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This document is a draft version of the proposed State standards for the readiness review for the duals demonstration- these are only the LTSS/IHSS standards.  The state welcomes stakeholder feedback on these standards.  After revisions from stakeholder feedback, these standards will be incorporated into the pending federal readiness review standards.  The state and CMS will conduct a joint readiness review process in the fall of 2012. 
Below is a color-code chart which corresponds to each LTSS service.

	1. In-Home Supportive Services (IHSS)

	2. Community-Based Adult Services (CBAS)

	3. Multipurpose Senior Services Program (MSSP)

	4. Nursing and Sub-Acute Facilities 

	5. Member Services and Communications


	Draft Readiness Standards Duals Demonstration

In-Home Supportive Services

	

	Organization and Administration of Plan 

	Under this demonstration, the appearance and functionality of the IHSS program will not change.  Recipients will not see any disruption in services and shall retain all the rights and protections afforded them under current law.  However as part of the Governor’s Coordinated Care Initiative, the integration of Long Term Services and Supports into managed care will require coordination between health plans, counties and their agencies, the state and federal government, and stakeholders.  

Health plans will be required to enter into a Memorandum of Understanding (MOU) with county agencies to perform the following activities:

1. 

A. Assess, approve, and authorize each recipient's initial and continuing need for services. County agency assessments shall be shared with the care coordination teams, when applicable, and the county agency thereafter may receive and consider additional input from the care coordination team when determining reassessments.

B. Plans may contract with counties for additional assessments for purposes of Welfare and Institutions Code (WIC) 14186(b) (6).
C. Enroll providers, conduct provider orientation, and retain enrollment documentation.
D. Conduct criminal background checks on all potential providers with certain exclusions consistent with WIC 12305.81, 12305.86 and 12305.87.

E. Provide assistance to IHSS recipients in finding eligible providers through establishment of a provider registry.  Provide training for providers and recipients.

F. Refer providers to IHSS Authority or nonprofit entity for wages and benefits. 

G. Pursue overpayment recovery.
H. Perform quality assurance activities including routine case reviews, home visits, and detecting and reporting suspected fraud as per statute and regulation.

I. Share confidential data necessary to implement the provisions of this section.

J. Appoint an advisory committee of not more than 11 people, and no less than 50 percent of the membership of the advisory committee shall be individuals who are current or past users of personal assistance paid for through public or private funds or recipients of IHSS services.

K. Continue to perform other functions necessary, as defined by statue and DSS regulation, for the administration of the IHSS program.                                                                                                                                                                                                                 

	2. Evidence of a Memorandum of Understanding with the county IHSS Public Authority or non-profit entity to provide administrative functions, act as employer of record (until this county/PA function transitions to the Statewide Authority), and provide trained IHSS providers and backup providers, when needed, for demonstration participants. (WIC 14186.35 (a) (9))

	3. Evidence of provisions and arrangements, for including past and present IHSS consumers, representatives from the county and IHSS Public Authority in their Advisory Committee development process.  The composition of the committee shall be no more than 11 people * Existing Advisory Committees are sufficient to fulfill this requirement – not necessary to create a new committee. (WIC 14186.35 (a) (9) (B) (x))

	4. Evidence that the consumer directed model is implemented, which allows the member to self-direct their care by being able to hire, fire, and manage their IHSS provider. 

(WIC 14186.35 (a) (2))

	5. Evidence that the plan is working with the State Department of Social Services and counties, consumers, advocates, and other stakeholders to develop a referral process.  Additionally, informational materials for newly offered managed care IHSS additional hours for the appeals process that is applicable to home-and-community-based services plan benefits authorized by a managed care plan. The process established shall ensure ease of access for consumers.  (WIC 14114186.35(c )


	Financial Information 

	1. Evidence of Plan’s effort to contract with the Department of Social Services for the payment remittance for IHSS providers; however, the plan will assume all financial liability for payment of IHSS services for recipients receiving services pursuant to managed care, and accept the full risk associated with the cost of payroll and associated activities.  (WIC 14186.35 (a) (10)) (WIC 14186.35 (a) (15))

