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ease stand by for realtime captions.  

 
Please stand by for realtime captions. .  

 
Thank you for holding. Your conference will begin shortly. Thank you for your patience. .  

 
Welcome to the managed care organization information collection and reporting requirements 

and ensuring accessibility for people with disabilities conference call. My name is Jeanette 

Janette and I will be your operator for today's call. At this time, all participants are in a listen-

only mode. Later we will conduct a question and answer session. I will now turn the call over to 

Elizabeth, Elizabeth Priaulx. You may begin.  

 
Thank you. Thank you all for joining this webcast. It will also be recorded afterwards and put 

onto the NDRN.org webpage for others that you think might be interested in listening after the 

fact. But right now, I want to introduce our speaker, Sara Summers. She is the managing attorney 

with the national health Law program. And a long time advocate and help her of the protection 

and advocacy system as part of a technical assistance grant we have with the national health Law 

program. This webcast is actually sponsored by the aging and disability partnership for managed 

long-term services and supports, which is a project funded by the Administration for Community 

L iving. And without further ado, I will let Sara Summers take away.  

 
Thanks so much, Elizabeth. Welcome, everybody. Thanks for joining this webinar. And we're 

going to talk today about Medicaid managed care. And the general ideas of quality and 

monitoring and reporting requirements. We're also going to throw in some other quality and 

monitoring requirements that may be relevant to this audience. First, I know I can see from the 

presenters -- the participants, I recognize a lot of your names. I know that many of you are 

familiar with managed care. I'm going to get is grounded in some basic Medicaid managed care 

requirements. Then I'm going to go through some of the significant information disclosure 

requirements that apply to Medicaid managed care and talk about quality and monitoring 

requirements that govern Medicaid managed care and talk about some other requirements 

including those related to home and community-based waivers in the Medicaid program. So just 

housekeeping, feel free to type questions into the chat. We will probably hold those until the end 

unless they need tech -- immediate clarification. Once I'm done with the slides, we will open it 

up to people to ask questions through the operator. So without further ado, let's go. Medicaid 

managed care as anybody who works in Medicaid knows like the rest of the pro--- program is 

governed by a variety of by a variety of authorities. You have federal Medicaid statutes and 

regulations, most likely you have state statutes and regulations including your own state 

Medicaid requirements and then in many states there are other insurance regulations and 

consumer protection laws and regulations that may also govern managed care. You also have 

guidance from the federal Centers for Medicare and Medicaid Services, CMS. State plan 



amendments and waivers as well have requirements that govern a variety of aspects of the 

program including disclosure of information and quality monitoring and making that public. 

Finally, in a managed care the managed care system the managed care entities will enter into 

contracts with the state Medicaid agency and the contract can have a wealth of important 

protections for beneficiaries and important provisions that can help ensure transparency in the 

managed care system. Just to get some of the lingo down, fee-for-service is a basic system in 

which providers charge fees for their services and are reimbursed. Fewer and fewer state 

Medicaid systems operate like this anymore. Almost all of the states operate in a managed care 

system most -- most of which includes capitation. Capitation is a system in which an entity 

contracting with the state gets a payment based on the number of people that it is supposed to 

serve and doesn't vary depending on how the amount of services that they provide an individual 

per cap or per capita payment. Risk contracts. If the Medicaid program, Medicaid Managed Care, 

defined as contracting which a contract he with the state assumes the risk of the cost of providing 

services and also takes a risk that they will incur a loss if the cost of service exceeds the amount 

of capitated payments that they've agreed to escape from the state Medicaid agency. There are 

different kinds of managed care entities. There's the good old MCO, managed care organization 

which includes HMOs. And an MCO has -- operates under a capitated system and enters into 

comprehensive risk contracts. They agreed to provide a comprehensive set of services and take 

the risk that the capitated payments that they receive maybe less than the cost of paying for those 

services. This provides an obvious incentive for MCOs to limit coverage of services in order to 

make sure that they make a profit and they don't lose money. There also prepaid health plans, 

both inpatient and ambulatory plans, PHP. They don't generally enter into comprehensive risk 

contracts. In many cases they offer a limited slate of services which may be only for mental 

health services, transportation services, dental services. Finally there are primary care case 

management systems and that's also known as managed fee-for-service in which services are 

