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Date:

To:

Provider:
Address:
City/State/Zip:
E-mail Address:

CC.
E-Mail Address:

Region:

Survey Date:

Program Surveyed:

Service Surveyed:
Survey Type:
Team Leader:

Team Members:

October 12, 2017

Kristin Pasquini-Johnson, Quality Assurance Director / Co-Owner / Executive Director
Unidas Case Management, Inc.

3301 Candelaria NE, Suite D.

Albuquerque, New Mexico 87107

kpjohnson@unidascm.org

Scott Newland, President, Board of Directors
rscottnewland@gmail.com

Metro and Northeast

July 7 — 17, 2017 (Extended Aug 23 — Oct 4, 2017)
Developmental Disabilities Waiver
2007 & 2012 Case Management

Routine
Lora Norby, Healthcare Surveyor, Division of Health Improvement/Quality Management Bureau

Debbie Russell, BS, Healthcare Surveyor, Division of Health Improvement/Quality Management
Bureau; Barbara Kane, BAS, Healthcare Surveyor, Division of Health Improvement/Quality
Management Bureau; Kandis Gomez, AA, Healthcare Surveyor, Division of Health
Improvement/Quality Management Bureau and Crystal Lopez-Beck, BA, Bureau Chief, Division
of Health Improvement/Quality Management Bureau

Dear Ms. Johnson and Mr. Newland;

The Division of Health Improvement/Quality Management Bureau has completed a compliance survey of the services
identified above. The purpose of the survey was to determine compliance with federal and state standards; to assure
the health, safety, and welfare of individuals receiving services through the Developmental Disabilities Waiver; and to
identify opportunities for improvement. This Report of Findings will be shared with the Developmental Disabilities
Supports Division for their use in determining your current and future provider agreements. Upon receipt of this letter
and Report of Findings your agency must immediately correct all deficiencies which place Individuals served at risk of

harm.

Determination of Compliance:

The Division of Health Improvement, Quality Management Bureau has determined your agency is in:

Compliance with all Conditions of Participation.

This determination is based on your agency’s compliance with CMS waiver assurances at the Condition of
Participation level. The attached QMB Report of Findings indicates Standard Level deficiencies identified and
requires implementation of a Plan of Correction.
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Plan of Correction:

The attached Report of Findings identifies the Standard Level and/or Condition of Participation deficiencies found
during your agency’s compliance review. You are required to complete and implement a Plan of Correction. Your
agency has a total of 45 business days (10 business days to submit your POC for approval and 35 days to implement
your approved Plan of Correction) from the receipt of this letter.

During the exit interview of your on-site survey Attachment A on the Plan of Correction Process was provided to you.
Please refer to Attachment A for specific instruction on completing your Plan of Correction. At a minimum your Plan
of Correction should address the following for each Tag cited:

Corrective Action:
e How is the deficiency going to be corrected? (i.e. obtained documents, retrain staff, individuals and/or staff
no longer in service, void/adjusts completed, etc.) This can be specific to each deficiency cited or if possible
an overall correction, i.e. all documents will be requested and filed as appropriate.

On-going Quality Assurance/Quality Improvement Processes:
e What is going to be done? (i.e. file reviews, periodic check with checklist, etc.)
e How many individuals is this going to effect? (i.e. percentage of individuals reviewed, number of files
reviewed, etc.)
e How often will this be completed? (i.e. weekly, monthly, quarterly, etc.)
e Who is responsible? (responsible position)
e What steps will be taken if issues are found? (i.e. retraining, requesting documents, filing RORI, etc.)

Submission of your Plan of Correction:
Please submit your agency’s Plan of Correction in the space on the two right columns of the Report of Findings. (See
attachment “A” for additional guidance in completing the Plan of Correction).

Within 10 business days of receipt of this letter your agency Plan of Correction must be submitted to the parties below:

1. Quality Management Bureau, Attention: Amanda Castaneda, Plan of Correction Coordinator
1170 North Solano Suite D Las Cruces, New Mexico 88001

2. Developmental Disabilities Supports Division Regional Office for region of service surveyed

Upon notification from QMB that your Plan of Correction has been approved, you must implement all remedies and
corrective actions to come into compliance. If your Plan of Correction is denied, you must resubmit a revised plan as
soon as possible for approval, as your POC approval and all remedies must be completed within 45 business days of
the receipt of this letter.

Failure to submit your POC within the allotted 10 business days or complete and implement your Plan of Correction
within the total 45 business days allowed may result in the imposition of a $200 per day Civil Monetary Penalty until it
is received, completed and/or implemented.

Billing Deficiencies:

If you have deficiencies noted in this report of findings under the Service Domain: Medicaid Billing/Reimbursement,
you must complete a Void/Adjust claims or remit the identified overpayment via a check within 30 calendar days of the
date of this letter to HSD/OIG/PIU, though this is not the preferred method of payment. If you choose to pay via check,
please include a copy of this letter with the payment. Make the check payable to the New Mexico Human Services
Department and mail to:

Attention: Lisa Medina-Lujan
HSD/OIG
Program Integrity Unit
2025 S. Pacheco Street
Santa Fe, New Mexico 87505
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Or if using UPS, FedEx, DHL (courier mail) send to physical address at:

Attention: Lisa Medina-Lujan
HSD/OIG
Program Integrity Unit
1474 Rodeo Road
Santa Fe, New Mexico 87505

Please be advised that there is a one-week lag period for applying payments received by check to Voided/Adjusted
claims. During this lag period, your other claim payments may be applied to the amount you owe even though you
have sent a refund, reducing your payment amount. For this reason, we recommend that you allow the system to
recover the overpayment instead of sending in a check.

Request for Informal Reconsideration of Findings (IRF):
If you disagree with a finding of deficient practice, you have 10 business days upon receipt of this notice to request an
IRF. Submit your request for an IRF in writing to:

QMB Deputy Bureau Chief
5301 Central Ave NE Suite #400
Albugquerque, NM 87108
Attention: IRF request

See Attachment “C” for additional guidance in completing the request for Informal Reconsideration of Findings. The
request for an IRF will not delay the implementation of your Plan of Correction which must be completed within 45 total
business days (10 business days to submit your POC for approval and 35 days to implement your approved Plan of
Correction). Providers may not appeal the nature or interpretation of the standard or regulation, the team composition
or sampling methodology. If the IRF approves the modification or removal of a finding, you will be advised of any
changes.

Please call the Plan of Correction Coordinator Amanda Castaneda at 575-373-5716 if you have questions about the
Report of Findings or Plan of Correction. Thank you for your cooperation and for the work you perform.

Sincerely,

Lora /Va/‘/y

Lora Norby

Team Lead/Healthcare Surveyor
Division of Health Improvement
Quality Management Bureau
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Survey Process Employed:
Administrative Review Start Date:
Entrance Conference Date:

Present:

Exit Conference Date:

Present:

Administrative Locations Visited

Total Sample Size

Persons Served Records Reviewed

Case Manager Interviewed
Case Manager Records Reviewed
Total Number of Secondary Freedom

of Choices Reviewed:

Administrative Interviews

July 7, 2017
July 10, 2017

Unidas Case Management, Inc.

