services, Quality Assurance, and Residential
Licensing on grievances that may also result in investigations or corrective actions.

» 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).
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THE TYPES OF GRIEVANCES ADDRESSED USING THE GRIEVANCE PROCESS

The state understands grievance to mean an expression of dissatisfaction or complaint related to the state's or a provider's
performance of the activities described in paragraphs 42 CFR 441.301(c)(1)-(6), regardless of whether remedial action is
regquested.

Grievances may include, but are not limited to, complaints about:
« the person centered planning process;

« the person-centered support plan;

 review of the person-centered support plan; or

« home and community-based settings.

THE PROCESS AND TIMELINES FOR ADDRESSING GRIEVANCES/COMPLAINTS

Grievances are usually resolved within 90 days, and expedited reviews are completed within 14 days. Extensions require
appellant consent or justification. Extension will only be requested in the event of:

 the appellant requests an extension; or

e The state documents that additional information is needed and that adelay isin the best interest of the appellant.

THE MECHANISMS USED TO RESOLVE GRIEVANCES/COMPLAINTS

The Central Intake unit routes complaints to Adult Protective Services, Quality Assurance unit, or Residential Licensing,
depending on the nature of the complaint. Grievances are routed to the Provider Certification and Compliance unit. Adult
Protective Services, Quality Assurance, Residential Licensing, and Provider Certification and Compliance unit regularly
collaborate on reports that may result in investigation by multiple units or corrective actions.

While investigating a grievance, the Provider Certification and Compliance unit reviews provider records, SDS records
pertaining to the substance of the complaint, and, as necessary, conducts on-site interviews. If the grievance is determined
to be without merit, the case is closed, and the required data is entered into the Harmony database. Alternatively, if the
grievance is founded, SDS plans and implements the appropriate remediation.

Some reports received may not meet the state's definition of a grievance. If the complaint is about the behavior of an
SDS employee or an SDS administrative process, the report is routed to the appropriate unit manager to resolve. If the
complaint is about perceived deficienciesin SDS operations, SDS addresses them with changes in process, clarification
of regulations, individual, unit, or division-wide training. Depending upon the nature of the complaint against state
employees, SDS routes the complaint to the state's human resources office or the Alaska State Ombudsman.

HOW THE APPLICANT OR PARTICIPANT ISINFORMED THAT FILING A GRIEVANCE ISNOT A
SUBSTITUTE FOR A FAIR HEARING

While the system provides latitude for filing grievances, it is not a substitute or a prerequisite for a Fair Hearing, and
filing a grievance with SDS does not preclude the applicant or participant's right to request a Fair Hearing. Applicants or
participants who file a grievance with SDS about problems that fall under the scope of the Fair Hearing process are
provided with information on how to request a Fair Hearing in the Notice of Recipient Fair Hearing Rights.

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:

® Yes The state operatesa Critical Event or Incident Reporting and Management Process (complete Items b
through €)

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
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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).

11/12/2026



Application for 1915(c) HCBS Waiver: Draft AK.007.01.06 - May 01, 2027 Page 141 of 219

DEFINITIONS OF CRITICAL INCIDENTS THAT MUST BE REPORTED

The Division of Senior and Disahilities Services (SDS) Central Intake unit oversees the critical incident reporting
process. Critical incidents are submitted through SDS' electronic Centralized Reporting system. Incidents and events that
must be reported under 7 AAC 130.224, Critical incident reporting, include:

amissing participant;

participant behavior that resulted in harm to the participant or others;

misuse of restrictive interventions;

use of restrictive intervention that resulted in the need for evaluation by or consultation with medical personnel;
death of a participant;

accident, injury, or another unexpected event that affected the participant's health, safety, or welfare to the extent
evaluation by or consultation with medical personnel was needed,;

an event that involved the participant and a response from a peace officer;

reports of abuse, neglect, or exploitation; and

amedication error resulting in the need for evaluation by or consultation with medical personnel including:
failure to document administration of a medication;

failure to administer amedication at a scheduled time;

administration of a medication at a time other than when it was schedul ed;

administration of a medication other than by the prescribed route;

administration of a medication not intended for the participant;

administration of a medication intended for the participant but given to another person; or

administration of a medication other than the correct dosage.

O O 0O o oo

O O 0O OO0 O0OOo0OOoOOoOOo

Depending upon the nature of the report, Central Intake may route the critical incident report to one or several of the
following entities that conduct follow-up actions:

» SDS Adult Protective Services unit

e SDS Quality Assurance unit

« Division of Hedlth Care Services, Residentia Licensing unit
» Office of Children's Services' Intake unit

* Law Enforcement

INDIVIDUALS REQUIRED TO REPORT CRITICAL INCIDENTS AND TIMEFRAMES

All waiver service providers are considered "persons required to report” incidents including alleged abuse, neglect, or
exploitation and must report these types of incidents within 24 hours of becoming aware of the incident, in accordance
with AS 47.17.020, for children, and AS 47.24.010, for adults.

For medication errors, this timeframe must be met only when the error results in the need for medical intervention. All
other medication errors must be documented and tracked by the certified provider agency on aquarterly basis and
submitted to SDS upon renewal certification or at SDS' request.

METHOD OF REPORTING

The Centralized Reporting system serves as arepository for voluntary reports, required reports, and concerns or
complaints about vulnerable adults, individuals living in licensed assisted living facilities, and participants receiving
home and community-based services administered through SDS.

Providers, participants, care coordinators, family members, advocates, SDS staff, or any member of the public may
submit a report through the Centralized Reporting system, by phone, email, fax, or in-person.

¢. 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.
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REPORTING ABUSE, NEGLECT, AND EXPLOITATION: EDUCATION AND TRAINING OF PARTICIPANTS
AND UNPAID CAREGIVERS

As part of the initial application and annual renewal application process for home and community-based waiver services,
care coordinators are responsible for informing initial applicants and enrolled waiver participants, or their legal
representatives, if applicable, on how to identify and report abuse, neglect and exploitation.

The care coordinator explains the applicant's or participant's rights in detail and provides the "Recipient Rights and
Responsibilities" form that identifies the state agencies responsible for investigating reports, including contact
information and instructions for how to make a report. The the applicant, the participant or their legal representative, if
applicable, signs the form along with the care coordinator.

After theformis signed, a copy is given to the applicant or participant or their legal representative, if applicable, for
future reference.

d. Responsihility for Review of and Responseto Critical Events or Incidents. 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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RESPONSIBILITY FOR RECEIVING AND ROUTING CRITICAL INCIDENT REPORTS

SDS' Central Intake unit is responsible for receiving, processing, and routing reports submitted through the Centralized
Reporting system.

Within 24 hours or one business day of report receipt, Central Intake reviews and routes all reports to the pertinent
appropriate entity. Central Intake may route the same report to multiple entities depending on the nature of the report.

Central Intake may route reports to:

« Adult Protective Services, if thereis an allegation of undue influence, abuse, neglect, exploitation, self-neglect, or
abandonment involving a vulnerable adult as defined under AS.47.24.900;

« Quality Assurance, if the report is regarding awaiver participant and is defined as a critical incident report under 7
AAC 130.224 or isa complaint against a certified waiver provider;

» Residential Licensing, if anincident occurred at alicensed assisted living home or involved aresident of alicensed
assisted living home;

« Office of Children's Services, if the report involves a child and meets the mandated reporting criteria;

» Office of Long Term Care Ombudsman, for reports including adults sixty years of age or older residing in alicensed
residential setting as areferral under AS 47.24.013;

« Law enforcement or emergency services, if applicable.

RESPONSIBILITY FOR REPORTS AND METHODS OF INVESTIGATION BY RESPONDING AGENCY
Adult Protective Services:

Adult Protective Services evaluates and investigates reports in accordance with AS 47.24, Protection of Vulnerable
Adults. Adult Protective Services uses a priority-based response system and assigns a priority level to each report, based
on the urgency and nature of the report and the capacity of the vulnerable adult to make independent decisions.

Adult Protective Services responds to reports addressing health, safety, abandonment, abuse, exploitation, neglect, self-
neglect or other harm of the vulnerable adult. Adult Protective Services may also evaluate guardianship needs, protective
placement, or supportive service needs.

Timeframes:

Priority 1: Face-to-face contact within 24 hours of receipt of report.

Priority 2: Face-to-face contact within five business days of receipt of report. Priority 3: Face-to-face contact within 10
business days of receipt of report.

Adult Protective Services investigations may include: interviewing and observing the vulnerable adult, and other
appropriate individuals, to assess health and safety, and other risk factors.

Adult Protective Services investigation follow-up activities may include: facilitation of protective placements or
supportive services, appointment of a surrogate decision maker, and initiation of the guardianship process.

Unless there are circumstances beyond Adult Protective Services' control all investigations are concluded within 90
calendar days. If circumstances beyond the control of Adult Protective Services make it impossible to investigate or
provide protective services within these time frames, an investigation shall be completed as soon as possible.

Reporters may request confirmation of receipt of report, but no additional information is provided. In accordance with
federal regulations, Adult Protective Services only releases information with the consent of the vulnerable adult or their

legal representative, if applicable, or when required by law enforcement or a court order. Adult Protective Services does
not release the identity of the reporter, as stated in AS 47.24.050.

Quality Assurance unit:
The Quality Assurance unit evaluates and investigates reports involving waiver participants and certified waiver service
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providers in accordance with 7 AAC130.224, Critical incident reporting.

Quality Assurance reviews the appropriateness of the provider's response in mitigating any risks to the participant's health
and safety and evaluates if the provider adequately addressed the risk of reoccurrence. Quality Assurance uses a priority-
based response system, and investigations are initiated in accordance with the priority assigned, based on the nature of the
report.

Quality Assurance investigations may include: interviewing provider staff, interviewing the participant, or the
participant's legal representative, if applicable, reviewing previous provider critical incident reports, provider policies and
procedures, staff credentials and training records, and reviewing provider records in the Harmony database to track the
discovery and remediation history of individual provider's deficiencies.

Quality Assurance investigation follow-up activities may include: initiating a corrective action plan and monitoring the
providers progress and remediation activities until Quality Assurance determines that any risks to participant health and
safety are corrected and the risk of incident reoccurrenceis reduced.

Quality Assurance investigations are typically expected to be completed within 90 days of assignment but may take
longer depending upon the individual circumstances of the investigation.

At the conclusion of an investigation with substantiated findings where a provider sanction isimposed, an investigation
report isissued to the provider under investigation and due process for appeal is granted. To maintain confidentiality,
parts of the report may be redacted. Quality Assurance will only release a copy of the report to members of the public if a
request is submitted as a public records request and the report may be redacted.

Residential Licensing:

Residential Licensing, operating within the Department of Health's Division of Health Care Services, evaluates and
investigates reports in accordance with AS 47.32, Centralized Licensing and Related Administrative Procedures, AS
47.33, Assisted Living Homes, and 7 AAC 75, Assisted Living Homes. Residential Licensing reviews reports that
involve licensed residential setting providers responses to incidents that involve risks to the health and safety of
participants living in licensed residential settings or if an incident occurred in alicensed residential setting.

Residential Licensing responds to reports related to allegations of abuse, neglect, exploitation, abandonment, unqualified
caregivers, situations that present risks or imminent harm to a participant, and when alicensed provider may have
violated statutes or regulations.

Residential Licensing uses a priority-based response system and assigns a priority level to each report, based on the
response required to ensure participant health and safety or a provider's compliance with regulatory requirements.

Timeframes:

Priority 1: Investigator responds within 48 hours. Priority 2:  Investigator responds within five days.

Priority 3:  Screened out and not investigated but investigator may gather collateral information or log in areport within
10 days.

Residential Licensing investigations may include: unannounced on-site inspections, interviews with participants and
personnel, review of medical and law enforcement records, review required documentation, personnel orientation,
training, and background checks.

Residential Licensing investigation follow-up activities may include: issuing the provider a notice of violation or
requiring the provider to create a plan of correction. Residential Licensing monitors the provider's progress and
remediation activities until Residential Licensing is satisfied with the provider's compliance. Residentia Licensing
employs a progressive disciplinary process that may culminate in the suspension or revocation of the provider's license.

After aprovider'sinvestigation is completed, Residential Licensing finalizes the investigation report within 14 days.
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At the conclusion of an investigation, an investigation report is issued to the provider under investigation and due process
for appeal is granted. To maintain confidentiality, parts of the report may be redacted. Residential Licensing will only
release a copy of the report to members of the public if arequest is submitted as a public records request and the report
may be redacted.

Office of Children's Services:

The Office of Children's Services conducts an initial assessment, evaluates, and investigates reports in accordance with
AS47.17, Child Protection, and 7 AAC 54, Privacy of Client Records; Child Protection Services.

Central Intake will route reports to the Office of Children's Services under two circumstances:

1. Thereport alleges abuse, neglect, or exploitation of a minor, regardless of whether that minor is a participant of
walver services;

2. Thereport involves a participant of waiver services of whom the Office of Children's Servicesisthe guardian.

The Office of Children's Services uses a priority-based response system depending upon the nature of the report.
Timeframes:

Priority 1: Face-to-face contact within 24 hours. Priority 2: Face-to-face contact within 72 hours. Priority 3: Face-to-face
contact within seven days.

The Office of Children's Services' investigations may include conducting interviews with the appropriate individuals and
completing an initial assessment.

Upon completion of an investigation, the Office of Children's Services sends a letter to the parent or guardian; if there has
been a substantiated finding, the Office of Children's Services sends a letter to the alleged maltreater. The Office of
Children's Services will notify a mandatory reporter, if requested, whether the report was screened in for an investigation
and when the investigation is complete. The Office of Children's Services does not divulge the outcome of any
investigation.

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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RESPONSIBILITY FOR OVERSEEING THE OPERATION OF THE INCIDENT MANAGEMENT SYSTEM

SDS' Central Intake unit, within the Department of Health, the Single State Medicaid agency, oversees the critical
incident reporting management system. Adult Protective Services, Quality Assurance, and Residential Licensing use the
Harmony database for overseeing and responding to critical incidents and events.

The Office of Children's Services utilizes a separate database to independently track cases. When a concern regarding a
certified provider isidentified, they contact the SDS Central Intake unit to make areport that is entered into the Harmony
database.

METHODS OF OPERATION, DATA COLLECTION, COMPILATION, PREVENTION, AND OVERSIGHT
FREQUENCY

All reports received by Central Intake are entered into the Harmony database. The Harmony database includes: provider
operations and compliance, participant information, technical assistance offered to providers, corrective actions and
remediation activities, investigation process and results, participant and provider communications, and requests for
additional information related to complaints or reports. Additionally, SDS utilizes a critical incident data infrastructure
with data mining software to alow identification of health and safety trends among participants.

Adult Protective Services and Quality Assurance review and analyze critical incident reports on amonthly basis at the
Health and Welfare Review Task Committee. | ssues discussed include:

« risk management methods to identify prevalence and patterns of adverse events in the participant population;

» processes to evaluate the effectiveness of technical assistance interventions; and

« methods used to identify quality improvement areas for SDS and provider agency operations.

The task committee takes follow-up actions and recommendations, as needed, to SDS' monthly Quality Improvement
Workgroup (QIW) which reviews the information to confirm the appropriate follow-up activities.

Residential Licensing reviews and analyzes requisite reporting requirements with licensed providers during the initial
licensing application process, the probationary (1 year) licensing cycle, and the biennial (2 year) licensing cycle.

Ongoing oversight is also conducted using a coordinated approach, established through the Coordination of Licensed and
Certified Providers workgroup, which includes representatives from Quality Assurance, Adult Protective Services,
Provider Certification and Compliance, Residential Licensing and the Office of Long-Term Care Ombudsman.