paid for on a fee-for-service basis but the primary care case manager, doctor, physician assistant 

or other authorized provider, receives a nominal fee in exchange for managing the care. And all 

of these systems, entities, are an attempt to control costs. And have some sort of a rein on the 

amount that the state Medicaid agencies paying out. At the same time are intended to centralize 

and improve the quality of care. The extent to which they achieve these ends varies. You can see 

that played out in your own state most likely. Also, there is grievances versus appeals. Appeals 

are a complaint about an action that's been taken by the state Medicaid agency. A grievance is a 

complaint about anything else. In all cases, because of the due process clause, enrollees in 

managed care have the right to appeal actions and they also have the right to file grievances on 

other -- for example, quality of services. So these are highlights of some of the rights and 

protections that enrollees have in a managed care system. You have the right to hadn't -- have an 

adequate provider network with sufficient numbers and types of providers to meet the needs of 

the enrollees. You have the right to timely access to services including specialist services. You 

have the right to participate in healthcare decisions that affect you. You have the right to receive 

information on available treatment alternatives. The right to disenroll due to poor quality or lack 

of access to services. Disenrollment rights are actually broader than that but those are some of 

the most important reasons. A big discussion of disenrollment is beyond the scope of this 

presentation but certainly we have information talking about training materials as well. You have 

the right to be treated with respect and dignity. And right to be free from different kinds of 

discrimination. I keep saying these are explicit rights and protections because there are other 

rights, rights enumerated in the regulations and also writes right that may not be explicit on the 



face. I don't want to suggest this is the universe that enrollees have, but this is the most important 

one. Medicaid Managed Care regulations focus specifically on services for enrollees for 

individuals with special health care needs. Services for individuals with special health care 

needs. States are required to identify persons with special health care needs to the plans 

participating in the system. To provide for the assessment of individual needs using the 

appropriate health care professionals. To allow direct access to specialists when the need for 

those specialists is identified as a part of the process. And if the state chooses to do so, to require 

plans to produce treatment plan for these individuals, and finally that treatment plan needs to be 

developed by a provider with the input of the enrollee and ultimately approved by the managed 

care plan. So this is specifically set fourth in the statutes and regulations. And usually it is 

amplified in Medicaid managed contracts and in different quality strategies and other particular 

aspects of the state's managed care Managed Care plan. So what is an individual with a special 

health care needs? That explicitly is allowed to be defined by the state. I'll give you an example 

of a state definition in Florida. Defined as individuals with special health care needs. Adults and 

children who daily face physical, mental or environmental challenges that place at risk their 

health and ability to fully function. And then the definition gives a list of perhaps less obvious 

examples of people with special health care needs. People with HIV, intellectual disabilities, 

related conditions, mental illness, environmental r isks, being in foster placement or being 

homeless. This is -- I've seen other definitions like this. I have not looked at all 50, but it's a 

fairly good example of what definitions you might see in your state. As I said, enrollees have the 

right to be free from discrimination. And discrimination can take different forms. First of all, 

discrimination in health care needs, you have the right to be free from discrimination and your 

right to enroll, right to disenroll or reenroll based on your health status or need for health 

services. Traditionally, a problem in Managed Care systems or both Medicaid and otherwise, is a 

concept of cherry picking, trying to take the most healthy people and leave those that actually 

have high needs and are expensive by the wayside. There are specific revisions aimed at 

preventing that from happening. Plans are of course required to comply with the Americans with 

Disability Act with Section 504 and other laws which discriminations based on race and national 

origin. States are required to take into consideration the extent to which locations that are 

provided for enrollees are physically a ccessible. There's detailed technical regulations and 

guidance interpreting the disability discrimination statutes providing for accessibility to medical 

equipment which has been a longtime problem not just in Managed Care but in general. Now we 

are to it. Information. What kind of information do Managed Care enrollees, their advocates and 

others have the right to obtain? First, consumers have the explicit right to receive the following 

information. The right to receive a current list of plan providers. Providers who are participating 

in Managed Care plan who will accept Medicaid and in a properly functioning world, these will 

include providers who are accepting new patients. Many of you may know that a provider 

directory can sometimes be more aspirational than real because in reality, many of the providers 

will say, we are not accepting more Medicaid patients. They have the right to receive 

disenrollment information. Circumstances under which they can disenroll timeframes and how 

they are going to go about doing it. Information on how they can obtain coverage services. 