Kristen Pasquini Johnson, Co-Owner / Quality Assurance Director /
Case Manager

Scott Newland, Co-Owner / Operations Director / Case Manager
Eric Hankla, Co-Owner / Case Manger

DOH/DHI/QMB

Lora Norby, Team Lead/Healthcare Surveyor

Debbie Russell, BS, Healthcare Surveyor

Kandis Gomez, AA, Healthcare Surveyor

Barbara Kane, BAS, Healthcare Surveyor (Via phone)
Chris Melon, MPA, Healthcare Surveyor (Via phone)

July 17, 2017

Unidas Case Management, Inc.

Kristen Pasquini Johnson, Co-Owner / Quality Assurance Director /
Case Manager

Scott Newland, Co-Owner / Operations Director / Case Manager
Eric Hankla, Co-Owner/Case Manager

DOH/DHI/IQOMB

Lora Norby, Team Lead/Healthcare Surveyor
Kandis Gomez, AA, Healthcare Surveyor

DDSD Metro Regional Office
Jason Cornwell, Assistant Regional Director

Number 1

Number 51

Number 13 - Jackson Class Members

Number 38 - Non-Jackson Class Members

Number 51

Number 20 (Three Administrators also perform roles as Case
Managers)

Number 20 (Three Administrators also perform roles as Case
Managers)

Number: 226

Number 1
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e Medicaid Billing/Reimbursement Records for all Services Provided

e Accreditation Records

¢ Individual Medical and Program Case Files, including, but not limited to:
Individual Service Plans

Progress on Identified Outcomes

Healthcare Plans

Medical Emergency Response Plans

Therapy Evaluations and Plans

Healthcare Documentation Regarding Appointments and Required Follow-Up
Other Required Health Information

Internal Incident Management Reports and System Process

Personnel Files

Staff Training Records, Including Competency Interviews with Staff
Agency Policy and Procedure Manual

Caregiver Criminal History Screening Records

Consolidated Online Registry/Employee Abuse Registry

Quality Assurance / Improvement Plan

o 0O 0 0 0 0o

CC: Distribution List:  DOH - Division of Health Improvement
DOH - Developmental Disabilities Supports Division
DOH - Office of Internal Audit
HSD - Medical Assistance Division
MFEAD — NM Attorney General
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Attachment A
Provider Instructions for Completing the QMB Plan of Correction (POC) Process

Introduction:
After a QMB Compliance Survey, your QMB Report of Findings will be sent to you via e-mail.

Each provider must develop and implement a Plan of Correction (POC) that identifies specific quality assurance and
quality improvement activities the agency will implement to correct deficiencies and prevent continued deficiencies and
non-compliance.

Agencies must submit their Plan of Correction within ten (10) business days from the date you receive the QMB Report
of Findings. (Providers who do not submit a POC within 10 business days may be referred to the Internal Review
Committee [IRC] for possible actions or sanctions).

Agencies must fully implement their approved Plan of Correction within 45 business days (10 business days to submit
your POC for approval and 35 days to implement your approved Plan of Correction) from the date they receive the
QMB Report of Findings (Providers who fail to complete a POC within the 45 business days allowed will be referred to
the IRC for possible actions or sanctions.)

If you have questions about the Plan of Correction process, call the Plan of Correction Coordinator at 575-373-5716
or email at AmandaE.Castaneda@state.nm.us. Requests for technical assistance must be requested through your
Regional DDSD Office.

The POC process cannot resolve disputes regarding findings. If you wish to dispute a finding on the official Report of
Findings, you must file an Informal Reconsideration of Findings (IRF) request within ten (10) business days of receiving
your report. Please note that you must still submit a POC for findings that are in question (see Attachment “C”).

Instructions for Completing Agency POC:

Required Content

Your Plan of Correction should provide a step-by-step description of the methods to correct each deficient practice to
prevent recurrence and information that ensures the regulation cited is in compliance. The remedies noted in your
POC are expected to be added to your Agency’s required, annual Quality Assurance Plan.

If a deficiency has already been corrected, the plan should state how it was corrected, the completion date (date the
correction was accomplished), and how possible recurrence of the deficiency will be prevented.

The Plan of Correction must address the six required Center for Medicare and Medicaid Services (CMS) core
elements to address each deficiency cited in the Report of Findings:
1. How the specific and realistic corrective action will be accomplished for individuals found to have been
affected by the deficient practice.
2. How the agency will identify other individuals who have the potential to be affected by the same deficient
practice, and how the agency will act to protect individuals in similar situations.
3. What QA measures will be put into place or systemic changes made to ensure that the deficient practice will
not recur
4. Indicate how the agency plans to monitor its performance to make sure that solutions are sustained. The
agency must develop a QA plan for ensuring that correction is achieved and sustained. This QA plan must
be implemented, and the corrective action evaluated for its effectiveness. The plan of correction is
integrated into the agency quality assurance system; and
5. Include dates when corrective action will be completed. The corrective action completion dates must be
acceptable to the State.

The following details should be considered when developing your Plan of Correction:

QMB Report of Findings — Unidas Case Management Inc. — Metro and Northeast Regions — July 07 - 17, 2017 (Extended Aug. 23
— Oct. 4, 2017)

Survey Report #: Q.18.1.DDW.D3434.2/5.RTN.01.17.285
Page 6 of 38



. Details about how and when Consumer, Personnel and Residential files are audited by Agency personnel
to ensure they contain required documents;

. Information about how Medication Administration Records are reviewed to verify they contain all required
information before they are distributed, as they are being used, and after they are completed;

. Your processes for ensuring that all staff are trained in Core Competencies, Abuse, Neglect and
Exploitation Reporting, and Individual-Specific service requirements, etc.;

. How accuracy in Billing/Reimbursement documentation is assured,;

. How health, safety is assured;

. For Case Management Providers, how Individual Specific Plans are reviewed to verify they meet
requirements, how the timeliness of LOC packet submissions and consumer visits are tracked;

o Your process for gathering, analyzing and responding to Quality data indicators; and,

o Details about Quality Targets in various areas, current status, analyses about why targets were not met,

and remedies implemented.

Note: Instruction or in-service of staff alone may not be a sufficient plan of correction. This is a good first step
toward correction, but additional steps must be taken to ensure the deficiency is corrected and will not recur.

Completion Dates

e The plan of correction must include a completion date (entered in the far right-hand column) for each finding.
Be sure the date is realistic in the amount of time your Agency will need to correct the deficiency; not to
exceed 45 total business days.

o Direct care issues should be corrected immediately and monitored appropriately.

e Some deficiencies may require a staged plan to accomplish total correction.

¢ Deficiencies requiring replacement of equipment, etc., may require more time to accomplish correction but
should show reasonable time frames.