This workgroup meets monthly, at a minimum, to collaborate and share information about service and provider
monitoring, identify trends, and violations.

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 state does not permit or prohibitsthe use of restraints

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restraints and how this
oversight is conducted and its frequency:

® Theuseof restraintsis permitted during the cour se of the delivery of waiver services. Complete Items G-2-a-i
and G-2-aii.
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i. Safeguards Concer ning the Use of Restraints. Specify the safeguards that the state has established
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 reguest through

the Medicaid agency or the operating agency (if applicable).
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AUTHORIZED RESTRICTIVE INTERVENTIONS AND CIRCUMSTANCES OF USE

The state'sregulation at 7 AAC 130.229, Use of restrictive intervention, defines restrictive interventions as
"an action or procedure that limits an individual's movement or access to other individuals, locations or
activities." The state considers restraints as a subset of restrictive interventions.

SDS permits the use of restrictive interventions, including restraints, when the use of less restrictive
interventions has been shown to be ineffective, and in two (2) circumstances only:

« when aparticipant's behavior is unanticipated and presents an imminent danger to the participant's safety
or to the safety of others; or

* inaccordance with an approved support plan that includes a restrictive intervention plan, that contains the
required elements regarding the use of restrictive interventions or restraints.

PROHIBITED USE OF RESTRICTIVE INTERVENTIONS

SDS prohibits three (3) methods of restrictive intervention:;
» seclusion as arestrictive intervention;

e pronerestraint; and

e chemical restraint.

Physical restraints may not be used for disciplinary purposes, staff convenience, or as a substitute for
adequate staffing levels.

PROTOCOLS FOR THE AUTHORIZED USE OF RESTRICTIVE INTERVENTIONS, INCLUDING
RESTRAINTS

All providers must have written policies and procedures that address the providers' use of restrictive
interventions, including instances when restrictive interventions are authorized as a response to imminent
danger.

Aside from instances of imminent danger, restrictive interventions, including the use of restraints, may only
be authorized if a participant has an approved support plan that includes a restrictive intervention plan.
Redtrictive intervention plans are designed to use the least restrictive methods necessary to manage behaviors
and reduce or eliminate the circumstances in which restrictive interventions or restraints would be necessary.

An SDS approved restrictive intervention plan must be initiated when:

« aparticipant's behavior requires the reoccurring use of restrictive interventions or restraints; or

« thereisamodification to any of the following settings requirementsin alicensed residential setting,
based on a specific, assessed need of a participant, only after the provider attempts positive interventions and
other lessintrusive methods of meeting the need, and these attempts proved unworkabl e;

- privacy in the participant's living or sleeping unit;

- the freedom and support needed for a participant to control the participant's schedule and activities;

- access to food at al times; and

- visitors of the participant's choosing at any time.

The restrictive intervention plan is developed by the provider in concert with the participant's planning team
and isincluded in the support plan. The department may require the planning team to consult with a
professional licensed under AS 08 when arestrictive intervention plan is ineffective at reducing or
eliminating the behavior.

In the development of the restrictive intervention plan, the planning team should consider the participant's
overall quality of life, mental health, neurological or medical conditions that may contribute to the behavior,
environment, events or other factors that trigger, increase or decrease the behavior, and the intended function
of the behavior.

The restrictive intervention plan must include:
« identification of the assessed need requiring intervention or modification;
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» dtrategies for preventing the behavior, including supporting positive behavior;

« documentation of positive interventions and other less intrusive methods that were used to address that
need and that did not work;

» adescription of the intervention or modification, which must be directly proportional to the specific
assessed need;

« methods for measuring and documenting the plan's effectiveness, time limits for periodic reviews to
determineif the intervention or modification continues to be necessary or should be terminated;

« adocumented analysis concluding the interventions included in the plan will not cause harm to the
participant; and

« if modifying the settings requirements under 7 AAC 130.220(0)(2), the restrictive intervention plan must
a so include documentation of the informed consent of the participant, or the participant's legal
representative, if applicable, for the modification.

If the plan has succeeded in eliminating the behavior, the restrictive intervention plan will be removed from
the support plan.

METHODS FOR DETECTING UNAUTHORIZED USE OF RESTRICTIVE INTERVENTIONS,
INCLUDING RESTRAINTS

SDS, in cooperation with Residential Licensing, monitors the use of restrictive interventions, including
restraints, through on-site reviews, application reviews, provider agency reports and training records,
licensing inspection reports, investigative reports, care coordination activities, support plan and restrictive
intervention plan reviews, critical incident reports, complaints, and referrals.

At least each calendar quarter, for all uses of restrictive interventionsincluding restraints, providers are
required to document each use, evaluate, analyze, take corrective actions based on the analysis, and record
any program improvement. Providers must submit the evaluation and corrective action reports to SDS upon
renewal certification or at SDS' request.

During the monthly contacts with the participant, the care coordinator reviews any use of restrictive
intervention, including the use of restraints. If arestrictive intervention or restraints were used, the care
coordinator discusses the event with the provider and verifies its use was for circumstances that presented
imminent danger or met the requirements outlined in arestrictive intervention plan. The care coordinator
must submit a critical incident report if they believe that the use of restrictive intervention or restraints was
incorrectly administered or unauthorized.

When a Quality Assurance unit investigation reveals inappropriate use of restrictive interventions or
restraints, unit staff contact the provider to request a corrective action plan that may include training and
technical assistance and may progress up to revocation of certification. Unit staff monitor the corrective
action plan until it is complete or until unit staff assess alow risk of reoccurrence.

PRACTICES TO ENSURE HEALTH AND SAFETY

State regulations guide the use of restrictive interventions, including the use of restraints. These regulations,
found at 7 AAC 130.229 and 7 AAC 75, include safeguards to ensure participant health and safety.
Safeguards include the limited circumstances when restrictive interventions can be authorized, prohibited use
of several types of restraints, and reporting requirements to ensure that all instances of unauthorized
restrictive intervention are reported to SDS for investigation.

Protocols for the authorized use of restrictive interventions require that providers have written policies and
procedures that address the providers' use of restrictive interventions, training, documentation, supervision,
monitoring, and evaluation of each use of restrictive intervention.

REQUIRED DOCUMENTATION

In accordance with 7 AAC 130.229, Use of restricted intervention, and as a requirement of certification, the
providers must develop and implement a plan to manage and report the use of restrictive intervention,
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including a plan for documenting and tracking the use of restrictive intervention, meeting reporting
requirements regarding any incidents involving the misuse of restrictive intervention or the use of restrictive
intervention that resulted in the need for medical intervention under 7 AAC 130.224, Critical incident
reporting. The plan must also include:

1.) aprotocoal for analyzing the use of restrictive intervention each quarter,

2.) aprocedure for taking corrective action based on the analysis, and

3.) aprocess for summarizing the quarterly analyses and any corrective actions taken. The summary must be
submitted to SDS with the provider's application for renewal certification under 7 AAC 130.220, Provider
certification, or upon request.

The provider that uses restrictive interventions, including restraints, must maintain arecord of documentation
and document in the participant's record:

« thedateandtime;

« theduration of time each type of restrictive intervention was used;

» adescription of the behavior that led to the use of restrictive intervention;

« arationalefor, and adescription of, each type of restrictive intervention used;

 the participant's response to each type of restrictive intervention used;

» thetype of care provided to the participant while arestrictive intervention is applied;

« the name of each staff member involved in the restrictive intervention; and

« the outcome for the participant and for the staff involved in the event.

EDUCATION AND TRAINING REQUIREMENTS FOR PERSONNEL

All providers must comply with education and training requirements in accordance with 7 AAC 130.222,
Recipient safeguards, and with education and training requirements in the Provider Conditions of
Participation for Home and Community-Based Waiver Services and the Conditions of Participation for each
service the provider offers.

The provider must provide, and have on file, for each direct service worker, documentation of attendance and
completion of training on the use of restrictive intervention and restraints that includes:

« describing actions that are considered to be restrictive interventions or restraints;

» gpecifying restrictive interventions and restraints that are prohibited by regulation;

« identifying restrictive interventions and restraints appropriate for use with the population served by the
provider;

« outlining the requirements for documenting every use of restrictive intervention or restraints; and

« reporting as acritical incident any misuse of restrictive intervention or restraints and any use that results
in medical intervention.

The provider must have written verification on file that each direct service worker has received training
appropriate to the type of restrictive intervention or restraints the provider has allowed that direct service
worker to use.

Residential Licensing isresponsible for the licensure of assisted living homes and offers a new provider
orientation training that includes information related to restrictive interventions, including restraints.

i. 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:
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METHODS FOR DETECTING UNAUTHORIZED USE OF RESTRICTIVE INTERVENTIONS,
INCLUDING RESTRAINTS

SDS, in cooperation with Residential Licensing, monitors the use of restrictive interventions, including
restraints, through on-site reviews, application reviews, provider agency reports and training records,
licensing inspection reports, investigative reports, care coordination activities, support plan and restrictive
intervention plan reviews, critical incident reports, complaints, and referrals.

At least each calendar quarter, for all uses of restrictive interventionsincluding restraints, providers are
required to document each use, evaluate, analyze, take corrective actions based on the analysis, and record
any program improvement. Providers must submit the evaluation and corrective action reports to SDS upon
renewal certification or at SDS' request.

During the monthly contacts with the participant, the care coordinator reviews any use of restrictive
intervention, including the use of restraints. If arestrictive intervention or restraints were used, the care
coordinator discusses the event with the provider and verifies its use was for circumstances that presented
imminent danger or met the requirements outlined in arestrictive intervention plan. The care coordinator
must submit a critical incident report if they believe that the use of restrictive intervention or restraints was
incorrectly administered or unauthorized.

When a Quality Assurance unit investigation reveals inappropriate use of restrictive interventions or
restraints, unit staff contact the provider to request a corrective action plan that may include training and
technical assistance and may progress up to revocation of certification. Unit staff monitor the corrective
action plan until it is complete or until unit staff assess alow risk of reoccurrence.

METHODS FOR OVERSEEING THE OPERATION OF THE INCIDENT MANAGEMENT SYSTEM,
HOW DATA ISANALYZED TO IDENTIFY TRENDS AND SUPPORT IMPROVEMENT
STRATEGIES, AND FREQUENCY OF OVERSIGHT ACTIVITIES

Using the discovery methods mentioned above, the Quality Assurance unit collects and aggregates data
regarding the use of restrictive interventions, including restraints, analyzes trends, and prepares a monthly
discovery and remediation report for the Health and Welfare Review Task Committee.

The Health and Welfare Review Task Committee isled by Adult Protective Services and Quality Assurance
unit staff and includes other SDS staff. The committee evaluates the information for possible individual
remediation, patterns or trends in the use of restrictive intervention, including the use of restraints, and makes
amonthly quality report to the QIW. This quality report may include recommendations for remediation,
including technical assistance and training or policy implementation strategies.

In turn, the QIW evaluates the information offered in the monthly quality monitoring report and offers
feedback to the task committee. Recommendations for larger systemic improvements are made to the
department's Quality Improvement Steering Committee (QI SC) chaired by the department's deputy
commissioner. This QISC has broad departmental membership and meets quarterly to review the quality
monitoring report.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (2 of
3)

b. Use of Restrictive I nterventions. (Select one):

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:
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® Theuseof restrictive interventionsis permitted during the cour se of the delivery of waiver services Complete
Items G-2-b-i and G-2-b-ii.

i. Safeguards Concer ning 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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AUTHORIZED RESTRICTIVE INTERVENTIONS AND CIRCUMSTANCES OF USE

The state'sregulation at 7 AAC 130.229, Use of restrictive intervention, defines restrictive interventions as
"an action or procedure that limits an individual's movement or access to other individuals, locations or
activities." The state considers restraints as a subset of restrictive interventions.

SDS permits the use of restrictive interventions, including restraints, when the use of less restrictive
interventions has been shown to be ineffective, and in two (2) circumstances only:

« when aparticipant's behavior is unanticipated and presents an imminent danger to the participant's safety
or to the safety of others; or

* inaccordance with an approved support plan that includes a restrictive intervention plan, that contains the
required elements regarding the use of restrictive interventions or restraints.

PROHIBITED USE OF RESTRICTIVE INTERVENTIONS

SDS prohibits three (3) methods of restrictive intervention:;
» seclusion as arestrictive intervention;

e pronerestraint; and

e chemical restraint.

Physical restraints may not be used for disciplinary purposes, staff convenience, or as a substitute for
adequate staffing levels.

PROTOCOLS FOR THE AUTHORIZED USE OF RESTRICTIVE INTERVENTIONS, INCLUDING
RESTRAINTS

All providers must have written policies and procedures that address the providers' use of restrictive
interventions, including instances when restrictive interventions are authorized as a response to imminent
danger.

Aside from instances of imminent danger, restrictive interventions, including the use of restraints, may only
be authorized if a participant has an approved support plan that includes a restrictive intervention plan.
Redtrictive intervention plans are designed to use the least restrictive methods necessary to manage behaviors
and reduce or eliminate the circumstances in which restrictive interventions or restraints would be necessary.

An SDS approved restrictive intervention plan must be initiated when:

« aparticipant's behavior requires the reoccurring use of restrictive interventions or restraints; or

« thereisamodification to any of the following settings requirementsin alicensed residential setting,
based on a specific, assessed need of a participant, only after the provider attempts positive interventions and
other lessintrusive methods of meeting the need, and these attempts proved unworkabl e;

- privacy in the participant's living or sleeping unit;

- the freedom and support needed for a participant to control the participant's schedule and activities;

- access to food at al times; and

- visitors of the participant's choosing at any time.

The restrictive intervention plan is developed by the provider in concert with the participant's planning team
and isincluded in the support plan. The department may require the planning team to consult with a
professional licensed under AS 08 when arestrictive intervention plan is ineffective at reducing or
eliminating the behavior.

In the development of the restrictive intervention plan, the planning team should consider the participant's
overall quality of life, mental health, neurological or medical conditions that may contribute to the behavior,
environment, events or other factors that trigger, increase or decrease the behavior, and the intended function
of the behavior.

The restrictive intervention plan must include:
« identification of the assessed need requiring intervention or modification;
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» dtrategies for preventing the behavior, including supporting positive behavior;

« documentation of positive interventions and other less intrusive methods that were used to address that
need and that did not work;

» adescription of the intervention or modification, which must be directly proportional to the specific
assessed need;

« methods for measuring and documenting the plan's effectiveness, time limits for periodic reviews to
determineif the intervention or modification continues to be necessary or should be terminated;

« adocumented analysis concluding the interventions included in the plan will not cause harm to the
participant; and

« if modifying the settings requirements under 7 AAC 130.220(0)(2), the restrictive intervention plan must
a so include documentation of the informed consent of the participant, or the participant's legal
representative, if applicable, for the modification.

If the plan has succeeded in eliminating the behavior, the restrictive intervention plan will be removed from
the support plan.

METHODS FOR DETECTING UNAUTHORIZED USE OF RESTRICTIVE INTERVENTIONS,
INCLUDING RESTRAINTS

SDS, in cooperation with Residential Licensing, monitors the use of restrictive interventions, including
restraints, through on-site reviews, application reviews, provider agency reports and training records,
licensing inspection reports, investigative reports, care coordination activities, support plan and restrictive
intervention plan reviews, critical incident reports, complaints, and referrals.

At least each calendar quarter, for all uses of restrictive interventionsincluding restraints, providers are
required to document each use, evaluate, analyze, take corrective actions based on the analysis, and record
any program improvement. Providers must submit the evaluation and corrective action reports to SDS upon
renewal certification or at SDS' request.