Explicit requirements governing how to obtain emergency services and how to obtain family-

planning services. Family-planning services are a problem if you have plans that for religious 

reasons refuse to cover certain kinds of planning services. Not so much about abortion because 

abortion is covered only in extremely limited circumstances with federal Medicaid funds. This 

has more to do with birth control and surgical and RX. Beyond the scope of this presentation but 



there is -- you have the right to get that even if your plan doesn't cover it. A good bit of 

information and other examples on that subject. The right to have instructions on how to file 

grievances and appeals. When you have mandatory enrollment, when you are required to enroll 

in Managed Care, you're required to have a chart comparing plan benefits, whatever cost sharing 

and quality and performance indicators. Again, I emphasize customers have -- consumers have 

the explicit right to receive this information. It is spelled out right there. In the law. You have the 

right to this information. But let that not leave you with the impression that that's the only 

information they have the right to, not just the information spelled out in the statute. I'm going to 

take an aside. I am following closely along the requirements in the Medicaid Managed Care 

regulation. They are not citations included in this presentation, but as you see, there are in the 

sidebar of your little screen here, there's a Managed Care informing Q&A. That has citations in 

it. The citations to all of these requirements are there, this is in 42 CFR, section 438.10. That's all 

spelled out in the Q&A. I'm following closely along with the regulations but it's important to 

point out that the Managed Care regulations are really in need of an update. They are -- at this 

point, 12 years old, hard to believe. This quite a bit of catching up to do in the last 12 years, not 

only with changes in the way the healthcare system is working, not only changes brought about 

by the Affordable Care Act and creation of the exchanges, but the fact that experience has shown 

us as advocates and presumably as a state agency personnel and policy makers, what works and 

what doesn't work. With that in mind, we have written some pretty extensive comments on how 

the Managed Care regulations should be updated. Put a pin in it. You'll be seeing more soon. As 

we go along, I'm going to mention some of the places where there's improvement due. The 

information that consumers have the right to receive is not specified how that information is 

provided. Mechanically speaking, it says that on request, or at certain i ntervals, information 

needs to be provided. We believe strongly that obviously at this point in time, it makes a lot of 

sense to require state Medicaid agencies and participating plants simply to post information on a 

website. So that you don't have to actually write to them or go through the steps of asking for it. 

In this web-based world, it seems more and more of a relic. The idea it shouldn't simply be out 

there for the public. As we go through and I show you examples of what we're talking about, 

many states have already done that. A lot of this information depending on the state, is already 

out there. That doesn't mean that there's not some work and sifting to be done, but many of it is 

hiding in plain sight. More information. How do you -- for this audience in particular, what good 

does it do if you can't access it? You have the right to have written information in alternative 

formats that take into consideration your special needs. They give examples of visual 

impairment. You have the right to oral interpretation in any language. That is couched in terms 

of language access. Finally, how do you know you can get the information in the alternative 

formats? We need to inform people that you can get it in physically accessible and linguistically 

acceptable formats. That some of the information you are entitled to. As we go through and talk 

about the monitoring and quality improvement requirements, there's information connecting with 

all of that process that individuals have the right to as well. States are required to perform 

monitoring functions. The regulations explicitly say at a minimum which is correct. Because 

there are a myriad monitoring requirements all through the statute and regs. And embedded in 

other requirements from CMS. There's quite a bit of monitoring supposed to be going on. First of 

all the state is supposed to be monitoring at a minimum beneficiary enrollment and 

disenrollment. Who is being disenroll? Why? Where are their problems? The processing of 

grievances and appeals. This is the important canary in the coal mine. Is there a lot of appeals on 

particular issues? States are supposed to be monitoring that and figuring out where the problems 



are. States are supposed to be monitoring any violations subject to intermediate sanctions. 