Initial Submission of the Plan of Correction Requirements

1.

2.

3.

7.

The Plan of Correction must be completed on the official QMB Survey Report of Findings/Plan of Correction Form
and received by QMB within ten (10) business days from the date you received the report of findings.
For questions about the POC process, call the POC Coordinator, Amanda Castaneda at 575-373-5716 or email
at AmandaE.Castaneda@state.nm.us for assistance.
For Technical Assistance (TA) in developing or implementing your POC, contact your Regional DDSD Office.
Submit your POC to Amanda Castaneda, POC Coordinator in any of the following ways:
a. Electronically at AmandaE.Castaneda@state.nm.us (preferred method)
b. Faxto 575-528-5019, or
c. Mail to POC Coordinator, 1170 North Solano Ste D, Las Cruces, New Mexico 88001
Do not submit supporting documentation (evidence of compliance) to QMB until after your POC has been approved
by the QMB.
QMB will notify you when your POC has been “approved” or “denied.”
a. During this time, whether your POC is “approved,” or “denied,” you will have a maximum of 45 business
days from the date of receipt of your Report of Findings to correct all survey deficiencies.
b. If your POC is denied, it must be revised and resubmitted as soon as possible, as the 45 business day
limit is in effect.
c. If your POC is denied a second time your agency may be referred to the Internal Review Committee.
d. You will receive written confirmation when your POC has been approved by QMB and a final deadline for
completion of your POC.
e. Please note that all POC correspondence will be sent electronically unless otherwise requested.
Failure to submit your POC within 10 business days without prior approval of an extension by QMB will result in a
referral to the Internal Review Committee and the possible implementation of monetary penalties and/or sanctions.

POC Document Submission Requirements
Once your POC has been approved by the QMB Plan of Correction Coordinator you must submit copies of documents
as evidence that all deficiencies have been corrected, as follows.
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Your internal documents are due within a maximum of 45 business days of receipt of your Report of Findings.

It is preferred that you submit your documents via USPS or other carrier (scanned and saved to CD/DVD disc,
flash drive, etc.). If the documents do not contain protected Health information (PHI) the preferred method is that
you submit your documents electronically (scanned and attached to e-mails).

All submitted documents must be annotated; please be sure the tag numbers and Identification numbers are
indicated on each document submitted. Documents which are not annotated with the Tag number and Identification
number may not be accepted.

Do not submit original documents; Please provide copies or scanned electronic files for evidence. Originals must
be maintained in the agency file(s) per DDSD Standards.

In lieu of some documents, you may submit copies of file or home audit forms that clearly indicate cited deficiencies
have been corrected, other attestations of correction must be approved by the Plan of Correction Coordinator prior
to their submission.

When billing deficiencies are cited, you must provide documentation to justify billing and/or void and adjust forms
submitted to Xerox State Healthcare, LLC for the deficiencies cited in the Report of Findings.

Revisions, Modifications or Extensions to your Plan of Correction (post QMB approval) must be made in writing and
submitted to the Plan of Correction Coordinator, prior to the due date and are approved on a case-by-case basis.
No changes may be made to your POC or the timeframes for implementation without written approval of the POC
Coordinator.
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Attachment B

Department of Health, Division of Health Improvement
QMB Determination of Compliance Process

The Division of Health Improvement, Quality Management Bureau (QMB) surveys compliance of the Developmental
Disabilities Waiver (DDW) standards and state and federal regulations. QMB has grouped the CMS assurances
into five Service Domains: Level of Care; Plan of Care; Qualified Providers; Health, Welfare and Safety; and
Administrative Oversight (note that Administrative Oversight listed in this document is not the same as the CMS
assurance of Administrative Authority. Used in this context it is related to the agency’s operational policies and
procedures, Quality Management system and Medicaid billing and reimbursement processes.)

The QMB Determination of Compliance process is based on provider compliance or non-compliance with standards
and regulations identified in the QMB Report of Findings. All deficiencies (non-compliance with standards and
regulations) are identified and cited as either a Standard level deficiency or a Condition of Participation level
deficiency in the QMB Reports of Findings. All deficiencies require corrective action when non-compliance is
identified.

Within the QMB Service Domains there are fundamental regulations, standards, or policies with which a provider
must be in essential compliance in order to ensure the health and welfare of individuals served known as Conditions
of Participation (CoPs).

The Determination of Compliance for each service type is based on a provider's compliance with CoPs in the
following Service Domains.
Case Management Services (Four Service Domains):
e Plan of Care: ISP Development & Monitoring
Level of Care
Qualified Providers
Health, Safety and Welfare

Community Living Supports / Inclusion Supports (Three Service Domains):
e Service Plans: ISP Implementation
e Qualified Provider
e Health, Safety and Welfare

Conditions of Participation (CoPs)

A CoP is an identified fundamental regulation, standard, or policy with which a provider must be in compliance in
order to ensure the health and welfare of individuals served. CoPs are based on the Centers for Medicare and
Medicaid Services, Home and Community-Based Waiver required assurances. A provider must be in compliance
with CoPs to participate as a waiver provider.

QMB surveyors use professional judgment when reviewing the critical elements of each standard and regulation to
determine when non-compliance with a standard level deficiency rises to the level of a CoP out of compliance. Only
some deficiencies can rise to the level of a CoP (See the next section for a list of CoPs). The QMB survey team
analyzes the relevant finding in terms of scope, actual harm or potential for harm, unique situations, patterns of
performance, and other factors to determine if there is the potential for a negative outcome which would rise to the
level of a CoP. A Standard level deficiency becomes a CoP out of compliance when the team’s analysis establishes
that there is an identified potential for significant harm or actual harm. It is then cited as a CoP out of compliance. If
the deficiency does not rise to the level of a CoP out of compliance, it is cited as a Standard Level Deficiency.

The Division of Health Improvement (DHI) and the Developmental Disabilities Supports Division (DDSD)
collaborated to revise the current Conditions of Participation (CoPs). There are seven Conditions of Participation in
which providers must be in compliance.
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CoPs and Service Domains for Case Management Supports are as follows:

Service Domain: Plan of Care ISP Development & Monitoring
Condition of Participation:
1. Individual Service Plan (ISP) Creation and Development: Each individual shall have an ISP. The
ISP shall be developed in accordance with DDSD regulations and standards and is updated at least
annually or when warranted by changes in the individual’s needs.

Condition of Participation:
2. ISP Monitoring and Evaluation: The Case Manager shall ensure the health and welfare of the
individual through monitoring the implementation of ISP desired outcomes.

Service Domain: Level of Care
Condition of Participation:
3. Level of Care: The Case Manager shall complete all required elements of the Long Term Care
Assessment Abstract (LTCAA) to ensure ongoing eligibility for waiver services.

CoPs and Service Domain for ALL Service Providers is as follows:

Service Domain: Qualified Providers
Condition of Participation:
4. Qualified Providers: Agencies shall ensure support staff has completed criminal background screening
and all mandated trainings as required by the DDSD.