During the monthly contacts with the participant, the care coordinator reviews any use of restrictive
intervention, including the use of restraints. If arestrictive intervention or restraints were used, the care
coordinator discusses the event with the provider and verifies its use was for circumstances that presented
imminent danger or met the requirements outlined in arestrictive intervention plan. The care coordinator
must submit a critical incident report if they believe that the use of restrictive intervention or restraints was
incorrectly administered or unauthorized.

When a Quality Assurance unit investigation reveals inappropriate use of restrictive interventions or
restraints, unit staff contact the provider to request a corrective action plan that may include training and
technical assistance and may progress up to revocation of certification. Unit staff monitor the corrective
action plan until it is complete or until unit staff assess alow risk of reoccurrence.

PRACTICES TO ENSURE HEALTH AND SAFETY

State regulations guide the use of restrictive interventions, including the use of restraints. These regulations,
found at 7 AAC 130.229 and 7 AAC 75, include safeguards to ensure participant health and safety.
Safeguards include the limited circumstances when restrictive interventions can be authorized, prohibited use
of several types of restraints, and reporting requirements to ensure that all instances of unauthorized
restrictive intervention are reported to SDS for investigation.

Protocols for the authorized use of restrictive interventions require that providers have written policies and
procedures that address the providers' use of restrictive interventions, training, documentation, supervision,
monitoring, and evaluation of each use of restrictive intervention.

REQUIRED DOCUMENTATION

In accordance with 7 AAC 130.229, Use of restricted intervention, and as a requirement of certification, the
providers must develop and implement a plan to manage and report the use of restrictive intervention,
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including a plan for documenting and tracking the use of restrictive intervention, meeting reporting
requirements regarding any incidents involving the misuse of restrictive intervention or the use of restrictive
intervention that resulted in the need for medical intervention under 7 AAC 130.224, Critical incident
reporting. The plan must also include:

1.) aprotocoal for analyzing the use of restrictive intervention each quarter,

2.) aprocedure for taking corrective action based on the analysis, and

3.) aprocess for summarizing the quarterly analyses and any corrective actions taken. The summary must be
submitted to SDS with the provider's application for renewal certification under 7 AAC 130.220, Provider
certification, or upon request.

The provider that uses restrictive interventions, including restraints, must maintain arecord of documentation
and document in the participant's record:

« thedateandtime;

« theduration of time each type of restrictive intervention was used;

» adescription of the behavior that led to the use of restrictive intervention;

« arationalefor, and adescription of, each type of restrictive intervention used;

 the participant's response to each type of restrictive intervention used;

» thetype of care provided to the participant while arestrictive intervention is applied;

« the name of each staff member involved in the restrictive intervention; and

« the outcome for the participant and for the staff involved in the event.

EDUCATION AND TRAINING REQUIREMENTS FOR PERSONNEL

All providers must comply with education and training requirements in accordance with 7 AAC 130.222,
Recipient safeguards, and with education and training requirements in the Provider Conditions of
Participation for Home and Community-Based Waiver Services and the Conditions of Participation for each
service the provider offers.

The provider must provide, and have on file, for each direct service worker, documentation of attendance and
completion of training on the use of restrictive intervention and restraints that includes:

« describing actions that are considered to be restrictive interventions or restraints;

» gpecifying restrictive interventions and restraints that are prohibited by regulation;

« identifying restrictive interventions and restraints appropriate for use with the population served by the
provider;

« outlining the requirements for documenting every use of restrictive intervention or restraints; and

« reporting as acritical incident any misuse of restrictive intervention or restraints and any use that results
in medical intervention.

The provider must have written verification on file that each direct service worker has received training
appropriate to the type of restrictive intervention or restraints the provider has allowed that direct service
worker to use.

Residential Licensing isresponsible for the licensure of assisted living homes and offers a new provider
orientation training that includes information related to restrictive interventions, including restraints.

i. 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:
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METHODS FOR DETECTING UNAUTHORIZED USE OF RESTRICTIVE INTERVENTIONS,
INCLUDING RESTRAINTS

SDS, in cooperation with Residential Licensing, monitors the use of restrictive interventions, including
restraints, through on-site reviews, application reviews, provider agency reports and training records,
licensing inspection reports, investigative reports, care coordination activities, support plan and restrictive
intervention plan reviews, critical incident reports, complaints, and referrals.

At least each calendar quarter, for all uses of restrictive interventionsincluding restraints, providers are
required to document each use, evaluate, analyze, take corrective actions based on the analysis, and record
any program improvement. Providers must submit the evaluation and corrective action reports to SDS upon
renewal certification or at SDS' request.

During the monthly contacts with the participant, the care coordinator reviews any use of restrictive
intervention, including the use of restraints. If arestrictive intervention or restraints were used, the care
coordinator discusses the event with the provider and verifies its use was for circumstances that presented
imminent danger or met the requirements outlined in arestrictive intervention plan. The care coordinator
must submit a critical incident report if they believe that the use of restrictive intervention or restraints was
incorrectly administered or unauthorized.

When a Quality Assurance unit investigation reveals inappropriate use of restrictive interventions or
restraints, unit staff contact the provider to request a corrective action plan that may include training and
technical assistance and may progress up to revocation of certification. Unit staff monitor the corrective
action plan until it is complete or until unit staff assess alow risk of reoccurrence.

METHODS FOR OVERSEEING THE OPERATION OF THE INCIDENT MANAGEMENT SYSTEM,
HOW DATA ISANALYZED TO IDENTIFY TRENDS AND SUPPORT IMPROVEMENT
STRATEGIES, AND FREQUENCY OF OVERSIGHT ACTIVITIES

Using the discovery methods mentioned above, the Quality Assurance unit collects and aggregates data
regarding the use of restrictive interventions, including restraints, analyzes trends, and prepares a monthly
discovery and remediation report for the Health and Welfare Review Task Committee.

The Health and Welfare Review Task Committee isled by Adult Protective Services and Quality Assurance
unit staff and includes other SDS staff. The committee evaluates the information for possible individual
remediation, patterns or trends in the use of restrictive intervention, including the use of restraints, and makes
amonthly quality report to the QIW. This quality report may include recommendations for remediation,
including technical assistance and training or policy implementation strategies.

In turn, the QIW evaluates the information offered in the monthly quality monitoring report and offers
feedback to the task committee. Recommendations for larger systemic improvements are made to the
department's QI SC chaired by the department's deputy commissioner. This QISC has broad departmental
membership and meets quarterly to review the quality monitoring report.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (3 of
3)

¢. Use of Seclusion. (Sdlect 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:
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METHODS FOR DETECTING UNAUTHORIZED USE OF SECLUSION

SDS monitors adherence to this prohibition through care coordinator activities, critical incident reporting
management, and quality assurance reviews.

SDS detects the prohibited use of seclusion through on-site reviews, support plan and restrictive intervention plan
reviews, reports from care coordinators, Reports of Harm, critical incidents reports, and complaints received by SDS
and other partner agencies such as Residential Licensing. Use of seclusion may result in a provider sanction or
enforcement action up to and including termination from the Medicaid program.

Residential Licensing also monitors the prohibited use of seclusion through application reviews, provider agency
reports and training records, annual licensing inspection reports, investigative reports, care coordinator activities,
support plan reviews, critical incident reporting management, complaints, and referrals. Investigation reports
conducted by Residential Licensing are entered into the Harmony database and incorporated into ongoing SDS
provider monitoring activities.

The use 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 policies that are referenced are
available to CM S upon reguest 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:

No. This Appendix is not applicable (do not complete the remaining items)
® Yes. This Appendix applies (complete the remaining items)

* Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring participant
medication regimens, the methods for conducting monitoring, and the frequency of monitoring.
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RESPONSIBILITY, SCOPE, METHODS, AND FREQUENCY OF MONITORING PARTICIPANT
MEDICATION

The state considers medication management as:

1) administration of medication, meaning the direct delivery or application of medication into the body of a
participant that is unable to administer medication independently.

2.) assistance with self-administration of medication, which may include:

« reminding the participant;

e opening acontainer;

 reading a medication label to the participant;

« providing food or liquids in accordance with the medication label;
 observing the participant taking the medication;

 checking the participant's self-administered dosage against the label;
 reassuring the participant that the dosage is correct; or

« directing or guiding the hand of the participant, at the participant's request.

The state further distinguishes between situations in which:

» medication management is provided in alicensed residential setting under AS 47.32 and AS 47.33, monitored
by aregistered nurse, who may delegate medication management activities to anon-medical waiver provider, or

« medication management conducted in a certified setting where a licensed health provider, the participant or the
participant's representative, if applicable, may del egate medication management activities.

The state regulations rel ated to medication management are;

e 7AAC 67, Foster Home licensing standards;

e 7AACT75, Assisted Living Home;

e 7 AAC 130.224, Critical incident reporting;

e 7AAC 130.227, Administration of medication and assistance with self-administration of medication;
e 12 AAC 44.965, Delegation of the administration of medication; and

» Provider Conditions of Participation adopted by referenced in 7 AAC 160.900.

WAIVER SERVICES IN NON-LICENSED AND CERTIFIED SETTINGS

In accordance with above regulations, certified home and community-based providers have ongoing responsibility
for monitoring participant medication management while in the providers' care. The provider activities include,
but are not limited to:

» developing and implementing written policies and procedures that address medication management;

« written delegation from the participant or the participant's legal representative or isin accordance with 12
AAC 44.965 or another applicable statute or regulation;

» ensuring al medications taken by the participant while in the provider's care are documented;

 ensuring that the individual providing administration of medication or assistance with self-administration has
on file documentation of successful completion of the appropriate training.

WAIVER SERVICESIN LICENSED ASSISTED LIVING HOMES AND HOST CARE HOMES

M edication management in licensed assisted living home and host care homes are described in participant's
residential care plan and include a physician's statement regarding the medication regimen that must be included
in the plan. The participant or the participant's legal representative, if applicable, and a registered nurse must
review the portion of the plan that describes how the participant's health-related services will be met.

A registered nurse may provide administration of medication or may delegate the administration of medication.
M edication delegation may be made to certified home and community-based services providers, licensed assisted
living home and host care home providers, and select certified nurse aides and medical assistants. Any direct
service worker to whom the administration of medication has been delegated must meet the Board of Nursing
training requirements. The delegating nurse must monitor the direct service worker and reevaluate the nursing
delegation plan every 90 days.

All medication delegation is monitored by the registered nurse. The registered nurse monitors the appropriateness
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of the medications, usage patterns, potential risks and side effects associated with the medications, and possible
medication interactions, with particular attention paid to the participant if their medication regime is complex or
includes behavior-modifying medications. The participant's care coordinator, through monthly contacts, also
provides monitoring.

WAIVER SERVICESIN LICENSED FOSTER CARE HOMES

A foster home may administer medication only if the foster parent meets the following conditions:

 obtains written permission from the department or the child's legal guardian, as applicable, for the
administration of prescription medication to afoster child;

« administers prescription medication or any special medical procedures only in the dosage, at the intervals, or in
the manner prescribed by the person legally authorized to prescribe medication or medical procedures,

» administers nonprescription medication only if authorized by the child's caseworker; and

» for youth 17 or older, permission is not required for prescription birth control.

DETECTING POTENTIALLY HARMFUL PRACTICES

All home and community-based service certified providers must develop and implement a system to manage and
report medication errors. Thisincludes:

« tracking and documenting errors;

 reporting medication errors as critical incidents if the error resulted in medical intervention;

« anayzing medication errors each quarter and taking corrective actions based on that analysis;

e summarizing quarterly analysis; and

 submitting the summary to SDS upon renewal certification or upon SDS' request.

For licensed assisted living homes and host care homes, the residential care plan must address the need for health-
related services and how that need will be met. A physician's statement regarding the medication regimen must be
included in the plan. The resident or the resident's legal representative, if applicable, and the registered nurse must
review the portion of the plan that describes how the resident's need for health-related services will be met. The
care plan must be evaluated at three-month intervals. The registered nurse must report adverse eventsto the
physician and based on the evaluation of the medication process in the licensed setting, may revise the care plan
to stipulate more frequent provider monitoring or recommend additional training to direct service workers.

For licensed foster homes, afoster parent may not administer prescription medication without first receiving
written permission from the participant's legal guardian or the Department of Family and Community Services.
Informed parental consent is required for major medical care, including administration of psychotropic medication
or any medications prescribed for mental illness or behavioral problems, unless parental rights have been
terminated or there is a court order authorizing the specific medication or treatment. Informed consent includes
information regarding alternative therapies or treatment. The Office of Children's Services and SDS mest
regularly to share and discuss information regarding reports received, licensing actions, and systematic barriers.

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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RESPONSIBILITY FOR OVERSIGHT AND FOLLOW-UP

SDS, Residential Licensing, the Department of Family and Community Services, and the Board of Nursing are
responsible for oversight of medication management and follow-up.

At SDS, the Quality Assurance unit and the Provider Certification and Compliance unit lead oversight and follow-
up activities. They collaborate with Residential Licensing for oversight and follow-up of licensed assisted living
homes and host care homes and with the Department of Family and Community Services for oversight and
follow-up of licensed foster homes, and both agencies also conduct their own oversight activities. Additionally,
Adult Protective Services may become involved when there is a concern about a vulnerable adult. The Long
Term Care Ombudsman may also conduct oversight and follow-up activities when avulnerable adult residesin a
licensed residential setting.

The Alaska Board of Nursing governs the practice of nursing and certified nurse aides in Alaska. It makes final
health-related licensing and certification decisions and takes disciplinary action against those who arein violation
of licensing laws.

METHODS AND FREQUENCY FOR DETECTING POTENTIALLY HARMFUL PRACTICES

SDS' Quality Assurance and Provider Certification and Compliance units detect potentially harmful practices
through:

« critical incident reporting, grievances, and complaints;

e on-siteinspections;

« provider's certification application process;

« provider agency reports and training records; and

e Quality Assurance investigations.

SDS requires providers to track all medication errors and analyze them quarterly, take corrective actions based on
that analysis, and summarize the errors and corrective actions in areport. The report must be submitted to SDS
with the provider's application for renewal certification, or upon SDS request. The Provider Certification and
Compliance unit considers these reports during the provider's renewal certification process.

The Office of Children's Services and Residential Licensing also conduct their own investigations of medication
errorsin licensed settings. The Office of Children's Services conducts on-site reviews, communicates deficiencies,
and works with the licensed foster family to remediate any issues. Licensed foster homes are inspected during the
initial licensure process and then on a biennia basis and as needed. The Office of Children's Servicesand SDS
collaborate on investigations. Investigations that reveal deficiencies may result in the requirement for additional
training, corrective action plans, loss of certification, termination from the Medicaid program, suspension or
revocation of the license, or referral to other agencies as appropriate.

Residential Licensing monitors licensed residential settings with on-site inspections during initial licensure and on
abiennial basis. The biennial evaluation may include review of participants residential care plansto ensure that
medi cation management activities have been completed by aregistered nurse at three-month intervals and that
any concerns have been documented, addressed, and resolved. In the intervening years, providers are required to
submit an annual provider self-monitoring report that tracks provider compliance with regulatory requirements.
Residential Licensing investigates reported medication management errors with an investigation of the
circumstances that led to a medication error and takes action to correct the practices contributing to the error. An
investigation may include review of the nursing delegation plan, documentation of medication administration
delegation training, and review of staff files. Identified deficiencies may result in the progressive enforcement up
to revocation of the license. Residential Licensing reports any substantiated findings or concerns regarding the
performance of anurse or adirect care worker directly to the Board of Nursing.