	2. Evidence of executed subcontracts, Memoranda of Understanding, or documentation substantiating Plan’s efforts to negotiate an agreement with the State Department of Social Services to perform the following in accordance with the Coordinated Care Initiative:

a) Timely reimburse the State Department of Social Services for payroll and other obligations of the beneficiary as employer.
b) Pay wages to IHSS providers; 

c) Perform obligations of the member as the employer including unemployment compensation, disability benefits, and federal and state income taxes and federal old age survivor’s and disability insurance through the State’s payroll system for IHSS in accordance with the provisions set forth in Sections 12302.2 and 12317;

d) Provide technical assistance and support for all payroll-related activities involving the State’s payroll system for IHSS;

e) Share recipient and provider data with managed care health plans for members who are receiving IHSS.


	Management Information System

	1. Evidence of data sharing agreements with the Department of Health Care Services, Department of Social Services, counties and County Public Authority or non-profit entity. (CMIPS Legacy and CMIPS II access and training)

2. Evidence of ability to identify members who need to be evaluated for eligibility for IHSS and process for data transmittal between the plan and County Social Service Agency. (WIC 14186.35 (a) (8))

	Quality Improvement System 

	1. 1. Identification and clarification of policies and procedures defining how the plan will adhere to quality assurance provisions and other standards and requirements as specified by the Department of Social Services, as well as any other state or federal requirements. (WIC 14186.35 (a) (7))



	Provider Network

	1. Policies and procedures for maintaining access to list of available IHSS providers as maintained by the county or delegated to the County Public Authority or non-profit entity.

2. Policies and procedures for responding to and making referrals on provider issues or concerns raised by consumer or provider.
3. Policies and procedures for contracting with agencies to provide IHSS and the provision of services by these agencies including methodology for supervising and assuring quality.


	Provider Relations 

	1. 1. Policies and procedures allowing authorized representatives for IHSS consumer and to authorize health plan to include IHSS provider on care coordination team.

	Access and Availability

	Submit policies and procedures that include requirements for:

1. Ensuring that qualifying members have access to, and receive IHSS services. (WIC 14186.35 (a) (1)) 

2. Referral to County Social Service Agency for IHSS needs eligibility determination.

3. Expedited referral process when it is determined during hospital discharge planning or otherwise determined that a member is at risk for immediate out-of-home placement. 

	Case Management and Coordination of Care

	1. Evidence of a detailed plan between the Plan and County to include a framework for the Care Coordination Teams (CCT which includes, but is not limited to, the following: the role and purpose of the CCT; who will be served; metrics indicating levels of risk (prioritization); composition and leadership of the CCT; meeting frequency; how documentation and data will be recorded and stored; procedures for follow-up and monitoring of cases; a comprehensive, inclusive communications strategy. The CCT is subject to consumer consent.  (WIC 14186.35 (a) (4))

	2. Evidence of policies and procedures which address the process the plans will use to communicate with county social services offices when they are informed or have determined that there has been a change in the consumer’s condition that may result in need for more or fewer IHSS hours.

	3. Evidence of policies and procedures for ensuring the provision of Hospital Discharge Planning including ensuring coordination with county agencies to conduct eligibility determinations for IHSS when appropriate. 

	4. Evidence of policies and procedures that provide Plan care managers specific guidance on criteria when addition IHSS hours (beyond what are already authorized by the County IHSS social worker) will be authorized, duration of such authorization, coordination of service hours with the members’ IHSS providers, duties and responsibilities of the personal care/attendant care providers vis-à-vis the members’ IHSS providers.  Prior to implementation, County IHSS will review. Additional policies and procedures will be developed to ensure members or their family members’ clear understanding of the additional hours, their choice of providers, coordination of work with members’ own IHSS providers, and reporting to plans’ care managers.  

5. Plans shall have policies and procedures for monitoring, and reporting the delivery of any additional in-home personal attendant care services, provided by a qualified agency, so they do not exceed the maximum 5% of county caseload, to the Department of Social Services. 

	 CDSS/County Agencies/Public Authority Coordination 

	1. Policies and procedures to refer  all providers to the appropriate public authority or non-profit entity (until transition to the Statewide Authority), for the purposes of wages and benefits. 