CoPs and Service Domains for Living Supports and Inclusion Supports are as follows:

Service Domain: Service Plan: ISP Implementation
Condition of Participation:
5. ISP Implementation: Services provided shall be consistent with the components of the ISP and
implemented to achieve desired outcomes / action step.

Service Domain: Health, Welfare and Safety
Condition of Participation:
6. Individual Health, Safety and Welfare: (Safety) Individuals have the right to live and work in a safe
environment.

Condition of Participation:

7. Individual Health, Safety and Welfare (Healthcare Oversight): The provider shall support individuals
to access needed healthcare services in a timely manner. Nursing, healthcare services and healthcare
oversight shall be available and provided as needed to address individuals’ health, safety and welfare.
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QMB Determinations of Compliance

Compliance with Conditions of Participation
The QMB determination of Compliance with Conditions of Participation indicates that a provider is in
compliance with all Conditions of Participation, (CoP). The agency has obtained a level of compliance such
that there is a minimal potential for harm to individuals’ health and safety. To qualify for a determination of
Compliance with Conditions of Participation, the provider must be in compliance with all Conditions of
Participation in all relevant Service Domains. The agency may also have Standard level deficiencies
(deficiencies which are not at the condition level) out of compliance in any of the Service Domains.

Partial-Compliance with Conditions of Participation
The QMB determination of Partial-Compliance with Conditions of Participation indicates that a provider is out
of compliance with Conditions of Participation in one (1) to two (2) Service Domains. The agency may have
one or more Condition level tags within a Service Domain. This partial-compliance, if not corrected, may
result in a serious negative outcome or the potential for more than minimal harm to individuals’ health and
safety. The agency may also have Standard level deficiencies (deficiencies which are not at the condition
level) in any of the Service Domains.

Providers receiving a repeat determination of Partial-Compliance for repeat deficiencies at the level of a
Condition in any Service Domain may be referred by the Quality Management Bureau to the Internal Review
Committee (IRC) for consideration of remedies and possible actions or sanctions.

Non-Compliance with Conditions of Participation
The QMB determination of Non-Compliance with Conditions of Participation indicates a provider is
significantly out of compliance with Conditions of Participation in multiple Service Domains. The agency may
have one or more Condition level tags in each of 3 relevant Service Domains and/or 6 or more Condition of
Participation level deficiencies overall, as well as widespread Standard level deficiencies identified in the
attached QMB Report of Findings and requires implementation of a Plan of Correction.

This non-compliance, if not corrected, may result in a serious negative outcome or the potential for more
than minimal harm to individuals’ health and safety. The agency may also have Standard level deficiencies
(deficiencies which are not at the condition level) in any of the Service Domains

Providers receiving a repeat determination of Non-Compliance will be referred by Quality Management
Bureau to the Internal Review Committee (IRC) for consideration of remedies and possible actions or
sanctions.
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Attachment C
Guidelines for the Provider
Informal Reconsideration of Finding (IRF) Process

Introduction:

Throughout the QMB Survey process, surveyors are openly communicating with providers. Open communication
means surveyors have clarified issues and/or requested missing information before completing the review through the
use of the signed/dated “Document Request,” or “Administrative Needs,” etc. forms. Regardless, there may still be
instances where the provider disagrees with a specific finding. Providers may use the following process to informally
dispute a finding.

Instructions:

1. The Informal Reconsideration of the Finding (IRF) request must be received in writing to the QMB Deputy
Bureau Chief within 10 business days of receipt of the final Report of Findings.

2. The written request for an IRF must be completed on the QMB Request for Informal Reconsideration of Finding
form available on the QMB website: http://dhi.health.state.nm.us/amb

3. The written request for an IRF must specify in detail the request for reconsideration and why the finding is
inaccurate.

4. The IRF request must include all supporting documentation or evidence.

5. If you have questions about the IRF process, email the IRF Chairperson, Crystal Lopez-Beck at Crystal.Lopez-
Beck@state.nm.us for assistance.

The following limitations apply to the IRF process:

e The written request for an IRF and all supporting evidence must be received within 10 business days.

e Findings based on evidence requested during the survey and not provided may not be subject to

reconsideration.

e The supporting documentation must be new evidence not previously reviewed or requested by the survey
team.
Providers must continue to complete their Plan of Correction during the IRF process
Providers may not request an IRF to challenge the sampling methodology.
Providers may not request an IRF based on disagreement with the nature of the standard or regulation.
Providers may not request an IRF to challenge the team composition.
Providers may not request an IRF to challenge the DHI/QMB determination of compliance or the length of their
DDSD provider contract.

A Provider forfeits the right to an IRF if the request is not received within 10 business days of receiving the report
and/or does not include all supporting documentation or evidence to show compliance with the standards and
regulations.

The IRF Committee will review the request, the Provider will be notified in writing of the ruling; no face-to-face meeting
will be conducted.

When a Provider requests that a finding be reconsidered, it does not stop or delay the Plan of Correction process.
Providers must continue to complete the Plan of Correction, including the finding in dispute regardless of the
IRF status. If a finding is removed or modified, it will be noted and removed or modified from the Report of Findings. It
should be noted that in some cases a Plan of Correction may be completed prior to the IRF process being completed.
The provider will be notified in writing on the decisions of the IRF committee.
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Unidas Case Management, Inc. — Metro & Northeast Regions

Agency:
Program: Developmental Disabilities Waiver
Service: 2012: Case Management
2007: Case Management
Survey Type: Routine

Survey Date:

July 07 — 17, 2017 (Extended Aug 23 — Oct 4, 2017)

Standard of Care

Deficiencies

Agency Plan of Correction, On-going QA/QI
& Responsible Party

Date
Due

Service Domain: Plan of Care - ISP Development & Monitoring — Service plans address all participates’ assessed needs (including health and safety risk

factors) and goals, either by waiver services or through other means. Services plans are updated or revised at least annually or when warranted by changes in the

waiver participants’ needs.

1A08.3 Agency Case File — Individual
Service Plan / ISP Components

Developmental Disabilities (DD) Waiver Service
Standards effective 11/1/2012 revised
4/23/2013; 6/15/2015

NMAC 7.26.5 SERVICE PLANS FOR
INDIVIDUALS WITH DEVELOPMENTAL
DISABILITIES LIVING IN THE COMMUNITY

CHAPTER 4 (CMgt) I. Case Management
Services: 1. Scope of Services: S. Maintain a
complete record for the individual’'s DDW
services, as specified in DDSD Consumer
Records Requirements Policy;

DEVELOPMENTAL DISABILITIES SUPPORTS
DIVISION (DDSD): Director’s Release:
Consumer Record Requirements eff. 11/1/2012
Ill. Requirement Amendments(s) or
Clarifications:

A. All case management, living supports,
customized in-home supports, community
integrated employment and customized
community supports providers must maintain
records for individuals served through DD Waiver

Based on record review, the Agency did not
maintain a complete and confidential case file at
the administrative office for 3 of 51 individuals.