Quality Assurance, Provider Certification and Compliance unit, Adult Protective Services, and Residential
Licensing may collaborate on shared investigations which are linked in the Harmony database, and each entity has
access to the same information and history of actions taken on linked cases. The Provider Certification and
Compliance unit may also be informed of and included in the investigations, when a provider's noncompliance
with certification requirementsis alleged. All provider-related records associated with an investigation are linked
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to the provider's record in the Harmony database and are considered when the provider renews their certification.
QUALITY IMPROVEMENT

Using the discovery methods mentioned above, the Quality Assurance unit collects and aggregates data regarding
medication errors, analyzes trends, and prepares a monthly discovery and remediation report for the Health and
Welfare Review Task Committee.

The Health and Welfare Review Task Committee isled by Adult Protective Services and Quality Assurance unit
staff and includes other SDS staff. The committee evaluates the information for possible individual remediation,
patterns or trends in medication errors, and makes a monthly quality report to the QIW. This quality report may
include recommendations for remediation, including technical assistance and training or policy implementation
strategies.

In turn, the QIW evaluates the information offered in the monthly quality monitoring report and offers feedback to
the task committee. Recommendations for larger systemic improvements are made to the department's QISC
chaired by the department's deputy commissioner. The QISC has broad departmental membership and meets
quarterly to review the quality monitoring report.

Appendix G: Participant Safeguards
Appendix G-3. Medication Management and Administration (2 of 2)

c. Medication Administration by Waiver Providers

i. Provider Administration of Medications. Select one:

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 state considers medication management as:

1) administration of medication, meaning the direct delivery or application of medication into the body of a
participant that is unable to administer medication independently.

2.) assistance with self-administration of medication, which may include:

« reminding the participant;

e opening acontainer;

 reading a medication label to the participant;

« providing food or liquids in accordance with the medication label;
 observing the participant taking the medication;

 checking the participant's self-administered dosage against the label;

* reassuring the participant that the dosage is correct; or

« directing or guiding the hand of the participant, at the participant's request.

The state further distinguishes between situations in which:

» medication management is provided in alicensed residential setting under AS 47.32 and AS 47.33, monitored
by aregistered nurse, who may delegate medication management activities to anon-medical waiver provider, or

» medication management conducted in a certified setting where a licensed health provider, the participant or the
participant's legal representative may delegate medication management activities.

The state regulations rel ated to medication management are;

e 7AAC 67, Foster Home licensing standards;

e 7AACT75, Assisted Living Home;

e 7 AAC 130.224, Critical incident reporting;

e 7AAC 130.227, Administration of medication and assistance with self-administration of medication;
e 12 AAC 44.965, Delegation of the administration of medication; and

» Provider Conditions of Participation adopted by referenced in 7 AAC 160.900.

WAIVER SERVICES IN NON-LICENSED AND CERTIFIED SETTINGS

In accordance with above regulations, certified home and community-based providers have ongoing responsibility
for monitoring participant medication management while in the providers' care. The provider activities include,
but are not limited to:

« developing and implementing written policies and procedures that address medication management;

« written delegation from the participant or the participant's legal representative or isin accordance with 12
AAC 44.965 or another applicable statute or regulation;

» ensuring al medications taken by the participant while in the provider's care are documented;

 ensuring that the individual providing administration of medication or assistance with self-administration has
on file documentation of successful completion of the appropriate training.

WAIVER SERVICESIN LICENSED ASSISTED LIVING HOMES AND HOST CARE HOMES

M edication management in licensed assisted living home and host care homes are described in participant's
residential care plan and include a physician's statement regarding the medication regimen that must be included
in the plan. The participant or the participant's legal representative, if applicable, and a registered nurse must
review the portion of the plan that describes how the participant's health-related services will be met.

A registered nurse may provide administration of medication or may delegate the administration of medication.
M edication delegation may be made to certified home and community-based services providers, licensed assisted
living home and host care home providers, and select certified nurse aides and medical assistants. Any direct
service worker to whom the administration of medication has been delegated must meet the Board of Nursing
training requirements. The delegating nurse must monitor the direct service worker and reevaluate the nursing
delegation plan every 90 days.

All medication delegation is monitored by the registered nurse. The registered nurse monitors the appropriateness
of the medications, usage patterns, potential risks and side effects associated with the medications, and possible
medication interactions, with particular attention paid to the participant if their medication regime is complex or
includes behavior-modifying medications. The participant's care coordinator, through monthly contacts, also
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provides monitoring.
WAIVER SERVICESIN LICENSED FOSTER CARE HOMES

A foster home may administer medication only if the foster parent meets the following conditions:

 obtains written permission from the department or the child's legal guardian, as applicable, for the
administration of prescription medication to afoster child;

» administers prescription medication or any special medical procedures only in the dosage, at the intervals, or in
the manner prescribed by the person legally authorized to prescribe medication or medical procedures,

» administers nonprescription medication only if authorized by the child's caseworker; and

» for youth 17 or older, permission is not required for prescription birth control.

e Medication Error Reporting. Select one of the following:

® Providersthat areresponsible for medication administration arerequired 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:

Waiver service providers are required to record and report medication errorsto SDS. If an error resulted in a
medical intervention, the provider must submit within one business day a critical incident report to SDS
using the Centralized Reporting system. In addition, providers must track all medication errors and analyze
them quarterly, take corrective actions based on that analysis, and summarize the errors and corrective
actionsin areport that must be submitted to SDS with the provider's application for renewal certification.

(b) Specify the types of medication errorsthat providers are required to record:

Whether a medication is self-administered with assistance or administered by the provider under delegation,
the provider must record and document the following medication errors that might occur while the
participant isin the care of or receiving services from the provider:

1) failureto document medication administration;
2.) failureto administer medication administration at or within one hour before or one hour after the
scheduled time;
3.) thedelivery of medication:

a. at atime other than when a medication was scheduled, if the time was outside the acceptable range
in2);

b. other than by the prescribed route;

c. other than in the prescribed dosage;

d. not intended for the participant; or

e. intended for the participant but given to another person.

(c) Specify the types of medication errors that providers must report to the state:

If the error resulted in medical intervention, the providers must report the error to SDS as a critical incident,
in accordance with 7 AAC 130.224, Critical incident reporting.

Providersresponsible for medication administration are required 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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+ State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring the
performance of waiver providersin the administration of medications to waiver participants and how monitoring is
performed and its frequency.

As part of quality improvement efforts, SDS monitors provider compliance with required critical incident report
training and provider compliance with reporting medication errors that resulted in the need for medical
intervention.

The state requires reports from all individual s who have knowledge of an event. The Harmony database allows
screenersto link reports together to compare reports or determineif areport of an involved party is missing or
inaccurate. On-site inspections conducted by Residential Licensing and investigations of Reports of Harm by
Adult Protective Services or critical incidents by Quality Assurance may aso identify when areporter failed to
report. When necessary, SDS works with the provider to develop and implement a corrective action plan.

The Quality Assurance unit monitors the corrective action plan and collaborates with the Provider Certification
and Compliance unit as part of the renewal certification, when providers' training and medication error reporting
compliance is reviewed, or whenever necessary to address risks to participant health and safety.

The state acquires data to identify trends and patterns from critical incident reports. The Health and Welfare
Review Task Committee reviews the critical incident data

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

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

a. Methodsfor Discovery: Health and Welfare

The state demonstrates it has designed and implemented an effective system for assuring waiver participant health and
welfare.

i. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongoing basis that it identifies, addresses and seeksto
prevent instances of abuse, neglect, exploitation and unexplained death.

Perfor mance M easur es

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

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

Performance Measure;

G.al: #and % of participantswho received information on identifying and reporting
abuse, neglect, and exploitation (ANE). Numer ator :# of participants who received
information on identifying and reporting ANE. Denominator: # of participantswho
wereincluded in the case review sample.

Data Sour ce (Select one):
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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
Agency

L weekly

0 100% Review

[ Operating Agency

Monthly

L ess than 100%
Review

[ Sub-State Entity

IjQuarterIy

Representative
Sample
Confidence
Interval =

95%, +/-
5%

and 50%
distribution

[ Other
Specify:

IjAnnuaJIy

U stratified
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 Medicaid Agency L weekly
[ Operating Agency Monthly
[ Sub-State Entity IjQuarterIy
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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
O Continuously and Ongoing
[ Other
Specify:
Performance Measure;

G.a.2: #and % of caseswith founded ANEswhere appropriate action occurred.
Numerator: # of caseswith founded ANEsreviewed during thereporting period
wher e appropriate action occurred. Denominator: # of cases with founded ANEs

reviewed during thereporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state Medicaid U weekly [1100% Review
Agency
IjOperating Agency Monthly L essthan 100%
Review
IjSub-State Entity I:lQuarterIy Representative
Sample
Confidence
Interval =
95%, +/-
5% and
50%
distribution
L other L Annually U stratified
Specify: Describe
Group:
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[ 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):
StateMedicaid Agency |:|Weekly
[ Operating Agency Monthly
[ Sub-State Entity IjQuarterIy
O Other
Specify:
IjAnnuaJIy
[ Continuously and Ongoing
[ Other
Specify:
Performance M easure:

G.a.3: #and % of providersthat submitted central intake reportsinvolving critical
incidents within the required timeframe. Numer ator :# of providersthat submitted
central intakereportsinvolving critical incidentswithin therequired timeframe.
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Denominator: # of providersreviewed that submitted central intakereportsinvolving
critical incidents during thereporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database
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Responsible Party for data

each that applies):

collection/gener ation(check

Frequency of data

each that applies):

collection/gener ation(check

Sampling Approach
(check each that
applies):

[] state M edicaid L weekly [ 100% Review
Agency
|:IOperating Agency Monthly L essthan 100%
Review
IjSub—State Entity IjQuarterIy Representative
Sample
Confidence
Interval =
95%, +/-
5%
and 50%
distribution
IjOther IjAnnuaJIy IjStratified
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 L weekly

[ Operating Agency Monthly

O Sub-State Entity IjQuarterIy

[ Other

L]
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:
Performance Measure:

G.a.4: #and % of substantiated unexplained deaths wher e appr opriate action
occurred. Numerator: # of substantiated and unexplained deaths where appropriate
action occurred. Denominator: # of substantiated and unexplained deathsreviewed
during thereporting period.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[Y] state M edicaid L weekly [1100% Review
Agency
I:|Operating Agency Monthly L essthan 100%
Review
IjSub—State Entity IjQuarterIy Representative
Sample
Confidence
Interval =
95%, +/-
5%
and 50%
distribution
|:IOther |:lAnnually |jStratified
Specify: Describe
Group:
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[ 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):
StateMedicaid Agency |:|Weekly
[ Operating Agency Monthly
[ Sub-State Entity I:|Quarterly
O Other
Specify:
IjAnnuaJIy

[ Continuously and Ongoing

[ Other
Specify:

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 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.
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Performance Measure:

G.b.5: #and % of central intakereportsinvolving possible ANE of adultsreviewed
within 1 business day of receipt. Numerator: # of central intake reportsinvolving
possible ANE of adultsreviewed within 1 business day of receipt. Denominator: # of
central intake reportsreviewed involving possible ANE of adults submitted to SDS

within thereporting period.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

Harmony Database Central I ntake Records

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[Y] state Medicaid L weekly [1100% Review
Agency
IjOperating Agency Monthly L essthan 100%
Review
IjSub—State Entity IjQuarterIy Representative
Sample
Confidence
Interval =
95%, +/-
5%
and 50%
distribution
L other LI Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L weekly
[ Operating Agency Monthly
O Sub-State Entity |jQuarterIy
[ Other
Specify:
|:lAnnuaIIy
[ Continuously and Ongoing
[ Other
Specify:
Performance Measure;

G.bh.6: #and % of central intake trends where systemic intervention was
implemented. Numerator: of central intake trendsidentified where systemic

intervention was implemented. Denominator: # of central intaketrendsidentified

during thereporting period.

Data Sour ce (Select one):
Other
If 'Other’ is selected, specify:

Harmony Database Central | ntake Records

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
I:|Operating Agency [ Monthly O L essthan 100%
Review
IjSub—State Entity Quarterly [ Representative
Sample
Confidence
Interval =
[ Other I:lAnnualIy [ Stratified
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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):
StateMedicaid Agency |:|Weekly
[ Operating Agency [ Monthly
[ Sub-State Entity Quarterly
O Other
Specify:
IjAnnuaJIy

[ 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.

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

Per formance M easur e

G.c.7: #and % of restrictiveinterventionsthat followed state policy. Numerator: # of
reportsof restrictive interventionsthat followed state regulations. Denominator: # of

restrictiveinterventionsreported.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Harmony Database Central

Intake Records

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

Frequency of data

collection/gener ation(check | (check each that

Sampling Approach

each that applies): applies):
[] state Medicaid L weekly [1100% Review
Agency
IjOperating Agency Monthly L essthan 100%
Review
|]Sub-State Entity |:lQuarterIy Representative
Sample
Confidence
Interval =
95%, +/-
5% and
50%
distribution
I:|Other IjAnnuaIIy IjStratified
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 L weekly
[ Operating Agency Monthly
O Sub-State Entity |jQuarterIy
[ Other
Specify:
|:lAnnuaIIy

[ Continuously and Ongoing

[ Other
Specify:

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.

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

Performance Measure;

G.d.8: #and % of provider medication errorsthat resulted in the need for medical
intervention wher e appropriate followup by provider occurred. Numerator: # of
provider medication errorsthat resulted in need for medical intervention where
appropriate followup by provider occurred. Denominator: # of provider medication
errorsthat resulted in need for medical intervention reported.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Harmony Database Central | ntake Records

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
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[] state Medicaid L weekly [ 100% Review
Agency
|:IOperating Agency Monthly L essthan 100%
Review
IjSub—State Entity IjQuarterIy Representative
Sample
Confidence
Interval =
95%, +/-
5% and
50%
distribution
IjOther IjAnnuaJIy IjStratified
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 L weekly
[ Operating Agency Monthly
O Sub-State Entity IjQuarterIy
[ Other
Specify:
IjAnnuaJIy
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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
[ continuously and ongoi
[ Other
Specify:
Performance Measure;

G.d.9: #and % of waiver participantswho receive education on available
preventative care services at least annually. Numerator: # of waiver participantswho
receive education on available preventative care services at least annually.
Denominator: # of all waiver participants

Data Sour ce (Select one):
Other

If 'Other’ is selected, specify:
Harmony Database

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
Agency

L weekly

[1100% Review

[ Operating Agency

Monthly

L essthan 100%
Review

[ Sub-State Entity

IjQuarterIy

Representative
Sample

Confidence

Interval =

95%, +/-
5%

and 50%
distribution

[ Other
Specify:

I:|Annually

U stratified
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):
StateMedicajd Agency I:|Weekly
[ Operating Agency Monthly
[ Sub-State Entity IjQuarterly
[ Other
Specify:
I:|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.
SDS employs the use of quality improvement task committees, SDS QIW and the department's QI SC, to discover and
identify problems and/or issues within the waiver program. The task committees that oversee quality improvement for this
appendix are the Health and Welfare Review Task Committee and the Mortality Review Task Committee.

Health And Welfare Review Task Committee:

The Health and Welfare Review Task Committee monitors performance measures related to Reports of Harm and other
critical incidents. Membership includes: the Quality Assurance unit manager (chair), the Adult Protective Services unit
manager (vice-chair), and SDS staff from Adult Protective Services, Central Application Processing unit, Assessment unit,
Review unit, Nursing unit, Grants unit, Central Intake unit, Intellectual and Developmental Disabilities unit, Provider
Certification and Compliance unit, and the Policy and Program Development unit.