	2. Evidence of policies and procedures by the county to continue the  administration of  health benefits for providers of IHSS as established pursuant to paragraph 2 of subdivision (b) of this section.

	3. Plan must show evidence of an executed Memorandum of Understanding with the county IHSS Public Authority or non-profit entity prior to the transition to the Statewide Authority where roles will change and these functions become the responsibility of the county (or it’s designee), to perform the following:
a) Provide training for providers and recipients.
b) Provide assistance to IHSS recipients in finding eligible providers through the establishment of a provider registry.
c) Conduct criminal background checks on all potential registry providers and exclude providers consistent with the provisions set forth in Sections 12301.6, 12305.81 and 12305.87. 

d) Engage in collective bargaining for the purposes of wages, hours, and other terms and conditions of employment  

    until 2014 when this function will become a Statewide Authority responsibility. 

	Member Services

	Submit policies and procedures for the training of Member Services staff to answer any IHSS-related questions or direct members to appropriate agency to answer questions.

	Member Grievance System 

	Submit policies and procedures for informing recipients that they will continue to be able to utilize the State Fair Hearing process for issues of complaints or challenges to authorized hours.  In addition, plans will also be required to show evidence of policies and procedures for an internal grievance process for recipients who have been given additional IHSS (HCBS) services through the health plan.

	Health Insurance Portability and Accountability Act (HIPAA)

	HIPAA authorization requirement to allow IHSS providers to speak on behalf of member, if so authorized. 


	Draft Readiness Standards Duals Demonstration

Community Based Adult Services (CBAS)

	The Community Based Adult Services (CBAS) Center, as defined in California‘s Bridge to Reform section 1115 waiver, is a Medi-Cal benefit available through Medi-Cal managed health care plans (Plans) in Demonstration counties.  

	Organization and Administration of Plan 

	1. Plans shall provide documentation of having contracted with CBAS centers within the Plan’s covered zip code areas and in adjacent zip codes accessible to Plan members.  

2. Plans shall provide documentation of having established policies and procedures to collaborate with CBAS centers to review their contract arrangements, licensing and credentialing status, and areas of collaboration and improvement. These reviews will occur annually.

3. Plans shall provide documentation that they have developed and conducted orientation and training programs for their member services personnel about their network of long-term services and supports (LTSS) providers. Such training shall include, but not be limited to, a description of the characteristics of Plan members who may need LTSS, an overview of the components of medical and social services care planning for Plan members needing LTSS, a description of the components of the CBAS benefit, its eligibility criteria, and its goal to provide an alternative to institutional placement, the interrelationship between CBAS, primary care medical services, the IHSS Program and other home- and community-based LTSS.  

4. Plans shall provide documentation that they developed and conducted a benefit orientation and training program specific to the CBAS benefit for registered nurses, directly employed or contracted, to act as care managers for Plan members and other members of the Plan’s care coordination team.  Such training shall include a description of the characteristics of Plan members who may need CBAS, an overview of the components of medical and social services care planning for Plan members needing LTSS, a description of the components of the CBAS benefit, including the CBAS benefit eligibility criteria, assessment, reassessment, service authorization processes, its goal to provide an alternative to institutional placement, and the interrelationship between CBAS, primary care medical services, the IHSS Program and other home- and community-based LTSS.

5. Plans shall provide documentation that they have created and provided orientation and training programs for their contracted CBAS providers to familiarize them with the Plan’s operations, members’ rights, CBAS-specific policies and procedures, claims submission and payment processes, reporting requirements, and conflict resolution policies and procedures.  

6. Plans shall provide documentation that they have incorporated into their care management policies and procedures the use of CBAS center services and other LTSS.

	Claims Processing System 

	1. Plans shall provide documentation that they have incorporated mechanisms to reimburse contracted CBAS centers into their claims processing systems so that CBAS claims are paid in a timely fashion; consistent with the standards established for all other contracted Plan providers. 

2. Plans shall provide documentation that they have established policies and procedures for resolving, within a defined time frame, any disputed claims for CBAS reimbursement and to avoid disruption in care to Plan members.