Sanctions are connected to finance -- doings, but some related to quality as well. Monitoring any 

violations for the conditions for federal matching. That's an obvious one. Also monitoring -- 

required to add a minimum monitor all other contract provisions as appropriate. You can see that 

could swallow quite a bit because the contract governs quite a bit of what's going on with the 

Managed Care plans and programs. All right. More quality activities. The states are required to 

conduct ongoing quality assessment and improvement activities. They have to have a quality 

assessment and improvement s trategy. They have to ensure that Managed Care entities are 

conducting performance improvement plans or PIP's and also there is supposed to be an external 

quality review process. Step one, quality assessment and improvement strategy, the state 

monitoring the state. The performance improvement plans, a requirements from the state onto the 

plans that are participating. Finally, the external quality review, that is something outside the 

state being conducted by an entity that's supposed to be explicitly independent of the s tate. So as 

I'm going through, I confess, I'm simplifying a little bit because there are wrinkles on what 

requirements apply to different kinds of entities. Just about anything we're discussing applies to 

NCOs. Same goes for prepaid inpatient health plans. Some of these requirements don't apply to 

primary care case management. In a lot of cases, not exactly relevant. Prepaid ambulatory health 

plans tend to be exempted from a lot of these requirements, which again back to advocacy, 

because there is such growth in the prepaid ambulatory health plans, you in California on the line 

can speak to that and other states as well, we have argued -- advocated to CMS that these 

PAHP's need to be brought into these requirements. That said, there is information to be had 

about all of these entities. And there are at least some quality activities required to be conducted. 

Let's talk about the state quality -- quality assessment and performance improvement process. 

State on the state. The state has to have a written strategy for assessing and improving the quality 

of services. They have to use mechanisms to assess quality and appropriateness of care. They 

have to obtain input of recipients and stakeholders in developing the strategy. This sounds -- and 

ensure compliance. This sounds pretty general, and it is. It's not -- the regulations themselves are 

not extremely prescriptive. They allow the state room to fill in how they are going to do this. The 

state is of course required also to conduct periodic reviews. Not set for -- not set forth when that 

needs to be. Obviously it's going to look different from state to state. So I'll give you an example 

of one that Florida -- a state that has quite a bit of information readily available out on the web. 

So this is the link to the states written quality strategy. I can't pull it up into this frame. But if you 

wanted to look at it, there's quite a bit to look at there, but to give you an example of -- I was 

interested in what our state saying about individuals with special healthcare needs? I think you 

saw a few frames back -- let me pop on it here --  

 
Sarah, let me let people know that if they click on that link, it should open up a browser right 

there as they are watching this PowerPoint.  

 
And so back on the slide where it talks about the requirements governing individuals with special 

health care needs, these people have to be identified, needs have to be assessed, all of these 

things in a bare-bones manner. And they have to come up with a definition. So back to Florida, 

what is there written policies strategy about individuals with special health care needs? It says 

that they have to have mechanisms in place to assess them. It says that the individuals ongoing 

needs need to be monitored. And it says -- it refers you to the contracts that are signed with the 

individual plan. Once again, this is a little bit more information. If you want to get more detailed, 



you need to get into the contract they provide you in that plan citations to the contracts but not 

necessarily links to all of them. You would need to keep digging. The point being here is that 

there's a lot of information to be found. Even in Florida where it is fairly obvious, right there on 

the web if you do a Google search, you still may find that you need to spend a bit of time in 

order to figure out exactly what's going on. Another example, Massachusetts. Massachusetts has 

a written quality strategy as well. If you want to click on that link, it will open up and you can 

see several hundred pages. And if you turn to page 18 where they talk about individuals with 

special needs, not necessarily a lot of detail. It's still again, a fairly open ended kind of 

requirement. Let me say I -- I'm going to take a second if you are looking at that, Linda typed a 

question in. Does any state explicitly require plans to provide information on which providers 

and facilities are accessible including medical exam and diagnostic equipment? I see you asked 

any state because there is not that explicit requirement in the regulations. I'm not aware of CMS 

putting it quite so explicitly. What's more, I don't know of a requirement. I've not specifically 

looked at that. And Linda, thank you for giving me an idea for something interesting to look into. 

I think that would be a good question. I think the answer is with 50 states, probably somebody 

does but I'm not sure who does. Another example is from Kansas. Kansas is actually, their 

written quality strategy does not say much at all about individuals with special health care needs. 