On amonthly or as-needed basis, this committee reviews critical incident reports, complaint reports, discovers deficiencies,
and plans and conducts individual and systemic remediation. This committeeis responsible for reporting on individual
outcomes for performance measures under certain health and welfare assurances and makes recommendations to the QIW
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and may rise to the QISC as described in Appendix H.
Mortality Review Task Committee:

The Mortality Review Task Committee identifies and reviews all deaths reported throughout the Centralized Reporting
system. Membership includes: the Quality Assurance unit manager (chair) and SDS staff including a Qualified Intellectual
Disability Professional (QIDP), aregistered nurse, the SDS Mortality Review Coordinator, staff from the Adult Protective
Services unit and representatives from the Division of Health Care Services Residential Licensing and Health Facilities
Licensing and Certification, and the Office of Long Term Care Ombudsman.

On amonthly or as needed basis, this committee reviews information on participant deaths obtained through the SDS critical
incident reporting process. To determine if adeath isthe result of an action or omission (or inaction) on the part of awaiver
provider agency or SDS, the review may include:

» medica records;

» provider notes;

» Residential Licensing investigation reports;

» Office of Long Term Care Ombudsman's records;

* death certificate information from the department’'s Health Analytics and Vital Records, the state Medical Examiner's
office, or

» law enforcement reports.

The committee also compares SDS findings with information obtained from Health Analytics and Vital Records to discover
additional deaths not reported by providers. Untimely deaths or deaths involving unusual circumstances of waiver
participants are reviewed carefully by the committee and may trigger an investigation.

b. Methodsfor Remediation/Fixing I ndividual Problems

Describe the state's method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.

The state ensures participant health and welfare by identifying and addressing unsafe conditions, developing effective
mechanisms to track safety related issues by provider agencies, and preventing instances of abuse, neglect, and exploitation
through protective placements, training and technical assistance.

When discovery activities reveal provider deficiencies, the Quality Assurance unit is responsible for overseeing remediation
activities and may provide technical assistance, issue a provider a notice to correct, investigate and issue an investigative
report, or collaborate with other jurisdiction partners to make referrals when issues fall outside of the Quality Assurance
unit's scope.

If the Quality Assurance unit issues areport, it must include a description of the evidence supporting the finding of
deficiencies, remediation action required, the date by which compliance is required, and the method of provider
confirmation of compliance.

If there isan immediate risk to participant health, safety, or welfare, SDS Adult Protective Services conducts an
investigation and, if necessary, facilitates a change in service providers or develops a protective placement, or takes an
appropriate action that ensures the health and safety of the participant.

SDS may also perform focused studies, conduct agency on-site surveys, monitor remediation requirements, and review
complaints.

If discovery pointsto issueswith individual staff performance, remediation activities may include: meeting with staff,
prescribing additional training, or using the department's progressive discipline process.

If discovery points towards systemic issues, these are addressed and analyzed at the Health and Welfare Review Task
Committee, which devel ops remediation recommendations and that are presented to the QIW. Systemic remediation
activities may include: updated forms, Harmony database reports, training, procedures, or regulatory changes.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)
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Responsible Party(check each that Frequency of data aggregation and
applies): analysis(check each that applies):

StateMedicajd Agency IjWeekIy
|jOperating Agency Monthly
DSub-State Entity |]Quarterly
U other

Specify:

[ Annually

[ Continuously and Ongoing

[ Other
Specify:

c. Timelines
When the state does not have al 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
Yes

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 Section 1915(c) of the Social Security Act and 42 CFR § 441.302, the approval of an HCBS waiver requiresthat CMS
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 a
finding by CM S that the assurances have been met. By completing the HCBS waiver application, the state specifies how it has
designed the waiver’s critical processes, structures and operational featuresin order to meet these assurances.

= Quality improvement is a critical operational feature that an organization employs to 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.

Quality Improvement Strategy: Minimum Components
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The quality improvement strategy (QIS) 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 l) , 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 individual 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 QIS is not fully developed at the time the waiver application is submitted, the state may provide awork plan to fully
develop its QIS, including the specific tasks the state plans to undertake during the period the waiver is in effect, the major
milestones associated with these tasks, and the entity (or entities) responsible for the completion of these tasks.

When the QIS 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 QIS. 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 a
representative sample for each waiver.

Appendix H: Quality Improvement Strategy (2 of 3)
H-1: Systems I mprovement

a. System I mprovements

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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PROCESS FOR TRENDING, PRIORITIZING, AND IMPLEMENTING SYSTEM IMPROVEMENTS

The Division of Senior and Disahilities Services (SDS) developed the Quality Improvement Strategy (QIS), a
continuous quality improvement framework to measure and improve performance. The QISisdescribed in H.1.b.
To carry out the QIS, SDS has ten intradepartmental task committees, one division-level workgroup, the Quality
Improvement Workgroup (QIW), and one department-level steering committee, the Quality Improvement
Steering Committee (QISC).

SDS' intradepartmental committees review performance measure data, analyze trends, identify performance
deficiencies, implement and report on corrective actions, and recommend system improvements to the QIW,
which, in turn, makes recommendations to the department's QI SC.

When performance measures fall consistently below 86 percent, the task committee responsible for the
performance measure creates a Quality Improvement Plan (QIP) that identifies systemic root causes and
implements improvement activities. The task committee seeks QIP approval through the QIW and tracks activities
or develops new activities until compliance is achieved.

SYSTEM IMPROVEMENT: TASK COMMITTEES LEVEL OF CARE REVIEW TASK COMMITTEE
The Level of Care Review Task Committee discovers, reviews, and remediates issues related to the sub-
assurances and performance measures in Appendix B, including the review of level of care determinations and
other factors identified in the performance measures. Committee responsibilities include:

*Reviewing level of care performance data;

eldentifying deficiencies,

el dentifying corrective actions needed,;

«Comparing findings of aggregated monthly, quarterly, and annual data;

*Making referrals for individual remediation;

*Devel oping recommendations for system improvements; and

*Reporting committee activity to QIW.

QUALIFIED PROVIDERS REVIEW TASK COMMITTEE

The Qualified Providers Review Task Committee gathers and reviews data rel ated to the sub-assurances and
performance measuresin Appendix C, including review of provider qualifications, certification standards, and
required training. Committee responsibilities include:

*Reviewing certification and training performance data;

eldentifying deficiencies,

el dentifying corrective actions needed;

«Comparing findings of aggregated monthly, quarterly, and annual data;

*Devel oping recommendations on the certification and training process;

*Devel oping recommendations for system improvements; and

*Reporting committee activity to QIW.

SUPPORT PLAN REVIEW TASK COMMITTEE

The Support Plan Review Task Committee gathers and reviews data related to the sub-assurances and
performance measuresin Appendix D, including assessing if support plans are timely, person-centered, identify
personal goals, address needs identified in the annual assessment, and document participant choices. Committee
responsibilities include:

*Reviewing support plan performance data;

eldentifying deficiencies,

el dentifying corrective actions needed;

«Comparing findings of aggregated monthly, quarterly, and annual data;

*Devel oping recommendations for systemic remediation; and

*Reporting committee activity to QIW.

HEALTH AND WELFARE REVIEW TASK COMMITTEE
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The Health and Welfare Review Task Committee monitors data associated with Reports of Harm and other
critical incidents related to the sub-assurances and performance measures in Appendix G. Committee
responsibilities include:

*Reviewing health and welfare performance data;

*Reviewing central intake processes and identify trends;

*Reviewing investigation processes and identify trends;

eldentifying deficiencies,

el dentifying corrective actions needed,;

«Comparing findings of aggregated monthly, quarterly, and annual data;

*Making referrals to units for individual remediation;

*Making recommendations to QIW for system improvement; and

*Reporting committee activity to QIW.

MORTALITY REVIEW TASK COMMITTEE

The Mortality Review Task Committee identifies and reviews all participant deaths related to the sub-assurances
and performance measures in Appendix G, including the review of untimely participant deaths or deaths involving
unusual circumstances that may trigger an investigation. Committee responsibilities include:

*Reviewing participant death information obtained through SDS' critical incident reporting process, medical
records, the department's Health Analytics and Vital Records (HAVR), the Medical Examiner's office, and law
enforcement reports;

«ldentifying contributing factors that are the result of an action, omission, or inaction on the part of a provider
agency or SDS;

eDetermining if communication with the Medical Examiner, medical professionals or law enforcement is
necessary;

«Comparing SDS findings and information obtained from HAVR to discover additional deaths not reported by
providers;

*Reviewing aggregated data, including manner of death, demographic data, and historical data;

*Making recommendations to QIW for system improvement; and

*Reporting committee activity to QIW.

FINANCIAL ACCOUNTABILITY REVIEW TASK COMMITTEE

The Financial Accountability Review Task Committee ensures that Medicaid waiver claims for reimbursement
are correctly coded and paid in accordance with the sub-assurances and performance measures in Appendix I.
Committee responsibilities include:

*Reviewing financial accountability performance data;

Drafting and monitoring regulations, policy and procedures regarding claims and service utilization;
*Reviewing reports generated by the department's Division of Health Care Servicesto identify provider billing
compliance deficiencies,

*Monitoring provider-related billing, audit, and other surveillance methods used to maintain the financial integrity
of programs,

*Providing updates and status on overpayment referrals from SDS to Medicaid Program Integrity; and
*Reviewing utilization and billing reports;

«Comparing findings of aggregated monthly, quarterly, and annual data;

*Making recommendations to QIW for system improvement; and

*Reporting committee activity to QIW.

INFORMATION TECHNOLOGY REVIEW TASK COMMITTEE

The Information Technology Review Task Committee monitors the coordination and integration of SDS
information technology (IT), collects data and provides reports and analysis activities for all the other task
committees. This committee supports and coordinates the development and functionality of the various SDS

information systems. While not directly responsible for any performance measures, this committee is responsible

for the data systems that allow for performance measure reporting. Committee responsibilities include:
Supporting and coordinating efforts to improve SDS IT,;
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«Coordinating I T aspects of the QIS implementation;

el dentifying and making recommendations to address deficienciesin SDS I T systems and related components,
Facilitating coordination of SDS' IT systems with other department and partner systems;

*Making recommendations to QIW for system improvement; and

*Reporting committee activity to QIW.

LONG TERM CARE (LTC) AND PREADMISSION SCREENING AND RESIDENT REVIEW (PASRR)
TASK COMMITTEE

The purpose of the LTC and PASRR Review Task committeeis to monitor and assure PASRRs and
authorizations for nursing home admissions and ensure continued stays are processed timely. While not directly
responsible for any performance measures, the task committee works to implement the overall QIS by monitoring
the performance of LTC admissions and PASRR. Committee responsibilities include:

*Reviewing of nursing home authorizations status reports;

*Reviewing PASRR status reports;

el dentifying timeliness compliance and deficiencies of LTC authorizations and PASRRS;

«ldentifying corrective actions needed to cure deficiencies and improve processes,

el dentifying cases appropriate for potential diversion to home and community-based services;

*Monitoring provider related billing, audit, and other surveillance methods used to maintain the financial integrity
of programs;

*Reviewing utilization and billing reports;

*Making recommendations to QIW for system improvement; and

*Reporting committee activity to QIW.

LONG TERM SERVICES AND SUPPORTS ACCESS REVIEW TASK COMMITTEE

The Long-Term Services and Supports (LTSS) Access Review Task Committee monitors service access and
barriers identified through the Central Intake unit as well as through regular meetings with provider and
stakeholder groups. While not directly responsible for any performance measures, the committee works to
implement the QIS by ensuring access to services. Committee responsibilities include:

eldentifying barriers that prevent individuals from accessing LTSS;

«Collecting data from providers that documents barriers to accessing LTSS and report findings;
*Determining causes of access barriers;

«Strategizing systems changes to address barriers and allow greater accessto LTSS;

*Making recommendations to QIW for system improvements; and

*Reporting committee activity to QIW.

POLICY AND PROGRAM DEVELOPMENT REVIEW TASK COMMITTEE

The Policy and Program Development Review Task Committee devel ops and reviews regulations, statutes,
policies, and procedures with input from SDS staff. The committee ensures that proposed amendments to
regulations and waivers are reviewed by participants, stakeholders, providers, and the public through a public
comment process. Committee responsibilities include:

Drafting regulations, policy and procedures;

*Ensuring public input in accordance with SDS policy;

*Monitoring the policy and procedure process, including updated forms;

*Ensuring development of implementation, training, and communication plans pertaining to new or revised policy
and procedures; and

*Reporting committee activity to QIW.

THE QUALITY IMPROVEMENT WORKGROUP (QIW)

The SDS QIW reviews and analyzes aggregated data collected through activities and reports from all task
committeesto determine if system changes are necessary to meet performance targets. The QIW meets monthly.
Additional responsihilities include making recommendations for system change activities and issues to present to
the QISC. Committee responsihilities include:

Drafting updatesto the QIS;
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*Reviewing findings and task committee remediation activities to determine the need for aQIP;

«Comparing monthly, quarterly, and annually aggregated data to identify trends and the need for potential system
improvement;

el dentifying resources necessary to meet the quality assurance measure regquirements and submit resource
recommendations to QISC;

*Assisting in coordinating efforts and exchanging information with external parties, partners, self-advocates, and
other advocates; and

*Reporting task committee status to the QISC.

QUALITY IMPROVEMENT STEERING COMMITTEE (QISC)

The department's QI SC meets quarterly to provide oversight of the QIS, including continuous quality
improvement activities, and reports results to the department's leadership. The deputy commissioner of the
Department of Health, who also serves as the State Medicaid Director, is responsible for overseeing the QISC
functions. Committee responsibilities include;

*QOverseeing the development and implementation of the QIS;

*Reviewing QIW reports and recommendations and determine the need for system improvement;
eldentifying important areas for study by the QIW and make recommendations for incorporating knowledge
gained to improve standards and practices,

«Advocating for resources to carry out the QIS;

*Assisting with department-level activities to reduce duplication of efforts and to streamline processes;
«Coordinating efforts and exchange information with external stakeholders; and

*Advising the office of the commissioner on the status of quality improvement measures.

ii. System Improvement Activities

Responsible Party(check each that applies): Frequency of Monitoring and Analysis(check each

that applies):
StateMedicaid Agency IjWeekIy
IjOperating Agency Monthly
IjSub-State Entity I:lQuarterIy
[ Quiality Improvement Committee I:lAnnualIy
[ Other [ Other
Specify: Specify:

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 & ng system
design changes. If applicable, include the state's targeted standards for systems improvement.
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SDS devel oped the QIS to measure and improve performance. The QIS incorporates discovery and remediation
activities for all five Medicaid waivers administered by SDS: AK.0260 (IDD), AK.0261(ALI), AK.0262 (APDD),
AK.0263 (CCMC), and AK.1566 (1SW).

The QIS uses a continuous quality improvement framework and is responsible for the following:

1) Providing for systematic evaluation of waiver activities to ensure the health, safety, and welfare of
participants;

2.) Conducting discovery activities through the collection of datafor necessary remediation of individual
problems and implementing system improvements; and

3.) Providing areporting mechanism for each waiver's performance to department leadership.

To carry out the QIS, the department has ten intradepartmental task committees, one division-level workgroup
(QIW), and one department-level steering committee (QISC). Each task committee is responsible for the
collection, discovery, remediation of quality issues, review of performance measures, and implementation of the
QIS. Datais aggregated separately for each individual waiver.

Task committee chairs and vice chairs, if applicable, attend the QIW each month to report on performance
measure data and compliance.