3. Plans shall provide documentation that they have developed policies, procedures, and mechanisms for reporting individual encounter data on Plan members’ CBAS utilization to the Department of Health Care Services (DHCS).


	Quality Assurance and Improvement System 

	1. Plans shall provide evidence of having developed policies and procedures detailing how their contracted CBAS centers will adhere to Plan-created quality assurance provisions and any other applicable State and federal standards and requirements.

At a minimum, contracted CBAS centers must meet State licensure requirements for adult day health care centers and Medi-Cal certification requirements for CBAS providers, without any encumbering sanctions or citations.

2. Plans shall provide documentation that they have developed policies and procedures governing how CBAS centers shall report key events that occur at the centers or are observed by CBAS center personnel.  Reportable events include, but are not limited to, falls, injuries, medication errors, wandering incidents, emergency room transfers, and deaths that occur at the CBAS center and unusual occurrences reportable pursuant to adult day health care licensing requirements.   

3. Plans shall provide documentation that they have developed policies and procedures to work with CBAS centers to implement corrective actions to minimize preventable sentinel events and unusual occurrences.

4. Plans shall provide documentation that they have established policies and procedures to document and resolve, within specified timeframes, all Plan members’ complaints and grievances about CBAS center services.

5. Plans shall provide documentation that they have established policies and procedures for conducting annual quality assurance visits to CBAS centers to ensure CBAS centers provide services according to the care plan established by the centers’ interdisciplinary teams.  Plans shall develop policies and procedures for measuring quality standards, and how to address any deficiencies through corrective action plans. 

6. Plans shall demonstrate that their Quality Assurance and Improvement Plans will include targeted, focused protocols for CBAS centers.

7. Plans shall provide documentation of having developed policies and procedures for sharing the findings from Plan CBAS center quality assurance activities with CDA and the California Department of Public Health (CDPH) and coordinating with CDA and CDPH on follow-up.


	Care Management

	1. Plans shall provide documentation that their policies and procedures for conducting Plan members ’ health risk assessment ensures identification of Plan members with LTSS needs who may benefit from CBAS center services.

2. In addition to the health risk assessment, Plans shall provide documentation that they have policies and procedures for assessing and evaluating Plan members’ clinical characteristics, functional capacity, and service utilization patterns to identify members with potential LTSS needs that may be met by CBAS centers.

3. Plans shall provide documentation that their care management policies and procedures include standards for plan care management personnel or contractors to conduct timely face-to-face, preferably in-home, assessment of members with potential LTSS needs, and engage plan members or their legal representatives in developing a personalized care plan for LTSS (which may include CBAS center services).  

4. Plans shall provide documentation that they have established designated time-frames for completing determinations of Plan members’ eligibility for CBAS center services, upon referrals by Plan members themselves, family members, CBAS Centers, physicians and other Plan staff and providers, health care and social services providers, or other community-based organizations.

5. Using the criteria for CBAS center eligibility established by the State, Plan’s shall provide documentation of having developed policies and procedures to ensure Plan care managers (registered nurses) conduct timely face-to-face assessments of Plan members and involve Plan members themselves, their family and/or legal representatives, Plan members’ primary care physicians, and the CBAS center’s multidisciplinary team to create a care plan for receiving services at the CBAS center.  

6. Plans shall provide documentation of having developed policies and procedures to guide CBAS centers when authorizing services.  Such guidelines shall take into consideration Plan members’ needs for health and supportive services to maintain their health and functional independence and avoid institutionalization.  Plans’ care management policies and procedures shall include processes for reauthorizing CBAS services every six months, or upon any change in the Plan member’s health status or circumstances.

7. Plans shall provide documentation of having developed care management policies and procedures that detail how the Plan care manager’s responsibilities and tasks for ensuring  Plan members’ primary care physicians, CBAS center representatives, IHSS social workers, and other relevant providers are actively engaged in the Plan member’s care conference and development of their care plan.

8. Plans shall provide documentation of having established policies and procedures to guide CBAS centers in discharging Plan members from CBAS services, Plan care managers in engaging Plan members, their family members and/or legal representatives, their primary care physicians, the CBAS center multidisciplinary team, and other LTSS providers to arrange alternate services for the Plan member upon discharge.