It speaks only very generally, even less information than the regulations do, saying there's an 

obligation to implement mechanisms to identify people. So this is not to say that it may not be 

spelled out more explicitly, but it is just different places that you need to look to see where you 

might be able to find it. Even in three states like this where it was pretty easy to find, digging is 

required. A couple layers, you may need to go a couple layers to see if you can find where the 

requirements are. Now, let me say as an aside, I put my best people on this, one of my 

colleagues, so spend some time on this issue. Where does -- where is this requirement about 

individuals with special healthcare needs and what state is it spelled out with great detail? She 

spent several hours on it. And said it was in a number of states, didn't seem to be there at all. 

Some states there were things that were promising that you would keep digging in. But this is the 

lesson being that even in this Internet age you can have a lawyer who is knowledgeable about 

Managed Care and it can take them a while to find these things, to figure out exactly where it is. 

So quality assessment and performance improvement. As we said, this needs to include the 

requirement for the individuals with special health care needs. How they are identified. It also 

has to provide procedures for assessing quality and appropriateness. Again, back on these three 

plans, this is where it's supposed to be. And to some extent it is. To some extent, pretty general. 

And to some extent, you have to keep referring back and forth to see if you can find where the 

details are. So this is -- we talked about the state aspect. This is the aspect of what are the plans 

required to do? Capitated plans, that is NCOs and prepaid inpatient health plans. They are 

required to conduct performance improvement projects. So they are required to submit 

performance measurement data to the states. What that performance measurement data is, is not 

explicitly set forth. But you are also -- it's very common for states to use the healthcare 

effectiveness data and information set. CMS encourages states to use those. In the Medicaid 

program. And I'll talk about that in a second. But it's also important to know that there are other 

measures that can be very useful. In the last few years, legislation requires the establishment of 

core adult and child health quality measures. And those are not yet required for Managed Care 

entities to report on them, but again we've advocate -- advocate -- advocate it. The home and 

community-based waiver community based waiver quality measures. Not explicitly required but 

we'll talk about those soon. And that may be a good advocacy piece for people to talk with CMS 



about. Finally, the PIP's are supposed to have mechanisms to detect use and of -- underuse of 

services. Every plan should have a PIP. Let's talk about HEDIS. HEDIS, there are different 

dimensions in the HEDIS measures. And there are for example, use of services, illness 

treatments, access to services. And different dimensions. There are dozens of measures. And not 

every state -- many states collect HEDIS measures, have their plans collect HEDIS measures but 

not necessarily is it possible to do apples to apples. One state may collect child immunization 

rates at certain intervals and another state may collect it at different intervals. Not all states may 

conduct diabetes well care exam outcome. The way that HEDIS measures look is plans are 

required to determine how many people are eligible to get a certain service and how many people 

got it. Then they come up with a HEDIS r ate. For example, one plan may report on a HEDIS 

measures that -- adolescent well care visits. They may report a rate of 66%. What does that 

mean? Need to compare it to what the national average is. Compare it to other plans in the state. 

But they are useful, useful generally by comparison. Some have raised the question that states 

don't perform very well on, if everybody is doing badly, is that good enough because you are 

beating the national average, if it's not very good, how helpful is that?  

 
Florida, again another example, if you want to browse on that as well, they report their HEDIS 

measures on a variety of d imensions. The National Health Law Program, we had a project about 

five years ago where we called it the sunshine and accountability project. We partnered with 

different state advocates in order to obtain different types of information and for participating 

Managed Care plans. What we did was the advocates wrote to the state Medicaid agency and 

wrote to the plans and asked for a variety of information. One piece of information was to the 

state, what HEDIS measures are you using? And what's your score? How did you do on these 

HEDIS measures? Our intent was to compare different measures across plans and states. We had 

a hard time doing that because again, there are many measures and no requirement as to which 

ones if any you need to collect. It was hard to compare apples to apples. We managed to do it 

with a few of them. It was interesting. The process was important. Most of the state Medicaid 

agencies cooperated. A number of them said, it's already on our website. Go here. Other states 

sent it to us. Some plans cooperated without much trouble. Other plans were unwilling to 

cooperate and asked for subpoena. Some plans were new and didn't know how to deal with it. 