Issues discussed in QIW that require additional departmental support to remediate or apply system improvements
are elevated to the QISC. The QISC meets once each quarter and includes membership from the State Medicaid
Director and SDS |leadership team. SDS leadership communicates QI SC decisions about systemic remediation and
improvement activities to the task committees to implement.

COMMUNICATION OF SYSTEM IMPROVEMENTS

System improvements, performance measure progress, and quality improvement strategies are communicated
regularly to stakeholder groups such as: the Governor's Council on Disabilities and Special Education, the Alaska
Commission on Aging, participant advocacy groups such as the Key Campaign, and provider associations such as
the Alaska Association of Developmental Disabilities. SDS regularly offers webinars supported by SDS' Training
unit and regularly communicates program improvements and issues related to quality indicators by e-Alert, the
SDS listserv that reaches over 1,700 stakeholders.

ii. Describe the process to periodically evaluate, as appropriate, the quality improvement strategy.
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The QISC provides oversight of the SDS QIS, including continuous quality improvement activities, and reports
results to department leadership.

While the commissioner of the Department of Health holds ultimate responsibility for quality improvement
activities, the department's deputy commissioner, who also serves as the State Medicaid Director, has been
designated by the commissioner as the individual responsible for overseeing the QISC functions. Asthe chair of
the QISC, the deputy commissioner has the authority to make administrative and programmatic decisionsin
response to information received by the QISC. The deputy commissioner reports findings, outcomes and
corrective actions to the commissioner, and in collaboration with the QISC, monitors the work of the QIW. The
QISC may invite additional department representatives, as necessary, to accomplish the QISC's work. QISC
committee membership includes:

e Deputy Commissioner and State Medicaid Director, committee chair
 Director, SDS

« Deputy Director, SDS

e Chief of Quality, SDS

e Chief of Programs, SDS

e Chief of Developmental Programs, SDS

« Administrative Operations manager, SDS

e Research and Analysis unit manager, SDS

e Medicaid Program Integrity manager, and

« Additional SDS or department staff at the invitation of the committee.

The QISC meets quarterly to address SDS concerns and to review the quarterly reports submitted by the QIW.
The quarterly QIW reports provide the status of performance measures, remediation efforts, system improvement
efforts, and action plans. The QISC reviews QIW reports, evaluates the results, approves the actions of the QIW,
makes recommendations for augmenting SDS' implemented remediation or system improvement efforts, and
monitors system improvement efforts.

The QISC isresponsible for approving, implementing, and monitoring the QIS and has ultimate responsibility for
the proper implementation of SDS policies and procedures affecting the health, safety and welfare of waiver
participants.

The QISC reviews and approves the development and implementation of performance measures, identifies
provider needs for training and technical assistance based on reports from QIW or other sources, and ensures that
information obtained from performance measure data analysis is disseminated, as appropriate, to stakehol ders.

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
Y es (Complete item H.2b)

b. Specify the type of survey tool the state uses:

HCBS CAHPS Survey :

NCI Survey :

NCI AD Survey :

Other (Please provide a description of the survey tool used):
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Appendix |: Financial Accountability
[-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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AGENCY RESPONSBLE FOR CONDUCTING THE AUDIT PROGRAM

Medicaid Program Integrity within the Department of Health is the entity responsible for conducting the financial audit
program.

TYPES OF POST PAYMENT REVIEW AND AUDITS

* Annual independent provider audits required by Alaska Statute 47.05.200;
¢ Unified Program Integrity Contractor (UPIC) audit;

e Sngle Audit Act of 1984 and 2 CFR part 200 audit;

¢ Medicaid provider self-audits;

« Surveillance Utilization Review Subsystem (SURS); and

* Focused review or audit by Medicaid Program Integrity.

ANNUAL INDEPENDENT PROVIDER AUDITS

Alaska Satute at 47.05.200, Annual audits, addresses annual provider audits. Each year the department contracts for
independent audits of a statewide sample of all medical assistance providersin order to identify overpayments and
violations of criminal statutes. These audits may not be conducted by the department or employees of the department. The
audits under this section must include both on-site audits and desk audits and must be of a variety of provider types. The
contractor, in consultation with the department's commissioner, shall select the providersto be audited and decide theratio
of desk audits and on-site audits to the total number selected.

For audits conducted under the state statute AS 47.05.200, the original sample used during the desk review processisthe
one sample that is utilized for both the desk and on-site portions of the audit. If the contracted audit firm plans on
performing on-site sampling, the sampled list of individual records does not change.

Within 90 days after receiving each audit report conducted under AS 47.05.200, the department begins administrative
procedures to recoup over payments identified in the audits. The department isrequired to allocate the reasonable and
necessary financial and human resources to ensure prompt recovery of over payments unless the attorney general has
advised the commissioner in writing that a criminal investigation of an audited provider has been or is about to be
undertaken. In these cases the commissioner holds the administrative procedure in abeyance until a final charging decision
by the attorney general has been made. The commissioner provides copies of all audit reports to the attorney general so
that the reports can be screened for the purpose of bringing criminal charges.

UNIFED PROGRAM INTEGRITY CONTRACTOR (UPIC) AUDIT PROCESS

In addition to audits conducted under state statute, a home and community-based services waiver provider may also be
selected for audit under the Unified Program Integrity Contractor (UPIC) audit process.

Qlarant isthe Western Region UPIC contractor and has performed audits of home and community-based waiver providers
in Alaska. If a provider is suspected of fraudulent behavior, a fraud probe sampling technique may be employed as part of
an audit. In that case, a primary sampleis transmitted to the provider so they may begin pulling recordsin response to the
audit notification and a subset of the overall sampleis presented to the provider at the time of the field visit. This approach
is useful to compare the documentation pulled and submitted in advance of the audit to the documentation received while
on-site, to help ensure the agency is keeping appropriate, contemporaneous records consistent with regulatory
requirements.

In rare instances a fraud probe sampling technique may be used in which a subset of the original sample is not given to the
provider as part of the desk review information request. The documentation supporting the small subset of the original
sampleisreviewed in the field typically at the provider's business location, and documentation received in the field
examination can be compared to documentation received as part of the desk review to gather assurances that the
documentation is authentic.

Upon completion of an on-site or desk audit, a preliminary detailed audit report is drafted by the contract audit firm. This
preliminary report is sent to the department for review prior to being released to the provider. After review by the
department, the report is released to the provider.

The provider has a minimum of 30 days to review the report and submit a response to the contract audit firm. This response
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may include additional documentation to support any contested findings. The provider's response and all documentation

submitted is reviewed by the auditor and any necessary changes are made to the detail report. The contract auditor will
issue an audit report and narrative summary to the department, which in turn issues the findings to the provider. A provider
then has a minimum of 30 days to request a reconsideration of the results of the audit or request an administrative appeal.
A provider may first seek reconsideration and subsequently appeal the results of the reconsideration if they choose to.
Appeals are heard in front of Alaska's Office of Administrative Hearings. A provider may appeal the results of an
administrative hearing to the Superior Court.

SINGLE AUDIT ACT OF 1984 AND 2 CFR PART 200 AUDIT

For Single Audit Act of 1984 and 2 CFR part 200 audit requirements, these audits are conducted every year through the
single state audits performed by the Division of Legislative Audit for the state's financial statements and for the federal
program requirements. These audits include all of the department's federal programs. These audits are posted online and
viathislink: https://legaudit.akleg.gov.

MEDICAID PROVIDERS SELF-AUDITS

Alaska Satute 47.05.235, Duty to identify and repay self-identified over payments, requires all Medicaid providersto
conduct a self-audit of a random sample of claims once every two years. This statute was implemented through regulations
at 7 AAC 160.115. The next round of self-auditsis due no later than December 31, 2026. All overpayments identified
through the self-audit process must be identified and returned to the state in accordance with regulation.

SURVEILLANCE UTILIZATION REVIEW SUBSYSTEM (SURS)

Section 42 CFR part 456, Utilization Control, requires statesto include a Statewide Utilization Review Subsystem (SURS)
in the Medicaid Management Information System (MMIS). SURSIs used to analyze post-payment data for multiple claims
at a time to identify suspicious provider billing patterns by developing and reviewing beneficiary utilization profiles,
provider service profiles, and exceptions criteria. The SURS unit identifies patterns, conducts reviews and preliminary
investigations, refers potential cases to Medicaid Program Integrity, the Medicaid Fraud Control Unit, and assistsin
criminal investigations.

FOCUSED REVIEW OR AUDIT BY MEDICAID PROGRAM INTEGRITY (MPI)

Under 7 AAC 106.100, Program integrity, the department is required to conduct program integrity activities that support
the economical and effective administration of the Medicaid program. Medicaid Program Integrity (MPI) audit activities
are designed to investigate fraud, waste, abuse, or Medicaid program compliance by providers. MPI coordinates with the
Department of Law, the United States Department of Justice, and the United States Office of Inspector General.

Additionally, 7 AAC 160.140, Quality assurance program, requires the department to conduct program reviews of
providers. If the department proposes adver se action as a result of the review, a written report of the findingsisissued to
the provider, and the case isreferred to MPI for further review and potential recovery of overpayments.

POST PAYMENT REVIEW AND AUDIT: SCOPE, METHODS, AND FREQUENCY OF REVIEW

The scope of review is typically the providers' universe of Medicaid claims for a one-year period or the agreed upon
timeframe. The sample of claimsis selected either through a statistically valid random sample with a 95% confidence level
of +/-5% margin of error from the universe of claims or through a judgement-based sample. Documentation supporting the
paid claimsis requested from the provider for desk review testing procedures and may include on-site reviews.

All audits start as desk reviews. Desk procedures are performed at the auditor's location; on-site procedures are conducted
at the agency's location. On-site reviews are conducted for those providers whereit is believed the on-site review will be the
most productive. A productive on-site audit is not measured only in terms of over payments found but also in terms of
resolution of complex issues that may have surfaced during the desk review. A provider may be selected for on-site
procedures based on a number of analytical review procedures and testing procedures performed on the documentation
submitted as part of the desk review. Those providers with higher apparent error rates are generally the ones where on-site
reviews are conducted.

Methods may include:
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¢ Claims Documentation Testing:

0 Review participant records and other supporting documentation to ensure services billed meet the requirements of state
and federal Medicaid rules, policies and regulations. Ensure the documentation maintained by the provider meets all
applicable requirements and is consistent with the participant, place of service, date of service, and procedure code billed
to the Medicaid program.

¢ Medicaid Payment Testing:

0 Thisprocedureis used to ensure that each claim under review was reimbursed according to the appropriate Alaska
Medicaid reimbursement methodology and rate for the specific date of service.

e Service Limits Testing:

0 Review to ensure services were prior authorized as required and ensure adequate units of service were available for
payment on the date of service for the sampled claim.

* Review of Risk Factors:

o Provider Type Payment Level: A factor specific to provider type that represents the relative level of Medicaid payments
to that provider type as a ratio of total Medicaid paymentsto all provider types.

o0 Provider Specific Payment Level: A logarithmically adjusted factor that represents Medicaid payments relative to all
other Medicaid providers.

o0 Provider Secific Payment Level Relative to Provider Type: A logarithmically adjusted factor that represents Medicaid
payments relative to all other Medicaid providers of the same type.

0 Average Claim Amount: A logarithmically adjusted factor that represents the relative payment amount per claim
compared to other Medicaid providers of the same type.

0 Average Payments Per Recipient: A logarithmically adjusted factor that represents the relative payment per Medicaid
participant compared to other Medicaid providers of the same type.

0 Waiver and Personal Care Services Unit Analysis: A factor that measures the relative frequency of services provided to
each Medicaid recipient by home and community-based waiver, care coordinator, residential living and personal care
assistant providers.

The frequency of post payment review activity or audit is specific to the type of activity or audit. Annual independent
provider audits required by Alaska Statute 47.05.200 are carried out by a contractor and include 50 provider audits per
year. SURSreviews target 25 providers per quarter. Focused reviews and other audits are conducted by MPI in response to
division quality assurance referrals and investigation activities.

PROCEDURESFOR SUSPECTED FRAUD ACTIVITY

Documentation is reviewed by MPI and a meeting is scheduled with the Medicaid Fraud Control Unit and Senior and
Disabilities Services (SDS) to discuss the case. Based on the outcome of the meeting, a determination is made on how to
proceed, which may include corrective actions, recovery of overpayments, potential provider sanctions, or the initiation of a
credible allegation of fraud.

Appendix | : Financial Accountability
Quality Improvement: Financial Accountability

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

a. Methods for Discovery: Financial Accountability Assurance:
The state must demonstrate that it has designed and implemented an adequate system for ensuring financial
accountability of the waiver program.
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

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

Performance Measure:

I.al: #and % of claimsthat are supported by documentation that services were

delivered. Numerator:# of claims supported by documentation that services were
rendered. Denominator: # of claims reviewed.

Data Source (Select one):
Other

If 'Other' is selected, specify:
MMI S and Provider Records

Responsible Party for data | Frequency of data Sampling Approach
collection/generation(check| collection/generation(check| (check each that
each that applies): each that applies): applies):
State Medicaid Agency O Weekly [ 100% Review
[ Operating Agency [ Monthly Lessthan 100%
Review
[ Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
L other ] Annually [ stratified
Soecify: Describe
Group:
L cont nuoudly and Other
Ongoing Fecify:
random
sample
[ Other
Fecify:

Data Aggregation and Analysis:
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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):
State Medicaid Agency [ Weekly
[ Operating Agency O Monthly
[ Sub-State Entity [ Quarterly
[ Other
Soecify:
Annually
[ Continuously and Ongoing
U other
Soecify:
Performance Measure:

|.a.2: # and % of claimsthat are coded and paid for in accordance with the
reimbursement methodology in the approved waiver. Numerator: # of claims coded and

paid for in accordance with the reimbursement methodology specified in the approved

waiver. Denominator:# of paid claims reviewed.

Data Source (Select one):
Other

If 'Other' is selected, specify:
MMIS

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

Page 193 of 219
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[ Continuously and Other
Ongoing Foecify:
random
sample
O 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 L Weekly
[ Operating Agency O Monthly
[ Sub-State Entity [ Quarterly
O Other
Specify:
Annually

[ Continuously and Ongoing

0 Other
Soecify:

Page 194 of 219

b. Sub-assurance: The state provides evidence that rates remain consistent with the approved rate
methodol ogy 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 state to
analyze and assess progress toward the performance measure. In this section provide information on the
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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:

I.b.3: # and % of rates that are consistent with the approved rate methodology in the five
year waiver cycle. Numerator: # of rates consistent with the approved rate methodol ogy.
Denominator: # of rates reviewed during the reporting period.

Data Source (Select one):

Other
If 'Other' is selected, specify:
MMIS
Responsible Party for data | Frequency of data Sampling Approach
collection/generation(check| collection/generation(check| (check each that
each that applies): each that applies): applies):
State Medicaid Agency [ Weekly [ 100% Review
[ Operating Agency [ Monthly Lessthan 100%
Review
-State Entity uarterly epresentative
[ sub-State Enti U Quarter! R i
Sample
Confidence
Interval =
95%, +/-
5% and
50%
distributior]
IjOther Annually DS’[ratified
Soecify: Describe
Group:
[ Continuously and [ Other
Ongoing Soecify:
[ Other
Fecify:

Data Aggregation and Analysis:
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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):

State Medicaid Agency [ Weekly
[ Operating Agency O Monthly
[ Sub-State Entity [ Quarterly
[ Other
Soecify:
Annually

[ Continuously and Ongoing

[ Other
Soecify:

ii. If applicable, in the textbox bel ow 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.
DS employs the use of quality improvement task committees, the SDS Quality Improvement Workgroup (QIW), and the
Department of Health's Quality Improvement Steering Committee (QISC) to discover and identify problems or issues within
the waiver program. The task committee that over sees quality improvement for this appendix is the Financial Accountability
Review Task Committee.