9. Plans shall provide documentation that they have developed policies and procedures to retain, for State audit purposes, the individual assessments, care plans, service delivery records, outcomes, and monitoring records for each Plan member with LTSS needs.

	Provider Network Adequacy

	1. Plans shall provide documentation of having established policies and procedures to evaluate and document, on an annual basis, the amount of time that elapses between the time a Plan member is referred for CBAS services and their receipt of CBAS. Plans shall document mechanisms to ensure that Plan members’ total one-way transportation time between home and the CBAS centers does not exceed 60 minutes each way.

2. Plans shall provide documentation of having established policies and procedures to evaluate, document, and remediate any cultural or linguistic barriers their Plan members experience to using CBAS center services.

3. Plans shall provide documentation of having established policies and procedures to arrange for unbundled services for Plan members whose level of care needs correspond to CBAS benefit eligibility requirements, when CBAS centers are unavailable, inaccessible, limited in capacity, or cannot meet Plans members’ cultural and linguistic needs.

4. Plans shall provide documentation of having established care management policies and procedures to meet the needs of Plan members whose level of care corresponds to CBAS benefit eligibility requirements when CBAS centers are inaccessible or unavailable to those Plan members. 

	Provider Relations 

	1. Plans shall provide documentation of having assigned and trained staff specifically to address and process complaints and grievances from contracted CBAS centers on issues including, but not limited to, claims, payments, coordination with the Plan’s care coordination team, referrals of Plan members to the CBAS center, and concerns about Plan members’ service needs. 

2. Plans shall provide documentation of having developed policies and procedures governing securing authorization 

    from CBAS-eligible Plan members or their legal representative to include a member of the CBAS center’s 

    Multi-disciplinary team on the Plan’s care coordination team for that member.

	
Member Grievance System 


	1. Plans shall provide documentation of having developed policies and procedures governing how Plan members’ 

Grievances about eligibility determinations, assessments, and care delivered by the Plan’s contracted CBAS centers will be submitted and adjudicated.
2. Plans shall provide documentation that these policies and procedures were developed in collaboration with their contracted CBAS centers.

	Health Insurance Portability and Accountability Act (HIPAA)

	Plans shall provide documentation of having developed policies and procedures to ensure compliance with the Health Insurance Portability and Accountability Act of 1996.

	

	Draft Readiness Standards Duals Demonstration

Multipurpose Senior Services Program (MSSP)

(Waiver Services)

The MSSP is a Medi-Cal benefit available through Medi-Cal managed care health plans (Plan) in Demonstration counties.

	Organization and Administration of Plan

	1. Effective May 1, 2013, Medi-Cal managed care health plans (Plans) shall provide evidence of having executed contracts with all MSSP organizations in the Plan’s covered zip code areas for providing MSSP waiver services to eligible Plan members. 

	2. Plans shall provide documentation that they have developed and conducted a benefit orientation and training program specific to MSSP for registered nurses directly employed or contracted by the Plan to act as care managers for Plan members and other members of the Plan’s care coordination team.  

Such training shall include the components of medical and social services care planning for Plan members needing long-term services and supports (LTSS), an overview of the characteristics and needs of MSSP’s target population, MSSP’s eligibility criteria, assessment and reassessment processes, services, and service authorization process, and the Plan’s policy and procedures for referring Plan members to MSSP for assessment and eligibility determination.  

	3. Plans shall provide documentation that they have created and provided orientation and training programs for their contracted MSSP organizations to familiarize them with the Plan’s operations, member rights, MSSP-specific policies and procedures, claims submission and payment processes, reporting requirements, and conflict resolution policies and procedures.

	4. Plans shall provide documentation that they have incorporated into their care management policies and procedures the use of MSSP services and other LTSS.

	5. Plans shall provide documentation that they have worked with their contracted MSSP organizations to develop a care coordination and management model that supports appropriate referral of Plan members to the MSSP for assessment, eligibility determination, and services.