Review of the Agency individual case files
revealed the following items were not found,
incomplete, and/or not current:

¢ ISP Signature Page
° Not Fully Constituted IDT (No evidence of
Individual involvement) (#18)

° Not Fully Constituted IDT (No evidence of
guardian involvement) (#33)

e ISP Teaching & Support Strategies
° Individual #10 - TSS not found for:

° Work/Learn Outcome Statement:
» "..will gain an understanding of
income limitations for DDW benefits."

» "...will participate in job development.”

Provider:

State your Plan of Correction for the
deficiencies cited in this tag here (How is the
deficiency going to be corrected? This can be
specific to each deficiency cited or if possible an
overall correction?): —

Provider:

Enter your ongoing Quality
Assurance/Quality Improvement processes
as it related to this tag number here (What is
going to be done? How many individuals is this
going to affect? How often will this be completed?
Who is responsible? What steps will be taken if
issues are found?): —
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in accordance with the Individual Case File Matrix
incorporated in this director’s release.

H. Readily accessible electronic records are
accessible, including those stored through the
Therap web-based system.

Developmental Disabilities (DD) Waiver Service
Standards effective 4/1/2007

CHAPTER 1 Il. PROVIDER AGENCY
REQUIREMENTS: The objective of these
standards is to establish Provider Agency policy,
procedure and reporting requirements for DD
Medicaid Waiver program. These requirements
apply to all such Provider Agency staff, whether
directly employed or subcontracting with the
Provider Agency. Additional Provider Agency
requirements and personnel qualifications may
be applicable for specific service standards.

D. Provider Agency Case File for the
Individual: All Provider Agencies shall maintain
at the administrative office a confidential case
file for each individual. Case records belong to
the individual receiving services and copies shall
be provided to the receiving agency whenever
an individual changes providers. The record
must also be made available for review when
requested by DOH, HSD or federal government
representatives for oversight purposes. The
individual’'s case file shall include the following
requirements:

(1) Emergency contact information, including the
individual’'s address, telephone number,
names and telephone numbers of relatives,
or guardian or conservator, physician's
name(s) and telephone number(s), pharmacy
name, address and telephone number, and
health plan if appropriate;
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(2) The individual’'s complete and current ISP,
with all supplemental plans specific to the
individual, and the most current completed
Health Assessment Tool (HAT);

(3) Progress notes and other service delivery
documentation;

(4) Crisis Prevention/Intervention Plans, if there
are any for the individual,

(5) A medical history, which shall include at least
demographic data, current and past medical
diagnoses including the cause (if known) of
the developmental disability, psychiatric
diagnoses, allergies (food, environmental,
medications), immunizations, and most
recent physical exam;

(6) When applicable, transition plans completed
for individuals at the time of discharge from
Fort Stanton Hospital or Los Lunas Hospital
and Training School; and

(7) Case records belong to the individual
receiving services and copies shall be
provided to the individual upon request.

(8) The receiving Provider Agency shall be
provided at a minimum the following records
whenever an individual changes provider
agencies:

(a) Complete file for the past 12 months;

(b) ISP and quarterly reports from the current
and prior ISP year;

(c) Intake information from original admission
to services; and

(d) When applicable, the Individual
Transition Plan at the time of discharge
from Los Lunas Hospital and Training
School or Ft. Stanton Hospital.
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Tag # 4C07.2 Person Centered Assessment
and Career Development Plan

Standard Level Deficiency

New Mexico Department of Health (DOH)
Developmental Disabilities Supports Division
(DDSD) DIRECTOR’S RELEASE (DR) #:
16.01.01 EFFECTIVE DATE: January 15, 2016
Rescind Policy Number: VAP-001; Procedure
Number: VAPP-001

I. SUMMARY: Effective January 15, 2016, the
Department of Health/Developmental
Disabilities Supports Division (DDSD)
rescinded the Vocational Assessment Profile
Policy (VAP-001) and Vocational Assessment
Profile Procedure for Individuals on the
Developmental Disabilities Waiver Who Are
and Who Are Not Jackson Class Members
(VAPP-001) dated July 16, 2008.

Il. REQUIREMENTS AND CLARIFICATIONS:
To replace this policy and procedure, it is the
expectation that providers who support
individuals on the Developmental Disabilities
Waiver (DDW) complete an annual person-
centered assessment. This is a requirement
for all DD Waiver recipients who receive
Customized Community Supports and/or
Community Integrated Employment services,
including Jackson Class Members who
receive Community Inclusion Services. In
addition, for new allocations, individuals
transferring from Mi Via Waiver services to
traditional DD Waiver services, or for
individuals who are new to a provider or are
requesting a service for the first time, a
person-centered assessment shall be
completed within 90 days.

A person-centered assessment is a tool to
elicit information about a person. The tool is

Based on record review the Agency did not
maintain a complete and confidential case file at
the administrative office for 1 of 51 individuals.

Review of the Agency individual case files
revealed the following items were not found,
incomplete, and/or not current:

Person Centered Assessment
° Not found (#10)

Provider:

State your Plan of Correction for the
deficiencies cited in this tag here (How is the
deficiency going to be corrected? This can be
specific to each deficiency cited or if possible an
overall correction?): —

Provider:

Enter your ongoing Quality
Assurance/Quality Improvement processes
as it related to this tag number here (What is
going to be done? How many individuals is this
going to affect? How often will this be completed?
Who is responsible? What steps will be taken if
issues are found?): —
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to be used for person-centered planning and
collecting information that shall be included in
the Individual Service Plan (ISP). A person-
centered assessment should contain, at a
minimum: Information about the individual’s
background and current status, the
individual’s strengths, interests, conditions for
success to integrate into the community,
including conditions for job success (for
individuals who are working or wish to work),
and support needs for the individual. A
person-centered assessment must include
individual and/or family involvement.
Additionally, information from staff members
who are closest to the individual and who
know the individual the best should be
included in the assessment.

A new person-centered assessment should
be completed at least every five years. If
there is a significant change in an individual’s
circumstance, a new assessment will be
required sooner. Person-centered
assessments should reviewed and be
updated annually. Changes to the updated
assessment should be signed and dated in
order to demonstrate that the assessment
was reviewed.
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Tag # 4C09 Secondary FOC

Standard Level Deficiency

Developmental Disabilities (DD) Waiver Service
Standards effective 11/1/2012 revised 4/23/2013;
6/15/2015

CHAPTER 4 (CMgt) 2. Service Requirements
C. Individual Service Planning: v. Secondary
Freedom of Choice Process:

A. The Case Manager will obtain a current
Secondary Freedom of Choice (FOC) form
that includes all service providers offering
services in that region;

B. The Case Manager will present the
Secondary FOC form for each service to the
individual or authorized representative for
selection of direct service providers; and

C. At least annually, rights and responsibilities
are reviewed with the recipients and
guardians and they are reminded they may
change providers and/or the types of services
they receive. At this time, Case Managers
shall offer to review the current Secondary
FOC list with individuals and guardians. If
they are interested in changing providers or
service types, a new Secondary FOC shall be
completed.