Advocates were asked to pay for copies. They were asked -- they were told, you're not an 

enrollee so you don't have the right to request the information even though the regulations say 

this information is available on request. Another reason for advocating for this information just 

to be available, out there on the web. Florida, Washington, a bunch of other states do it. I think 

they all have websites. Anyway, the HEDIS measures. Like a lot of these things, we have more 

written about this and more discussion of this that we are happy to share with anybody who 

contacts me or you can probably find it on our website. Finally, external quality review. This is 

required and jewel -- required annual review. The state has to do a technical report which has to 

be made available upon request. More information. One of the purposes of the external quality 

review is to validate the measures and the performance improvement plan. They're running tests 

on these measures and PIP's the states have chosen and devised and decided whether they are 

actually adequate to do the job. There's enhanced federal matching. If the state contract with 

certified EQRO organizations. There are a number of organizations that contract with different 

states, they are in the business of doing EQRO's. So here's an example of an external quality 

review report. You can find them on their website. This is Michigan. You can click on that link if 

you want to read the whole EQRO report. I'm going to summarize this table. A summary of data 



from the compliance review. So there are different dimensions, standard administrative 

providers, member service, quality, Medicaid information systems and program integrity. So the 

MHP is the Michigan health plan. The range of scores range from 75 to 100. Everybody is doing 

really well. And at the bottom it says the statewide average across all standards and 13 MHP's 

was 97%. Program integrity was the highest score. According to the EQRO, they're doing real 

good. The middle column there it says number of MHP's with 100% compliance. 13 plans in 

Michigan that they surveyed. Note that the area where only one plan had 100% compliance was 

quality. Is quality harder? Probably. Are program integrity administrative and information 

systems more of a priority? Interesting question. I don't know if there's any advocates from 

Michigan on this. I wonder if they would be surprised that their plans are doing amazingly well. 

So there's information -- this information is valuable but probably worth a look behind to see if 

it's really that Rosie. So what else? Who else is watching this? State legislatures have the ability 

to oversee Medicaid Managed Care, the providers, the plans. They have budget hearings, 

oversight hearings and sometimes if something really bad is going on, it will get the attention of 

the state legislature. It's more likely that financial Miss Doings will attract the attention of the 

state legislature but that's not necessarily always true. Something awful like a terrible death or 

something like that might attract attention. Government accountability office will also take a 

look at Managed Care entities in the Medicaid program. That has to be done upon request from 

Congress. The office of Inspector General, every year they have a work plan. What's on their 

work plan this y ear? Beneficiary access to services. That's in progress, going on for a while. 

Perhaps it will come out soon. Also looking at Medicaid grievances and appeals. And oversight 

of marketing practices. We haven't talked about marketing but it is an area of traditional -- lots of 

problems with misleading marketing, pushy marketing, so this quite a bit of regulation and 

attention paid to that in the federal law and CMS. So now we're going to talk about -- shift gears 

and talk about something relatively new that came out in the last month. These are modifications 

to the quality measures and reporting requirements that govern home and community-based 

waivers. As most people know, Medicaid community-based waivers are programs that states 

operate to provide services to people who have disabilities and who would otherwise need the 

level of care provided in an institution if they didn't get community-based s ervices. Particularly 

for the call 1915 C waivers which is for -- so each waiver has to have a quality assurance system. 

For each home and community based waiver. Evidentiary report of -- about the outcome of the 

quality assurance system submitted to CMS. And these measures were modified in 2014, just last 

month. Real emphasis on health and welfare monitoring. It also decreased the intensity of some 

of the measures. The requirements that govern them. Now only requires remediation for 

compliance levels below 85%. I'm going to talk about this in more detail. I think this is -- these 

modifications were not necessarily very substantial. And they were -- I think it's -- I think they 

got people's attention because I sometimes forget that this even exists. That this system is going 

on, states have this requirement. Obviously required in the statute and we know it exists but it's 

worth a reminder that this is out there.  

 
Sarah, I want to let you know that I added a link to those M arch 2014 CMS modifications, so 

you should be able to see it under resource links.  