	6. Plans shall provide evidence that they have worked collaboratively with CDA, the Department of Health Care Services (DHCS), and the MSSP Site Association (MSA) to develop boilerplate language governing the delivery of MSSP services to eligible Plan members for incorporation into Plan contracts with the MSSP organization(s) in the Plan’s covered zip code areas.

	7. Plans shall provide evidence of having developed policies and procedures for establishing, convening, and considering the recommendations of MSSP organizations, Plan members and other stakeholders in the implementation of the MSSP contract.

	Transition from Waiver to Plan Benefit

	1. Effective December 1, 2014, Plans shall provide documentation of having established policies and procedures for transitioning their Plan’s MSSP waiver participants from the MSSP waiver to person-centered coordinated care and care management services administered and allocated by the Plan.

2. Effective December 1, 2014, Plans shall provide documentation of having established adequate capacity to meet the health and LTSS needs of their transitioning MSSP waiver participants.  

	Financial Provisions

	1. Plans shall provide assurance that, through December 31, 2014, they shall allocate to their contracted MSSP organization(s) the same level of funding as those organizations otherwise would have been allocated under their MSSP contract with CDA.

	Management Information System

	1. Plans shall provide evidence of data sharing agreements with CDA and DHCS for exchanging confidential and other information about Plan members who are enrolled in MSSP.

2. Plans shall provide evidence of having executed data sharing agreements with their contracted MSSP organization(s) for (information to be defined).

3. Plans shall provide evidence of having developed policies, procedures, and systems to identify Plan members who should be evaluated for MSSP eligibility and a protocol and mechanism for transmitting data and sharing care plans and other information relevant to these Plan members’ care between the Plan and the contracted MSSP organization(s).

	Quality Assurance and Improvement System

	1. Plans shall provide evidence of having developed policies and procedures detailing how their contracted MSSP organization(s) will adhere to Plan-created quality assurance provisions and any other applicable State and federal standards and requirements.

At a minimum, contracted MSSP organizations must comply with all standards outlined in the State’s federal 1915(c) Medicaid home and community based services waiver for MSSP and related provisions of their MSSP contract with the California Department of Aging (CDA).

	2. Plans shall provide evidence of having developed policies and procedures for sharing the findings from Plan MSSP quality assurance activities with CDA and DHCS and coordinating with CDA and DHCS on follow-up.

	Provider Relations

	1. Plans shall provide documentation of having assigned and trained staff specifically to address and process complaints and grievances from contracted MSSP organizations on issues including, but not limited to, claims, payments, coordination with the Plan’s care coordination team, referrals of Plan members to MSSP, and concerns about Plan members’ service needs.

	2. Plans shall provide documentation of having developed policies and procedures governing securing authorization from MSSP-eligible Plan members or their legal representative to include a member of the MSSP interdisciplinary care management team on the Plan’s care coordination team for that member.

	Service Access and Availability

	1. Plans shall provide documentation of having developed policies and procedures governing how the Plan will make referrals to MSSP and defining the respective care management roles and duties of the Plan’s care coordination team and MSSP care managers. 

2. Plans shall provide documentation of having developed policies and procedures governing expedited MSSP assessment and eligibility determination as part of the Plan’s care coordination process for Plan members who are being discharged from the hospital or at risk of immediate placement in a skilled nursing facility.

	Member Grievance System

	Plans shall provide documentation of having developed policies and procedures governing how Plan members’ grievances about eligibility determinations, assessments, and care delivered by the Plan’s contracted MSSP organization(s) will be submitted and adjudicated.   

Plans shall provide documentation that these policies and procedures were developed in collaboration with their contracted MSSP organization(s).


	Health Insurance Portability and Accountability Act (HIPAA)

	Plans shall provide documentation of having developed policies and procedures to ensure compliance with the Health Insurance Portability and Accountability Act of 1996.


	Draft Readiness Standards for Duals Demonstration

Nursing Facilities and Sub-Acute Facilities

	

	Contracting and Provider Network 

	1. Plans shall contract with California licensed (skilled) nursing and Sub-Acute facilities in the plans’ covered zip code area, to the extent possible, and in adjacent zip code areas accessible to plan members.   
2. Plans shall contract with nursing facility providers in good standing.  The Plan shall verify that their contracted facilities have not been terminated as Medi-Cal or Medicare providers or have not been placed on the Suspended and Ineligible Provider list. Terminated providers in either Medicare or Medi-Cal/Medicaid or on the Suspended and Ineligible Provider list cannot participate in the Plan’s provider network.