Developmental Disabilities (DD) Waiver Service
Standards effective 4/1/2007

CHAPTER 4 Ill. CASE MANAGEMENT
SERVICE REQUIREMENTS: G.Secondary
Freedom of Choice Process

(1) The Case Management Provider Agency will
ensure that it maintains a current Secondary
Freedom of Choice (FOC) form that includes all
service providers offering services in that region.

Based on record review, the Agency did not
maintain the Secondary Freedom of Choice
documentation (for current services) and/or
ensure individuals obtained all services through
the Freedom of Choice Process for 4 of 51
individuals.

Review of the Agency individual case files
revealed 6 out of 226 Secondary Freedom of
Choices were not found and/or not agency
specific to the individual’s current services:
e Secondary Freedom of Choice
°  Customized Community Supports (#6)
°  Adult Habilitation (#4)
°  Customized In-Home Supports (#7)

°  Behavior Consultation (#6, 42)

°  Non-Medical Transportation (#7)

Provider:

State your Plan of Correction for the
deficiencies cited in this tag here (How is the
deficiency going to be corrected? This can be
specific to each deficiency cited or if possible an
overall correction?): —

Provider:

Enter your ongoing Quality
Assurance/Quality Improvement processes
as it related to this tag number here (What is
going to be done? How many individuals is this
going to affect? How often will this be completed?
Who is responsible? What steps will be taken if
issues are found?): —
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(2) The Case Manager will present the
Secondary FOC form to the individual or
authorized representative for selection of direct
service providers.

(3) Atleast annually, at the time rights and
responsibilities are reviewed, individuals and
guardians served will be reminded that they may
change providers at any time, as well as change
types of services. At this time, Case Managers
shall offer to review the current Secondary FOC
list with individuals and guardians served. If they
are interested in changing, a new FOC shall be
completed.
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Tag # 4C12 Monitoring & Evaluation of
Services

Standard Level Deficiency

Developmental Disabilities (DD) Waiver Service
Standards effective 11/1/2012 revised 4/23/2013;
6/15/2015

CHAPTER 4 (CMgt) 2. Service Requirements: D.
Monitoring And Evaluation of Service Delivery:
1. The Case Manager shall use a formal ongoing
monitoring process to evaluate the quality,
effectiveness, and appropriateness of services and
supports provided to the individual specified in the
ISP.

2. Monitoring and evaluation activities shall
include, but not be limited to:

a. The case manager is required to meet face-to-
face with adult DDW participants at least
twelve (12) times annually (1 per month) as
described in the ISP.

b. Parents of children served by the DDW may
receive a minimum of four (4) visits per year,
as established in the ISP. When a parent
chooses fewer than twelve (12) annual units of
case management, the parent is responsible
for the monitoring and evaluating services
provided in the months case management
services are not received.

c. No more than one (1) IDT Meeting per quarter
may count as a face- to-face contact for adults
(including Jackson Class members) living in
the community.

d. Jackson Class members require two (2) face-
to-face contacts per month, one (1) of which
must occur at a location in which the individual
spends the majority of the day (i.e., place of
employment, habilitation program); and one
must occur at the individual’s residence.

e. For non-Jackson Class members, who receive
a Living Supports service, at least one face-to-
face visit shall occur at the individual’'s home
quarterly; and at least one face- to-face visit

Based on record review, the Agency did not use
a formal ongoing monitoring process that
provides for the evaluation of quality,
effectiveness, and appropriateness of services
and supports provided to the individual for 4 of
51 individuals.
Review of the Agency individual case files
revealed face-to-face visits were no being
completed as required by standard (2 b, c &
d) for the following individuals:
Individual #7 (Non-Jackson)
e Two site visits were noted between 6/2016 &

5/2017.

°  6/06/2016 — IDT / Home Visit

° 7/20/2016 - Site Visit

° 8/08/2016 — IDT

° 9/12/2016 — IDT / Site Visit

° 10/10/2016 - IDT

° 11/14/2016 - Home Visit

° 12/12/2016 - IDT

° 1/09/2017 — Home Visit

°  2/06/2017 — Home Visit

° 3/14/2017 — Home Visit

°  4/10/2017 — Home Visit

° 5/15/2017 — Home Visit

Provider:

State your Plan of Correction for the
deficiencies cited in this tag here (How is the
deficiency going to be corrected? This can be
specific to each deficiency cited or if possible an
overall correction?): —

Provider:

Enter your ongoing Quality
Assurance/Quality Improvement processes
as it related to this tag number here (What is
going to be done? How many individuals is this
going to affect? How often will this be completed?
Who is responsible? What steps will be taken if
issues are found?): —
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shall occur at the day program quarterly if the
individual receives Customized Community
Supports or Community Integrated
Employment services. The third quarterly visit
is at the discretion of the Case Manager.

3. It is appropriate to conduct face-to-face visits
with the individual either during times when the
individual is receiving services, or times when the
individual is not receiving a service. The
preferences of the individual shall be taken into
consideration when scheduling a visit.

4. Visits may be scheduled in advance or be
unannounced, depending on the purpose of the
monitoring of services.

5. The Case Manager must ensure at least
quarterly that:

a. Applicable Medical Emergency Response
Plans and/or BCIPs are in place in the
residence and at the day services location(s) for
all individuals who have chronic medical
condition(s) with potential for life threatening
complications, or individuals with behavioral
challenge(s) that pose a potential for harm to
themselves or others; and

b. All applicable current Healthcare plans,
Comprehensive Aspiration Risk Management
Plan (CARMP), Positive Behavior Support Plan
(PBSP or other applicable behavioral support
plans (such as BCIP, PPMP, or RMP), and
written Therapy Support Plans are in place in
the residence and day service sites for
individuals who receive Living Supports and/or
Customized Community Supports (day
services), and who have such plans.

6. The Case Managers will report all suspected
abuse, neglect or exploitation as required by New
Mexico Statutes;

(Note: Documentation provided for Individual #7
during reconciliation indicated a site visit was
completed on 1/9/2017; however, document
provided had home visit crossed out and “CV”
(site visit) written in. Contents of document
indicated visit was completed at the home. No
other supporting evidence was provided to
explain how this visit changed from a home visit
to a site visit.)

Individual #12 (Jackson)
e No home visit was noted for 9/2016.
° 9/1/2016 — IDT (TEASC) / Site visit.
° 9/7/2016 — IDT Meeting / Site visit.
Individual #13 (Non-Jackson)
e Three home visits were noted between 6/2016
& 5/2017.
°  6/17/2016 — Site Visit
° 7/20/2016 - IDT
° 8/15/2016 - Site Visit
° 9/15/2016 - IDT / Site Visit
° 10/10/2016 - IDT
° 11/07/2016 - Home Visit
° 12/14/2016 - Home Visit
° 1/12/2017 - Site Visit
°  2/13/2017 - Home Visit

°  3/16/2017 - Site Visit
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7. If concerns regarding the health or safety of the
individual are documented during monitoring or
assessment activities, the Case Manager shall
immediately notify appropriate supervisory
personnel within the Provider Agency and
document the concern. In situations where the
concern is not urgent the provider agency will be
allowed up to fifteen (15) business days to
remediate or develop an acceptable plan of
remediation.