 
That's great. I think that also it was -- with one of the invitations to the webinar. But yes, thanks, 

Elizabeth. So the quality assurance is conducted in a number of d imensions. Level of care, 

service plans, qualified providers, health and welfare participants, financial accountability, and 



administrative authority and the extent to which the state is ensuring that delegated 

responsibilities are compliant with. And remediation reports as well. Let's talk about some -- not 

exhaustive, not all the changes but I'm focusing on a few of them. The quality assurance 

measures, the state is required to identify, address and seek to prevent instances of abuse, neglect 

and exploitation. So this was -- more substantially revised. Now this is changed to be the state 

has to demonstrate that it has designed and implemented an effective system for ensuring health 

and welfare. Under that assurance, there is the sub assurance they have to do this first part, 

identifying and seeking to prevent exploitation. They also have to demonstrate existence of 

effective incident -- incident management system and follow policies for use in restrictive 

interventions. Of course, the likes of restraint and seclusion. So like all the new assurances, this 

will go into effect in June meaning that new applications or renewals that are submitted in June 

will have to comply with these. They also have to establish overall health standards, healthcare 

standards, to ensure health and welfare. Another assurance is related to service plans. The state 

has to demonstrate service plans address all needs and goals and that they are revised annually. 

Service plans have to be updated if needed annually and services have to be delivered in 

accordance. The state has to monitor the development of the plan in compliance with policies 

and procedures. Now they are no longer required to report the evidence on the adherence to 

policies and procedures. That's kind of interesting. You won't have that evidence anymore. Level 

of care? The state has to demonstrate process for evaluating participant level of care including 

use of evaluation and reevaluation. The state is no longer required to report the evidence about 

reevaluation. They have to report their process and how they've used evaluations but don't have 

to report about re-evaluations. I'm not really sure what that looks like. What does that change? 

Obviously designed to make it less onerous. It wasn't important enough to CMS. The state has to 

demonstrate an adequate system for ensuring services are provided by qualified providers. Some 

of us may know that this is a problem area that there may be a lack of qualified providers. The 

state has to demonstrate a system, and that includes demonstrating compliance with licensure and 

certification and other standards and monitoring of providers who are not licensed. 

Implementation of training procedures -- no change to this one. No change there. So let's talk 

about this for a minute. What is to be done here? First of all, collect information. Collect the 

information. As of now the way the regulations are in -- federally unless your state has 

something different, the state is not necessarily obligated to put all this information out there. On 

the web, just for a click. But it is available on request. And so you can right away to your state, 

and say, I want this information. Where can I find it? Once you get the information, you get the 

links or the documents or whatever, you are going to have to dig into it. It may be as I talked 

about in the example from some of those states, it may not be right there on the surface, exactly 

what the requirements are. There may be contracts that need to be checked. There may be state 

operations manuals or the likes of that. So you are going to need to collect and dig it and analyze 

it and see what else is out there. You may find out I need more. You may have given us what we 

asked for but it's clear that what we really need is buried in these other documents. Once you get 

the information, and you can assess it and try to figure out what it means, then you can use it to 

advocate. It's been used for a press s trategy. The HEDIS measures may have -- there may be 

some limitations under utility but certainly like a percentage, like we're paying Managed Care 

entities to provide adolescent well care and only 24% of them are getting it. That's probably 

something that would get attention from the press and from elected officials who may say, what's 

going on here? It can be useful to help advocate -- not just the likes of lawyers like me but illness 

or issue groups who may be interested in this issue and not have been so before, to look at this 



information and find out what's really going on out there. So there's a lot to be done. We already 

have a couple of issue briefs and examples about how we sought information like this in the past 

and how what we found out from it, we're in the process of putting together some more tools on 

particular topics. Also I'll give a shout out -- I think I see somebody from national Senior citizens 

Law on the website. They've collected a lot of information about Managed Care contracts. 

There's other information out there as well. So it's eight minutes to the H oward. So I'm going to 

stop. And I would like to ask Janette, is there anybody on the line who wants to ask a question? 

If you have a question, type it in the chat, please do.  

 
Thank you. We will now begin the question and answer session. Please press star then one on 

your touch tone phone. If you wish to be removed, please press the pound sign or the hash key. 

There will be a delay before the first question is announced. If you are using a speakerphone, 

please pick up the handset before pressing the numbers. Once again, if you have a question, 

please press star then one on your touch tone phone. Standing by for questions. I'm showing no 

questions at this time.  

 
All right.  

 
Sarah, this is Elizabeth. I was wondering if you could go over what kinds of enforcement 

mechanisms CMS has, if the state feels the assurances, that they agreed to -- fails them?  

 
You mean in the waiver context or just generally?  

 
Home and community based waiver context.  