3. Plans shall incorporate information of access and provide eligibility criteria for nursing facility services into their member handbook, and communication and education materials.  

	Provider Relations




	1. Plans shall have orientation and training program to familiarize contracted facilities regarding plans’ operations, members’ rights, nursing facility related specific policies and procedures, claims submission and payment, reporting requirements, and conflict resolution process.  

2. Plans shall assign personnel to address complaints and grievances of contracted facilities, including but not limiting to, claims and payment issues and member-facilities relation issues.

	
Claims Processing


	1. Plans shall incorporate into their claims processing systems contracted facilities so that facilities claims shall be paid in a fashion consistent with standards for all other providers under contract with the plans.  

2. Plans shall have mechanisms to resolve expeditiously, in defined time frame, any contracted facilities claims that are disputed.
3. Plans shall be able to report encounter data to the Department their members’ utilization of facilities services and admissions to hospital from facilities as result of sentinel events.

	Member Relations

	The Plans shall provide policies and procedures ensuring that plan members in contracted facilities, and/or authorized representatives, are fully aware and informed of their rights and ensure their rights are not violated. 


	Quality Improvement System

	1. Plans shall submit policies and procedures describing the standards of quality services at contracted facilities, how they will monitor the quality of services provided to plan members at the contracted facilities, and how to address any deficiencies in services standards.  
2. Plans shall have policies and procedures for contracted facilities to report and track sentinel events that occur at the facilities or are observed by personnel.  Reportable events include but not limited to fall, suspected abuse and/or neglect, medication error, pressure sore, urinary tract infection, dehydration, pneumonia, and/or preventable hospital admissions from the facilities.   

3. Plans shall develop policies and procedures to work with contracted facilities to implement corrective actions to improve the quality of services provided to Plan members at contracted facilities and to minimize the occurrence of sentinel events.

4. Plans shall document all complaints and grievance of their members related to services at the contracted facilities and shall follow up with facilities for expeditious resolution.

5. Plans shall demonstrate that their Quality Assurance and Improvement Plans will include quality improvement activities for contracted facilities and that they will follow through with facilities that need to execute corrective action plans.

6. Plans shall conduct annual quality assurance visits and random chart audits to assure contracted facilities executing services according to care plan developed collaboratively by the plans’ interdisciplinary teams and facilities’ interdisciplinary teams. 

7. Plans shall have policies and procedures to conduct at least annually quality assurance and improvement to evaluate the effectiveness of care transition of plan members.  Such policies and procedures shall cover to include but not limited to emergency room services related to fall, medication error, abnormal laboratory tests, pressure sore, urinary tract infection, dehydration, suspected abuse and/or neglect and readmission for acute care, rehabilitation, or long term care at contracted facilities within 1 month of transition. 
     

	Utilization Management

	1. Plans shall have policies and procedures related to the authorization of plan members utilizing nursing facilities.  Such policies and procedures shall cover criteria and authorization-reauthorization for placement in contracted facilities.

2. Plans shall have policies and procedures to ensure plan members have opportunities to transition from nursing facility to community settings.  Such transition care planning shall involve members, family, primary care physicians, nursing facility personnel, and other health care and community-based LTSS providers.

3. Plans shall establish programs to engage physicians, physician assistants, or nurse practitioners and contracted facility personnel to improve clinical care for plan members and to minimize sentinel events and to reduce preventable hospital admissions.  

4. Plans shall have orientation and training program for registered nurses and other clinical personnel, directly employed or contracted, to conduct utilization management and care transition for plan members.  Such training shall include criteria for safe transition, transition planning, and care plans after transitioning.  

5. Plans shall have policies and procedures to provide plan members post transition care coordination.  Such policies and procedures shall cover criteria to include but not limited to access to necessary medical care and follow up, medications, durable medical equipment and supplies, transportation, and integration of community based long term services and supports programs. 