8. If the Case Manager’s reported concerns are not
remedied by the Provider Agency within a
reasonable, mutually agreed period of time, the
concern shall be reported in writing to the
respective DDSD Regional Office:

a. Submit the DDSD Regional Office Request for
Intervention form (RORI); including
documentation of requests and attempts (at
least two) to resolve the issue(s).

b.The Case Management Provider Agency will
keep a copy of the RORI in the individual’s
record.

9. Conduct an online review in the Therap system
to ensure that electronic Comprehensive Health
Assessment Tools (e-CHATSs) and Health
Passports are current for those individuals selected
for the Quarterly ISP QA Review.

10. The Case Manager will ensure Living Supports
are delivered in accordance with standards,
including the minimum of thirty (30) hours per week
of planned activities outside the residence. If the
planned activities are not possible due to the needs
of the individual, the ISP will contain an outcome
that addresses an appropriate level of community
integration for the individual. These activities do
not need to be limited to paid supports but may
include independent or leisure activities with

°  4/06/2017 - Site Visit
° 5/4/2017 - IDT

(Note: Documentation provided for Individual
#13 during reconciliation indicated a home visit
was completed on 1/12/2017; however, location
of the visit only stated the agency’s name and
was not clear if the visit took place at the day
program site or the residential site. No other
supporting evidence was provided. Also, the
case manager visit on 9/15/2016 was originally
reconciled as a home visit but documentation
provided indicated it was an IDT which took
place at the day site. Documentation for the
“home visit” on 6/17/2016 was not provided but
per original documentation the visit from only
stated the agency’s name.)

Individual #32 (Non-Jackson)

e Two site visits were noted between 6/2016 &
5/2017.

° 6/1/2016 — Home Visit

° 7/8/2016 - Home Visit

°  8/4/2016 - Home Visit

°  9/4/2016 - Home Visit

° 10/13/2016 - Home Visit

° 11/6/2016 - Home Visit

° 12/6/2016 - Home Visit

° 1/19/2017 - Site Visit

° 2/28/2017 - Home visit

QMB Report of Findings — Unidas Case Management Inc. — Metro and Northeast Regions — July 07 - 17, 2017 (Extended Aug. 23 — Oct. 4, 2017)

Survey Report #: Q.18.1.DDW.D3434.2/5.RTN.01.17.285

Page 22 of 38




natural supports appropriate to the needs of
individual.

11. For individuals with Intensive Medical Living
Services, the IDT is not required to plan for at least
thirty (30) hours per week of planned activities
outside of the residence.

12. Case Managers shall facilitate and maintain
communication with the individual, guardian,
his/her representative, other IDT members,
providers and other relevant parties to ensure the
individual receives maximum benefit from his/her
services. The Case Managers ensures any
needed revisions to the service plan are made,
where indicated. Concerns identified through
communication with teams that are not remedied
within a reasonable period of time shall be reported
in writing to the respective DDSD Regional Office
on a RORI form.

Developmental Disabilities (DD) Waiver Service
Standards effective 4/1/2007

CHAPTER 4 Ill. CASE MANAGEMENT SERVICE
REQUIREMENTS: J. Case Manager
Monitoring and Evaluation of Service Delivery
(1) The Case Manager shall use a formal ongoing
monitoring process that provides for the evaluation
of quality, effectiveness, and appropriateness of
services and supports provided to the individual as
specified in the ISP.

(2) Monitoring and evaluation activities shall

include, but not be limited to:

(a) Face-To-Face Contact: A minimum of twelve
(12) face-to-face contact visits annually (1 per
month) is required to occur between the Case
Manager and the individual served as described
in the ISP; an exception is that children may
receive a minimum of four visits per yeatr;

(b) Jackson Class members require two (2) face-
to—face contacts per month, one of which

° 3/10/2017 — Home Visit
°  4/5/2017 — Home Visit
° 5/5/2017 - Site Visit
(Note: No documentation provided during the

extended review to verify additional site visits
occurred for Individual #32.)
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occurs at a location in which the individual
spends the majority of the day (i.e., place of
employment, habilitation program) and one at
the person’s residence;

(c) For non-Jackson Class members who receive
Community Living Services, at least every other
month, one of the face-to-face visits shall occur
in the individual’s residence;

(d) For adults who are not Jackson Class members
and who do not receive Community Living
Services, at least one face-to-face visit per
quarter shall be in his or her home;

(e) If concerns regarding the health or safety of the
individual are documented during monitoring or
assessment activities, the Case Manager shall
immediately notify appropriate supervisory
personnel within the Provider Agency and
document the concern. If the reported concerns
are not remedied by the Provider Agency within
a reasonable, mutually agreed period of time,
the concern shall be reported in writing to the
respective DDSD Regional Office and/or the
Division of Health Improvement (DHI) as
appropriate to the nature of the concern. Unless
the nature of the concern is urgent, no more
than fifteen (15) working days shall be allowed
for remediation or development of an
acceptable plan of remediation. This does not
preclude the Case Managers’ obligation to
report abuse, neglect or exploitation as required
by New Mexico Statute.

(f) Service monitoring for children: When a parent
chooses fewer than twelve (12) annual units of
case management, the Case Manager will
inform the parent of the parent’s responsibility
for the monitoring and evaluation activities
during the months he or she does not receive
case management services,

(9) It is appropriate to conduct face-to-face visits
with the individual both during the time the
individual is receiving a service and during
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times the individual is not receiving a service.
The preferences of the individual shall be taken
into consideration when scheduling a visit. Visits
may be scheduled in advance or be
unannounced visits depending on the nature of
the need in monitoring service delivery for the
individual.

(h) Communication with IDT members: Case
Managers shall facilitate and maintain
communication with the individual or his or her
representative, other IDT members, providers
and other relevant parties to ensure the
individual receives maximum benefit of his or
her services. Case Managers need to ensure
that any needed adjustments to the service plan
are made, where indicated. Concerns identified
through communication with teams that are not
remedied within a reasonable period of time
shall be reported in writing to the respective
regional office and/or the Division of Health
Improvements, as appropriate to the concerns.
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Tag # 4C15.1 - QA Requirements - Annual /
Semi-Annual Reports & Provider Semi -
Annual / Quarterly Reports

Standard Level Deficiency

7.26.5.17 DEVELOPMENT OF THE
INDIVIDUAL SERVICE PLAN (ISP) -
DISSEMINATION OF THE ISP,
DOCUMENTATION AND COMPLIANCE:

C. Objective quantifiable data reporting progress
or lack of progress towards stated outcomes,
and action plans shall be maintained in the
individual’'s records at each provider agency
implementing the ISP. Provider agencies shall
use this data to evaluate the effectiveness of
services provided. Provider agencies shall
submit to the case manager data reports and
individual progress summaries quarterly, or
more frequently, as decided by the IDT.