 
CMS always has the hammer of withholding funds. The likelihood of them doing something like 

that -- that extreme in connection with failing to comply with these I think is probably unlikely. I 

think most likely, CMS's big power is often exercised power, is to negotiate with the states and 

they have remediation and to enter with them into remediation plans where they have to meet 

certain benchmarks. And to try to figure out a way for them to get right with the different 

requirements. As for specifics of whether I know the specific circumstances of the state that 

didn't comply? I do not. That would be something interesting to look into.  

 
I do have a question in the queue. It's from Sue branch.  

 
Thank you for the information. My question is on a pretty early slide. We've never had to do 

research on this because we resolved it when it came up but it's about a situation where the client 

may be has a disability serious enough that she's not really going to be communicating that much 

with the Managed Care plan and her family members need either accommodations or 

interpretation in other languages. So how good is the protection for the family members in that 

situation where the client can't really do it without help?  

 
So you're talking about what's really the right of the family members to get interpreter services or 

translation services?  

 
Interpreter, translator and sometimes it might be accommodations for their own disability?  



 
That's interesting. Well, I'm trying to find the right slide. I think they have -- the state has the 

obligation to ensure that there is a system for people with special needs, either disability related 

or language proficiency related to ensure that they have access to the information as an open-

ended, general requirement. I would read that the in the language access context with the 

guidance from the Department of Justice about the extent to which states need to provide 

interpreter and translator services. That depends on where they are, what kind of population they 

are serving but probably in California, probably a pretty high bar. They are required to provide 

interpreter services and translation in a lot of languages. The argument -- while the regulations 

don't say this specifically, if a family member is the one who was instrumental to communicating 

with the enrollees, I would make an argument that they too are entitled to services because that's 

what you need. It's a result oriented inquiry as to how you are going to get the information you 

need. It's an individual -- more than individual advocacy kind of peace as opposed to finding 

something that covers the situation. I think it would be something that would possibly be found 

in a contract, may be. I don't know. I think it's unlikely. I think it would be perceived from that 

end as unusual enough not to need a catchall contractual or state requirement. In reality it 

probably happens quite a bit.  

 
Thanks.  

 
Sarah, I will add to that, I don't know how applicable this his is, but I will upload right now a fact 

sheet that we had from NHLP, antidiscrimination provisions for the healthcare exchanges. Which 

addresses some of those issues.  

 
Yeah. I think that's a good point. By the way I think that some of what supplies to -- what applies 

to at applies to exchange plans also applies to Medicaid Managed Care plans. And that's one area 

in with -- in which the regulations need to be modernized, to put these requirements in the same 

place and make sure that they're consistent. And there are going to be a lot of the same plans 

doing it. There's that as well. I see a question in the chat from Mindy Friedman. Is there a 

responsibility to ensure that plans contract with accessible providers? Yes. I think this variety of 

regulations do require that. Is it the state plan or the state responsibility? If the state's 

responsibility to take into consideration when they are setting up the network, the extent to which 

locations are accessible and providers are available. I think the requirement that is on the state 

comes from a variety of sources. Both general, ADA, specifics with not discriminating with 

providing access, appropriate services, and then once -- there's a lot of sources for that state 

responsibility. As for the plan, there's some support in the regulations for requiring that of the 

plans. Very frequently, if the state is doing what it's supposed to, it should be in a contract as 

well. Yes and yes. Everybody is responsible for that. And refined find it interesting that they've 

modified some of the HCP standards to require collection but not reporting. What's the sense of 

the practical consequences of the change? I'm puzzled with that. I think I would -- it would be 

interesting to see if -- I did not see this attached to this form. The technical guide. I think who's 

going to find out if they are actually collecting it? What's the incentive to collect it if they don't 

have to show it? I think it is odd. I guess that there's some value in collecting it for your own p 

urposes, but I don't know what that would be. It makes me wonder if it's going to fall by the 

wayside. My knee-jerk reaction.  

 



Well, Sara, seeing that there are no more questions, I want to thank you and encourage everyone 

to let others know that this webcast is recorded and will be available at NDRN.org under training 

and webcasts, within the next five d ays. And again, thank you, everyone, for joining us.  

 
Please e-mail me if you have any more questions or check our w ebsite.  

 
Yes.  

 
Thank you, ladies and gentlemen. This concludes today's conference. Thank you for 

participating. 