	Draft Readiness Standards Duals Demonstration

Member Services and Communications

	

	Member Services Staffing and Training

	1. The MCO has a member services department that is responsible for the following activities:

a. New member orientation.
b. PCP selection and assignment.
c. Facilitating individual and group needs assessments.
d. Distributing member materials. 

e.  Notifying members of rights and responsibilities.
2. MCO provides member services to Medi-Cal members through sufficient assigned and knowledgeable staff.
3. MCO ensures member services staff are trained on all contractually-required member services functions including, policies, procedures, and scope of benefits covered by the MCO.
4. Training on scope of benefits includes carve-out services and how to refer people to services covered by other state agencies.
5. MCO provides member services staff with training on cultural competency, sensitivity, or diversity that includes information about:

a. The identified cultural groups in the MCO’s service areas (e.g., the groups’ beliefs about illness and health.)

b. Methods of interacting with providers and the health care structure.
c. Traditional home remedies that may impact what the provider is trying to do to treat the patient.
d. Language and literacy needs. 

e. Various types of chronic conditions and disabilities prevalent among Medi-Cal beneficiaries.
f. The types of barriers that adults with physical, sensory, and communication disabilities or developmental or mental health needs face in the health care arena and the resulting access and accommodation needs.
g. The essential principles of quality care in treating people with disabilities/ chronic conditions.


	Member Materials and Web Sites

	Alternative Formats:

1. MCO provides examples of written member materials in alternative formats, including Braille, large size print, and audio format.
2.  MCO provides written material in alternative formats, or provides auxiliary aids or services in a timely fashion upon request to members.
3. MCO has a process to convert all materials to alternative formats, or provides auxiliary aids or services when requested by a member.
4. MCO has a process for a member to make a standing request for all materials to be provided in a specified alternative format or for access to different types of auxiliary aids or services.

Communication:

1. MCO has a mechanism for members who are deaf to communicate with the member services department staff.
2. MCO has a mechanism for members who are deaf to obtain assistance in scheduling and attending appointments.
3. MCO has a mechanism for members who have one or more physical, mental, or developmental disabilities, including blindness, to receive member materials.
4. MCO has a mechanism for all monolingual, non-English speaking, or limited English proficient (LEP) Medi-Cal beneficiaries to receive 24- hour oral interpreter services at all key points of contact, either through interpreters or telephone language services.
WebSite:

1. MCO has a Web site that is accessible to members with disabilities.

a. All web pages and web content can interface seamlessly with assistive technology (e.g., screen readers, speech to text or text to speech applications, zoom text.)
b. Web site’s use of color does not limit users with reduced color sensitivity from accessing information.
c. Web site provides alternative means of communicating audio information (e.g., transcripts or captions.)

d. All web page and content, forms and uploaded documents can be navigated without the use of a mouse.
e. A text equivalent for every non-text element shall be provided (e.g., pictures, graphics, logos, etc…)

	Provider Transition at Enrollment

	1. MCO describes how it works with fee-for-service providers (for people newly enrolled in managed care) or other MCOs (for people switching between MCOs) to ensure that:

a. An ongoing course of treatment (including prescriptions and DME) is not interrupted or delayed due to the change to new providers.
b. Medical record information is transferred to new providers in a timely fashion.
c. The transition from a nonnetwork fee-for-service provider to a network provider is accomplished within 60 days (to the extent possible.)

d. If a member transitions from the MCO to another MCO or back to the fee-for-service system, the MCO provides assistance in coordinating referrals and transitioning medical records.



	Member Advocacy

	1. MCO has a policy for providing support to beneficiaries with disabilities/chronic conditions.
a. This policy includes responsibility for assisting members with complaint and grievance resolution.
b. This policy includes responsibility for investigating and resolving access and disability competency issues.
2.  MCO has a designated staff person with responsibility for overseeing disability-related issues.
a. The staff person’s responsibilities include monitoring compliance with the MCO's Americans with Disabilities Act compliance plan.
b. The staff person’s responsibilities include functioning as a contact for beneficiary advocacy groups.
c. The staff person’s responsibilities include working with beneficiary advocacy groups to identify and correct the beneficiary's access barriers.
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