Financial Accountability Review Task Committee:

The Financial Accountability Review Task Committee ensures that Medicaid waiver claims for reimbursement are coded
and paid in accordance with the waiver reimbursement methodology. Member ship includes: Quality Assurance unit
manager (chair) and SDS staff fromthe: Assessment unit, Review unit, Grants unit, Intellectual and Devel opmental
Disabilities unit, Policy and Program Development unit, and representatives from the department's MPI and the Division of
Health Care Services (DHCS).

On a quarterly or as-needed basis, the Financial Accountability Review Task Committee monitors regulations, policy, and
procedure regarding claims and service utilization. This committee is also responsible for reviewing department audit
reports and other surveillance reports generated by DHCSto discover deficienciesin provider billing compliance. The
committee plans and implements remediation activities and makes recommendations to QIW and may rise to the QISC as
described in Appendix H.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the state's method for addressing individual problems as they are discovered. |nclude information

regarding responsible parties and GENERAL methods for problem correction and the state's method for analyzing
information fromindividual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.
When SDSdiscovery activities reveal problems with the state's performance in financial accountability, the Financial
Accountability Review Task Committee chair is responsible for bringing the issue to the committee, initiating remediation
activities with program and quality assurance managers, and monitoring the issue through resolution.

If discovery activities originate with DHCS, which oversees the Surveillance and Utilization Review Subsystem, DHCSwill
refer the issue to the Quality Assurance unit manager for remediation discussions. The Quality Assurance unit manager will
make the appropriate referral to the SDS unit managers and review the issues with the Financial Accountability Review
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Task Committee chair for ongoing monitoring.

If the data reveals a possible overpayment, it isreferred to the chair of the Financial Accountability Review Task Committee
for review. For provider billing issues such as automatic rebilling, the issueis referred to the Quality Assurance unit which
works with the provider to seek recovery and refer to provider billing training. If the provider does not cooperate with
attempts to seek a refund or demonstrate billing practice improvements, the overpayments are referred to the department's
Medicaid Program Integrity.

If SDSdiscovers any systemic problems regarding the MMI S, they are brought to the QIW which will report any issues to
the director of DHCS and alert the DHCS contract managers who over see the MMIS contract.

If remediation involves amendments to SDSregulations or policy and procedure improvements, responsibility fallsto the
chair of the Policy and Program Devel opment Review Task Committee who facilitates changes through the state's
regulation development process or the SDS policy and procedure devel opment process as appropriate.

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
O Other
Specify:
[ Annually

[ Continuously and Ongoing

0 Other
Soecify:

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 Financial Accountability that are currently non-
operational.
® No
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
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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).
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DEPARTMENT RATE SETTING, RATE REBAS NG, AND INFLATION ADJUSTMENTS

The department's Office of Rate Review is responsible for setting and reviewing Medicaid rates for home and community-
based waiver services.

Medicaid reimbursement rates for home and community-based waiver services are rebased at |east every four years and
are annually adjusted for inflation in non-rebase years. The inflation factor is determined using the CMSHome Health
Agency Market Basket in Global Insight's Healthcare Cost Review. The department's commissioner determines through
regulation when an inflation adjustment cannot be made in a specific fiscal year.

On May 1, 2023, the department established new rates for home and community-based waiver services. The department
used a method that sets rates based on comprehensive cost surveys and financial audits from providers of the highest
volume of Medicaid servicesin a given year. While reported costs from the high-volume providersis the most efficient
starting point for establishing these rates, the costs are adjusted upwards so that the final rates are accessible to all
providers, large and small, in a manner that ensures that quality of care and services are available to Medicaid
participants to the extent that such care and services are available to the general public.

Additionally, to protect providers and participants of home and community-based waiver services and personal care
assistant services from dramatic rate swings when rates are reestablished, the reestablished rates set using costs or
aggregate costs cannot increase or decrease more than 5% fromthe rates or costs that are in effect at the time the rates
are reestablished. This stop loss does not apply to some rate setting under a modeled methodol ogy such as care
coordination or transportation. Rates that are capped at 5% can self-correct on an annual basis through enhanced or
reduced inflation adjustments, and every four years when the rates are again reestablished.

While all rates for home and community-based waiver services and personal care assistant services are reestablished at
least every four years, the department may increase the Medicaid reimbursement rate or ratesif it finds by clear and
convincing evidence that the rate or rates established do not allow for reasonable access to quality participant care
provided by efficiently and economically managed providers of services, and that increasing the reimbursement rateisin
the public interest.

Additionally, the methodology, instructions, and Excel version of the Cost Report along with additional information such
as current and historical rates, hold harmless providers and rates, FAQs, contact information for additional information,
regulations, templates, training video, and the annual target lists can be found at:

https: //health.al aska.gov/en/resour ces/payment-r ates-and-cost-sur vey-infor mation/

PUBLIC INPUT PROCESS

The public has regular opportunities to participate in and comment on the rate setting process. The department works
very closely with the public to design the rate methods. Prior to formal initiation of the regulatory process and, as part of
the rebasing effort, public meetings may be held to solicit public, participant, and provider input. These mestings are
noticed through the Alaska Online Public Notice System. The department may: issue notice through the department's e-
Alert system, post pertinent rate charts and regulation information on the department's website, organize work sessions,
present webinars, and convene public hearings.

SERVICE RATES SET USING PROVIDER COST REPORTS, AUDITED FINANCIAL STATEMENTS AND POST
AUDIT WORKING TRIAL BALANCES

Providersreport their costs in cost centersfor: general service costs, non-covered costs, waiver services direct care costs
(separate cost centers for each service), and non-waiver direct care costs. Non-covered costs include bad debt, fines,
penalties, lobbying, fundraising, donations, entertainment, contingency funds, grant costs, certain marketing, and

certain legal fees. Costs from the non-waiver direct care costs are not included in the rates because they are costs for
services that are not reimbursed through home and community-based waiver services such as behavioral health,
federally qualified health center services, etc.

The following services have their rates set using provider costs:
e Day Habilitation;
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e Employment Services,

* Intensive Active Treatment;

« Residential Habilitation - 15 Minutes: In-Home Support and Supported Living; and
* Respite.

All direct care costs, excluding room and board costs for residential services, and the applicable general service costs
areincluded in rate setting after being geographically adjusted. The costs for each cost center, after overhead has been
allocated, are inflated to the midpoint of the proposed rate year and are divided by units of service to arrive at raw rates.
The applicable general service costs are allocated to each cost center based on a percentage that is determined by the
following formula;

[cost center's costs - building & maintenance costs] / [total costs - building & maintenance costs].

RATE FOR CARE COORDINATION

The methodol ogy to set care coordination rates establish wages, fringe benefits, administrative costs, general costs, and
caseload size using public sources such as the Alaska Bureau of Labor Satistics, the Internal Revenue Services, and
other states' approved 1915(c) waivers.

RATE FOR HOST HOME CARE

The Host Home Care service methodology uses a similar service (Family Home Habilitation (Adult)) as a benchmark
and reviewed the differences between the two services (respite service allowance and program administrator
qualifications) to determine the daily rate variance.

The benchmark rate, the Family Home Habilitation's base rate, was last rebased in May 2023, using a cost-based
methodol ogy that included aggregated costs and units of service for six different providers. Costs and units of service
were aggregated for all these providers and costs were divided by units of service. Rate components include wages,
fringe benefits, program support, building/maintenance, and admin/general.

The providers chosen were the providers who were required to submit cost information as part of the family home
habilitation rate methodology. These six providers represented greater than 50% of the total Medicaid units of the
service provided, creating a representative sample for the service.

RATE FOR TRANSPORTATION

The methodology to set transportation rates establishes wages, fringe benefits, administrative and general costs and
mileage rates using public sources such as Alaska Bureau of Labor Statistics, Internal Revenue Services, and other
state's approved 1915(c) waivers.

UNALLOWABLE COSTS

The Office of Rate Review utilizes the list and guidelines for unallowable costs outlined in 7 AAC 150.170, Allowable
reasonable operating costs, which follow CMS PUB 15-1, chapter 21 guidelines.

PAYMENT RATE CHARTS
Any time arate chart is updated the public is noticed through the SDS e-Alert notification system.

All rate charts are publicly available on the Division of Senior and Disabilities Services (SDS) Payment Rates and Cost
Survey Information webpage here:

https: //health.al aska.gov/en/r esour ces/payment-r ates-and-cost-sur vey-infor mation/
b. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly from
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providersto 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:

The state's claim payment system s billed directly from fee-for-service providers. There are no other alternative
arrangements. Alaska has no managed care providers.

Appendix | : Financial Accountability
[-2: Rates, Billing and Claims (2 of 3)

c. Certifying Public Expenditures (select one):

® No. state or local government agencies do not certify expenditures for waiver services.

Yes. 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 8 433.51(b).(Indicate source of revenue for CPEsin Item [-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 Item1-4-b.)

Appendix |: Financial Accountability
|-2: Rates, Billing and Claims (3 of 3)

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:
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The service provider agrees to the frequency, scope, and duration of service by signing the participant's support plan.

SDSrequests service authorizations that match the service frequency, scope, and duration documented on the
participant's support plan.

The home and community-based services agency provides the service to the participant named on the service
authorization and documents that the service was actually rendered on the date shown on the provider billing.
Documentation must meet the requirementsin 7 AAC 105.230, Requirements for provider records.

The home and community-based agency requests reimbursement for service on an invoice that includes the service
authorization number, number of units, and total dollars.

MMIS checks to verify that the:

« participant was eligible for service on the date of service;

« participant was not admitted to a nursing facility or hospital on the date of service;

e provider certification was current;

e participant's Medicaid number is correct to assure the right person received the service;

 service authorization number is verified to ensure that there are units and dollars available on the service
authorization; and none of the prohibited service limitations have been exceeded.

If any one of these conditions are not met, the bill is denied or pended until theissueis resolved.
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 aminimum period of 3 years asrequired in 45 CFR § 92.42.

Appendix |: Financial Accountability
|-3: Payment (1 of 7)

a. Method of payments-- MMI S (select one):

® Paymentsfor all waiver services are made through an approved Medicaid Management I nformation System
(MMIS).

Payments for some, but not all, waiver services are made through an approved MMIS.

Soecify: (a) the waiver services that are not paid through an approved MMIS (b) the process for making such
payments and the entity that processes payments; (c) and 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:

Payments for waiver services are not made through an approved MMIS.

Soecify: (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; () 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:

Payments for waiver services are made by a managed care entity or entities. The managed care entity ispaid a
monthly capitated payment per eligible enrollee through an approved MMI S.
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Describe how payments are made to the managed care entity or entities:

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 |east one):

[ The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or limited) or a
managed care entity or entities.

e icaid agency pays providers through the same fiscal agent u or therest of the icaid program.

[ The Medicaid idersth h th fiscal sed for th f the Medicaid

[ The Medicaid agency pays providers of some or all waiver services through 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.

Foecify how providers are paid for the services (if any) not included in the state's contract with managed care
entities.

Appendix | : Financial Accountability
[-3: Payment (3 of 7)

c¢. 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.

Yes. The state makes supplemental or enhanced payments for waiver services.

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.
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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.

® No. State or local government providers do not receive payment for waiver services. Do not complete Item |-3-e.
Yes. 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:

Appendix | : Financial Accountability
I-3: Payment (5of 7)

e. Amount of Payment to State or Local Government Providers.

Soecify 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

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

The amount paid to state or local government providersisthe same as the amount paid to private providers
of the same service.

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.

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:
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® Providersreceive and retain 100 percent of the amount claimed to CMS for waiver services.
Providers are paid by a managed care entity (or entities) that is paid a monthly capitated payment.

Foecify whether the monthly capitated payment to managed care entitiesis reduced or returned in part to the state.

Appendix |: Financial Accountability
|-3: Payment (7 of 7)

g. Additional Payment Arrangements

i. Voluntary Reassignment of Payments to 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.

Yes. Providers may voluntarily reassign their right to direct payments to a governmental agency as
providedin 42 CFR § 447.10(e).

Foecify the governmental agency (or agencies) to which reassignment may be made.

ii. Organized Health Care Délivery System. Select one:

® No. The state does not employ Organized Health Care Delivery System (OHCDS) arrangements
under the provisions of 42 CFR § 447.10.

Yes. The waiver provides for the use of Organized Health Care Délivery System arrangements under
the provisions of 42 CFR § 447.10.

Foecify 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
accountability is assured when an OHCDS arrangement is used:

iii. Contracts with MCOs, PIHPs or PAHPs.

® The state does not contract with MCOs, PIHPs or PAHPs for the provision of waiver services.

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 section 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 plans are on file at the
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state Medicaid agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of section 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.

Thiswaiver isa part of a concurrent section 1915(b)/section 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 section 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 section 1115/section 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 section 1115 waiver specifies the types of health plansthat are used
and how payments to these plans are made.

If the state uses more than one of the above contract authorities for the delivery of waiver services, please
select this option.

In the text box below, indicate the contract authorities. In addition, if the state contracts with MCOs, PIHPs,
or PAHPs under the provisions of section 1915(a)(1) of the Act to furnish waiver services. Participants may
voluntarily elect to receive waiver and other services through such MCOs or prepaid health plans. Contracts
with these health plans are on file at the state Medicaid agency. Describe: (a) the MCOs and/or health plans
that furnish services under the provisions of section 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.

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 Revenuesto 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 fundsto 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-
(o

[ 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
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CPEs, asindicated in Item|-2-c:

Appendix | : Financial Accountability
I-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:

® 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, (c) 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 [tem |-2-c:

[ Other Local Government Level Source(s) of Funds.

Secify: (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 (1GT), including any matching arrangement, and/or, indicate if funds are directly
expended by local government agencies as CPEs, as specified in [tem |-2-c:

Appendix | : Financial Accountability
I-4: Non-Federal Matching Funds (3 of 3)

¢. Information Concerning Certain Sources of Funds. Indicate whether any of the fundslisted in Items |-4-a or |-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:

® None of the specified sources of funds contribute to the non-federal share of computable waiver costs

The following source(s) are used
Check each that applies:

0 Health care-related taxes or fees
O Provider-related donations
0 Federal funds

For each source of funds indicated above, describe the source of the funds in detail :
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Appendix | : Financial Accountability
[-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings. Select one:

No services under thiswaiver are furnished in residential settings other than the private residence of the
individual.
® Asspecified 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
methodology that the state uses to exclude Medicaid payment for room and board in residential settings:

Room and board costs are isolated from waiver costs by calculating and accounting for them separately. The State pays
only for the waiver service component of the participant's care.

In per diemrespite, where room and board is an allowable expense, the licensed facility receives room and board as part
of the daily unit cost.

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.

Yes. Per 42 CFR 8 441.310(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'shome 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:

Appendix | : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of 5)

a. Co-Payment Requirements. Specify 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.
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Yes. The state 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

O 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 I : 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.

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.
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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 is related 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-cal culated based on entriesin Cols 3, 5, and 6. Thefieldsin 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. 1} Col. 2 Coal. 3 Coal. 4 Cal. 5 Col. 6 Coal. 7 Coal. 8
Year |Factor D] Factor D' Total: D+D' Factor G Factor G' Total: G+G'|Difference (Col 7 less Column4)
1 [11568. 12905.62) 24474.16 373147.1 9885.01§ 383032.18 358558.02
2 [12033.2 13408.948 25442.23 393670.2 10270.52) 403940.78 378498.55
3 |[12533.0 13931.88} 26464.95 415322.1 10671.07) 425993.20 399528.25
4 [13052.0 14475.23 27527.25 438164.8 11087.24f 449252.09 421724.84
5 |13560. 15039.76§ 28600.10 462263.9 11519.64§ 473783.55 445183.45

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 serves individuals 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/IID
Year 1 620
Year 2 620
Year 3 620
Year 4 620
Year 5 620

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
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item J-2-a.

During the most recent year of actual data, FY21, this waiver was still in the initial phase-in schedule and the Average
Length of Stay was 69 days.

For thiswaiver cycle, the State estimates that the Average Length of Say will be 342 days for Waiver Year 1 (WY1)
through WY5. This Average Length of Stay estimate is based on FY21 actual data from the other waiver (AK.0260)
serving the same target population.

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
methodology for these estimates is as follows:

For Factor D, average cost of waiver services, the State used the rebased rates, effective July 1, 2023, in WY1
(FY24) . The Sate then applied a 3.9% inflation rate increase to those waiver service rates for each subsequent
waiver year, WY2 - WY5 (FY25 - FY28).

In general, Factor D assumes that payment rates for waiver services will receive annual inflation adjustments;
the Commissioner of the Department of Health determines through regulation when an inflation adjustment
cannot be made in a specific fiscal year.

Inflation Rate Source:

The State calculated the 3.9% inflation rate using three years of data in the CMS Home Health Agency Market
Basket contained in the most recent IHS Global Insights Healthcare Cost Review (Q3:2022). The inflation rates
for each year are: 5.5%, 3.5%, and 2.8% for the midpoint-to-midpoint inflation value for SFY23, SFY24, and
SFY25.

ii. Factor D' Derivation. The estimates of Factor D' for each waiver year areincluded in Item J-1. The basis of these
estimatesis as follows:
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For Factor D', average cost of Medicaid non-waiver services for waiver recipients, the Sate calculated WY1
(FY24) by starting with WY3 (FY21) actual Medicaid claims data for this population, and applied a 2.4%
inflation rate to account for projected inflation increasesin WY4 (FY22) and again in WY5 (FY23). The Sate then
applied a 3.9% inflation rate increase to the total cost of Medicaid non-waiver services for this population for
each waiver year in the five-year waiver cycle, WY1 - WY5 (FY24-FY28).

In general, Factor D' assumes that payment rates for Medicaid non-waiver services will receive annual inflation
adjustments; the Commissioner of the Department of Health determines through regulation when an inflation
adjustment cannot be made in a specific fiscal year.

Prescribed Drugs. The Sate's query for the Factor D' calculation was designed to exclude the costs of prescribed
drugs, resulting in only Medicaid non-waiver claims being utilized in Factor D' calculation estimates.

Inflation Rate Source:

The Factor D' waiver inflation rate of 2.4% was used in the initial ISW waiver cycle for FY2019 - FY2023. The
Sate calculated the 2.4% inflation rate using three years of data in the CMS Home Health Agency Market Basket
contained in the Global Insights' Healthcare Cost Review (Q2:2017) for the quarters 2016:1 through 2019:4 on
pages 56-57/95.

The Sate calculated the 3.9% inflation rate using three years of data in the CMS Home Health Agency Market
Basket contained in the most recent IHS Global Insights' Healthcare Cost Review (Q3: 2022). The inflation rates
for each year are: 5.5%, 3.5%, and 2.8% for the midpoint-to-midpoint inflation value for SFY23, SFY24, and
SFY25.

Factor G Derivation. The estimates of Factor G for each waiver year areincluded in Item J-1. The basis of these
estimatesis as follows:

In FY19, the Sate of Alaska Office of Rate Review devel oped a rate model that incorporated estimated capital
and operating costs that would be included in an Alaska-based ICF/IID, if such a facility existed. The estimated
daily rate was $871.07. SDSused this model along with estimated service needs to create the Factor G estimates
for average institutional costs for this comparable population in the previous waiver cycle.

In thiswaiver cycle, for Factor G, average |CF/11D facility costs estimates, the State applied a 5.5% inflation rate
to previous waiver cycle's WY5 (FY23) estimate to achieve WY1 (FY24) total cost estimate. The State then applied
the 5.5% inflation rate increase to each subsequent waiver year, WY2-WY5 (FY25-FY28).

In general, Factor G assumes that payment rates for Medicaid ICF/11D facilities will receive annual inflation
adjustments; the Commissioner of the Department of Health deter mines through regulation when an inflation
adjustment cannot be made in a specific fiscal year.

Inflation Rate Source:

The State calculated the 5.5% inflation rate for the next five-year waiver cycle (WY1-WY5) using out of state
ICF/I1D facility average inflation rates for the three-year period SFY21-SFY23

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:
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For Factor G', average other Medicaid costs for the comparable population who received institutional care, the
Sate calculated WY1 (FY24) by starting with WY3 (FY21) actual Medicaid claims data for this population, and
applied a 2.4% inflation rate to account for projected inflation increases in WY4 (FY22) and again in WY5
(FY23). The Sate then applied a 3.9% inflation rate increase to the total cost for each waiver year in the five-year
waiver cycle, WY1- WY5 (FY24- FY28).

In general, Factor G' assumes that payment rates for Medicaid non-waiver services for the comparable
population who receive institutional care will receive annual inflation adjustments; the Commissioner of the
Department of Health determines through regulation when an inflation adjustment cannot be made in a specific
fiscal year.

Inflation Rate Source:

The Factor G' waiver inflation rate of 2.4% was used in the initial ISW waiver cycle for FY2019 - FY2023. The
Sate calculated the 2.4% inflation rate using three years of data in the CMS Home Health Agency Market Basket
contained in the Global Insights' Healthcare Cost Review (Q2:2017) for the quarters 2016:1 through 2019:4 on
pages 56-57/95.

The Sate calculated the 3.9% inflation rate using three years of data in the CMS Home Health Agency Market
Basket contained in the most recent IHS Global Insights' Healthcare Cost Review (Q3: 2022). The inflation rates
for each year are: 5.5%, 3.5%, and 2.8% for the midpoint-to-midpoint inflation value for SFY23, SFY24, and
SFY25.

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

Care Coordination

Day Habilitation

Employment Services
Residential Habilitation
Respite

Host Home Care

I ntensive Active Treatment

Transportation

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (5 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver.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. Select Save and Calculate to
automatically calculate and popul ate the Component Costs and Total Costsfields. All fields in this table must be
completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 1
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Waiver Servicef Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component Cost
Care Coordination
Total: 2671920.00
Care Coordination Il pe— I | 600| | 12_0(1 | 371_1q 2671920.00
Day Habilitation Total: 2478075.00
Group Day
Habilitation [i5 minutes I 60] | 555.00](| 9.7g)| 2467500
Individual Day
Habilitation [i5 minutes | | 3oo| | 485.00f| 14.8(][ 215340000
Employment Services 141932.40
Total:
Group Supported
Employment |15 minutes | | 6| | 850_0(1 | 11_02I 56202.00
Individual Supported
Employment [i5 minutes I 12 | 420.00|f| 17.01| 857040
Residential Habilitation 597456.00
Total:
Residential
Habilitation [5 minutes I\l 120|f| 360.00(| 13.89| so74s00
Respite Total: 1239258.60
Daily Respite IDain I | 30| | looq | 42034 126099.00
Respite [i5 minues Il 164]|| 815.00(| 8.13| 111315960
Host Home Care Total: 0.00
Host Home Care Idajly I | Ol | 0.00| | 1_0q 0.00
Intensive Active
Treatment Total: 2135.00
Intensive Active
Treatment 15 minutes | | 1| | 70_00| | 30-5(1 2135.00
Transportation Total: 41718.36
Transportation-more
than 20 miles Per trip | | 6| | 54-0(1 | 42_39| 13734.36
Transportation-less
than 20 miles [Per trip il 12 | 110.00(| 21| 2reesc0
GRAND TOTAL: 7172495.36
Total Estimated Unduplicated Participants: 620
Factor D (Divide total by number of participants): 11568.54
Average Length of Stay on the Waiver: | 342

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (6 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver.Compl ete 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. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fieldsin this table must be
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completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 2

Waiver Servicef Unit #Users Avg. Units Per User Avg. Cost/ Unit | CPMPONeNt] ool Cost
Component Cost
Care Coordination
Total: 2776104.00
Care Coordination Il month I | 600| | 12'0(1 | 385.57| 2776104.00
Day Habilitation Total: 2573664.00
Group Day
Habilitation [i5 minutes | | 60' | 555_00| | 10_13| 337329.00
Individual Day
Habilitation 5 minutes Il 300)| 485.00|| 15,37 | 725633500
Employment Services
Total: 147451.80
Group Supported
Employment 15 minutes | | 6| | 850.0(1 | 11.45| 58395.00
Individual Supported
Employment |15 minutes I | 12| | 420_0(1 | 17.67' 89056.80
Residential Habilitation 620784.00
Total:
Residential
Habilitation [5 minutes I 120) | 360.00](| 14.37)| 620740
Respite Total: 1287990.00
Daily Respite |Dai|y I | 30| | 10'0(1 | 436.72I 131016.00
Respite 5 minutes [ 164||| 815.00||| 8.4g]| 115097400
Host Home Care Total: 9090.60
Host Home Care |daily I | 1| | 600(1 | 15151' 9090.60
Intensive Active
Treatment Total: 221830
Intensive Active
Treatment [i5 minutes I\l 1 | 70.00f| sLed| e
Transportation Total: 43338.60
Transportation-more
than 20 miles [Per trip I\l d| 54,00l aa0f| 42220
Transportation-less
than 20 miles [per trip | | 12| | 110_()(1 | 22_02| 29066.40
GRAND TOTAL: 7460641.30
Total Estimated Unduplicated Participants: 620
Factor D (Divide total by number of participants): 12033.29
Average Length of Stay on the Waiver: 342

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (7 of 9)

d. Estimate of Factor D.
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i. Non-Concurrent Waiver. 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. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fieldsin this table must be
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 3

Waiver Servicef Unit #Users Avg. Units Per User Avg. Cost/ Unit | CPMPONeNt] ool Cost
Component Cost
Care Coordination
Total: 2884392.00
Care Coordination Il month I | 600| | 12'0(1 | 400.61| 2884392.00
Day Habilitation Total: 2673951.00
Group Day
Habilitation [i5 minutes | | 60| | 555_00| | 10_52| 350316.00
Individual Day
Habilitation 5 minutes Il 300)| 485.00|| 15.97)| 7329635.00
Employment Services 153224.40
Total:
Group Supported
Employment 15 minutes | | 6| | 850.0(1 | 11.9(1 60690.00
Individual Supported
Employment 15 minutes | | 12| | 420_00| | 18.36| 92534.40
Residential Habilitation 644976.00
Total:
Residential
Habilitation [i5 minutes | 120 360.00](| 14.99| sve760
Respite Total: 1338285.60
Daily Respite |Dai|y I | 30| | 10_0(1 | 453.76| 136128.00
Respite 5 minutes [ 164||| 815.00||| 8.7¢|[ 120215760
Host Home Care Total: 28335.60
Host Home Care |daily I | 3| | 600(1 | 15742' 28335.60
Intensive Active
Treatment Total: 230510
Intensive Active
Treatment [i5 minutes I\l 1 | 70.00|f| 20 =510
Transportation Total: 45031.08
Transportation-more
than 20 miles [Per trip I\l d| 54,00l 57| 1e0se
Transportation-less
than 20 miles [per trip | | 12| | 110_()(1 | 22.88| 30201.60
GRAND TOTAL: 7770500.78
Total Estimated Unduplicated Participants: 620
Factor D (Divide total by number of participants): 12533.07
Average Length of Stay on the Waiver: 342

Appendix J: Cost Neutrality Demonstration
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J-2: Derivation of Estimates (8 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver.Compl ete 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. Select Save and Calculate to
automatically calculate and populate 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

Waiver Servicef Unit #Users Avg. Units Per User Avg. Cost/ Unit | CPMPONeNt] ool Cost
Component Cost
Care Coordination
Total: 2996856.00
Care Coordination Il month I | 600| | 12'0(1 | 416.23| 2996856.00
Day Habilitation Total: 2777814.00
Group Day
Habilitation [i5 minutes | | 60| | 555_00| | 10_93| 363969.00
Individual Day
Habilitation 5 minutes Il 300)|| 485.00|| 16,59 |>+1584500
Employment Services
Total: 159148.80
Group Supported
Employment 15 minutes | | 6| | 850.0(1 | 12.36' 63036.00
Individual Supported
Employment 15 minutes | | 12| | 420_00| | 19_07| 96112.80
Residential Habilitation 670032.00
Total:
Residential
Habilitation [5 minutes | 120) | 360.00](| 15.51)| 67002200
Respite Total: 1390145.40
Daily Respite |Daily I | 30| | 100(1 | 4714# 141435.00
Respite [5 minutes [ 164||| 815.00||| 9.12}| 124671040
Host Home Care Total: 49068.00
Host Home Care |daily I | 5| | 600(1 | 1635q 49068.00
Intensive Active
Treatment Total: 239470
Intensive Active
Treatment [i5 minutes I\l 1 | 70.00|f| za2][ 20
Transportation Total: 46795.80
Transportation-more
than 20 miles [Per rip I\l q | 54,00l 4754|[ 1s40820
Transportation-less 31389.60
GRAND TOTAL: 8092254.70
Total Estimated Unduplicated Participants: 620
Factor D (Divide total by number of participants): 13052.02
Average Length of Stay on the Waiver: | 342
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Waiver Servicef Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component Cost
than 20miles [P trie I 1| 110.00||| 23.74

GRAND TOTAL: 8092254.70
Total Estimated Unduplicated Participants: 620
Factor D (Divide total by number of participants): 13052.02

Average Length of Stay on the Waiver: 342

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (9 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver. 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. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be
completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 5

Waiver Servicef Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component Cost
Care Coordination
Total: 3113712.00
Care Coordination Il month I | 60(* | 12 Oq | 432 46| 3113712.00
Day Habilitation Total: 2886708.00
Group Day
Habilitation [i5 minutes | 60] | 555.00](| 11.3q| 372800
Individual Day
Habilitation [i5 minutes | | 30(1 | 485.00f| 17.24)[ 250842000
Employment Services
Total: 165376.80
Group Supported
Employment |15 minutes | | 6| | 850_0(1 | 12.84' 65484.00
Individual Supported
Employment [i5 minutes | 12 | 420.00|f| 108]| o220
Residential Habilitation 695952.00
Total: i
Residential
Habilitation [i5 minutes il 120 | 360.00(| 16.11][ 60505200
Respite Total: 1443584.40
Daily Respite |Dai|y I | 3(1 | 10.00| | 489.84| 146952.00
Respite [ mines Il 164]|| 815.00)| 9.47][ 129663240
Host Home Care Total: 50982.00
GRAND TOTAL: 8407413.30
Total Estimated Unduplicated Participants: 620
Factor D (Divide total by number of participants): 13560.34
Average Length of Stay on the Waiver: 342
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Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):

Average Length of Stay on the Waiver:

620
13560.34

342

Waiver Servicef Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component Cost
Host Home Care |dai|y 5| | 600(1 | 16994' 50982.00
Intensive Active
Treatment Total: 2488.50
Intensive Active
Treatment [i5 minutes 1 | 70.00f| asay| 2ees0
Transportation Total: 48609.60
Transportation-more
than 20 miles |Per trip 6| | 54.0(1 | 49_4(1 16005.60
Transportation-less
than 20 miles [Per rip 17 | 110.00(| 2a7]| 20400
GRAND TOTAL: 8407413.30
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