These reports shall be included in the
individual's case management record, and used
by the team to determine the ongoing
effectiveness of the supports and services being
provided. Determination of effectiveness shall
result in timely modification of supports and
services as needed.

Developmental Disabilities (DD) Waiver Service
Standards effective 11/1/2012 revised 4/23/2013;
6/15/2015

CHAPTER 4 (CMgt) 2. Service Requirements:
C. Individual Service Planning: The Case
Manager is responsible for ensuring the ISP
addresses all the participant’'s assessed needs
and personal goals, either through DDW waiver
services or other means. The Case Manager
ensures the ISP is updated/revised at least
annually; or when warranted by changes in the
participant’s needs.

1. The ISP is developed through a person-
centered planning process in accordance with

Based on record review, the Agency did not
ensure that reports and the ISP met required
timelines and included the required contents for
1 of 51 individuals.

Review of the Agency individual case files
revealed no evidence of quarterly/bi-annual
reports for the following:

e Community Integrated Employment Semi-
Annual Reports:
° Individual #10 — None found for December
2016 — May 2017. (Term of ISP 12/1/2016 -
11/30/2017).

Provider:

State your Plan of Correction for the
deficiencies cited in this tag here (How is the
deficiency going to be corrected? This can be
specific to each deficiency cited or if possible an
overall correction?): —

Provider:

Enter your ongoing Quality
Assurance/Quality Improvement processes
as it related to this tag number here (What is
going to be done? How many individuals is this
going to affect? How often will this be completed?
Who is responsible? What steps will be taken if
issues are found?): —
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the rules governing ISP development [7.26.5
NMAC] and includes:

b. Sharing current assessments, including the
SIS assessment, semi-annual and quarterly
reports from all providers, including therapists
and BSCs. Current assessment shall be
distributed by the authors to all IDT members
at least fourteen (14) calendar days prior to
the annual IDT Meeting, in accordance with
the DDSD Consumer File Matrix
Requirements. The Case Manager shall
notify all IDT members of the annual IDT
meeting at least twenty-one (21) calendar
days in advance:

D. Monitoring And Evaluation of Service
Delivery:

1. The Case Manager shall use a formal
ongoing monitoring process to evaluate the
quality, effectiveness, and appropriateness of
services and supports provided to the individual
specified in the ISP.

5. The Case Manager must ensure at least
quarterly that:

a. Applicable Medical Emergency Response
Plans and/or BCIPs are in place in the
residence and at the day services
location(s) for all individuals who have
chronic medical condition(s) with potential
for life threatening complications, or
individuals with behavioral challenge(s) that
pose a potential for harm to themselves or
others; and

b. All applicable current Healthcare plans,
Comprehensive Aspiration Risk
Management Plan (CARMP), Positive
Behavior Support Plan (PBSP or other
applicable behavioral support plans (such
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as BCIP, PPMP, or RMP), and written
Therapy Support Plans are in place in the
residence and day service sites for
individuals who receive Living Supports
and/or Customized Community Supports
(day services), and who have such plans.

6. The Case Managers will report all suspected
abuse, neglect or exploitation as required by
New Mexico Statutes;

7. If concerns regarding the health or safety of
the individual are documented during monitoring
or assessment activities, the Case Manager
shall immediately notify appropriate supervisory
personnel within the Provider Agency and
document the concern. In situations where the
concern is not urgent the provider agency will be
allowed up to fifteen (15) business days to
remediate or develop an acceptable plan of
remediation.

8. If the Case Manager’s reported concerns are
not remedied by the Provider Agency within a
reasonable, mutually agreed period of time, the
concern shall be reported in writing to the
respective DDSD Regional Office:

a. Submit the DDSD Regional Office Request
for Intervention form (RORI); including
documentation of requests and attempts (at
least two) to resolve the issue(s).

b. The Case Management Provider Agency
will keep a copy of the RORI in the
individual’s record.

9. Conduct an online review in the Therap
system to ensure that electronic Comprehensive
Health Assessment Tools (e-CHATSs) and Health
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Passports are current for those individuals
selected for the Quarterly ISP QA Review.

10. The Case Manager will ensure Living
Supports are delivered in accordance with
standards, including the minimum of thirty (30)
hours per week of planned activities outside the
residence. If the planned activities are not
possible due to the needs of the individual, the
ISP will contain an outcome that addresses an
appropriate level of community integration for
the individual. These activities do not need to
be limited to paid supports but may include
independent or leisure activities with natural
supports appropriate to the needs of individual.

11. For individuals with Intensive Medical Living
Services, the IDT is not required to plan for at
least thirty (30) hours per week of planned
activities outside of the residence.

Developmental Disabilities (DD) Waiver Service

Standards effective 4/1/2007

CHAPTER 4 IV. CASE MANAGEMENT

PROVIDER AGENCY REQUIREMENTS

C. Quality Assurance Requirements: Case
Management Provider Agencies will use an
Internal Quality Assurance and Improvement
Plan that must be submitted to and reviewed
by the Statewide Case Management
Coordinator, that shall include but is not
limited to the following:

(1) Case Management Provider Agencies are to:
(a) Use aformal ongoing monitoring protocol
that provides for the evaluation of quality,
effectiveness and continued need for
services and supports provided to the
individual. This protocol shall be written
and its implementation documented.
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(b) Assure that reports and ISPs meet required
timelines and include required content.

(c) Conduct a quarterly review of progress
reports from service providers to verify that
the individual’s desired outcomes and
action plans remain appropriate and
realistic.

(i) If the service providers’ quarterly reports
are not received by the Case
Management Provider Agency within
fourteen (14) days following the end of
the quarter, the Case Management
Provider Agency is to contact the service
provider in writing requesting the report
within one week from that date.

(ii) If the quarterly report is not received
within one week of the written request,
the Case Management Provider Agency
is to contact the respective DDSD
Regional Office in writing within one
business day for assistance in obtaining
required reports.

(d) Assure at least quarterly that Crisis
Prevention/Intervention Plans are in place
in the residence and at the Provider Agency
of the Day Services for all individuals who
have chronic medical condition(s) with
potential for life threatening complications
and/or who have behavioral challenge(s)
that pose a potential for harm to themselves
or others.

(e) Assure at least quarterly that a current
Health Care Plan (HCP) is in place in the
residence and day service site for
individuals who receive Community Living
or Day Services and who have a HAT score
of 4, 5, or 6. During face-to-face visits and
review of quarterly reports, the Case
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(f)

@

(h)

0

0

Manager is required to verify that the Health
Care Plan is being implemented.

Assure that Community Living Services are
delivered in accordance with standards,
including responsibility of the IDT Members
to plan for at least 30 hours per week of
planned activities outside the residence. If
this is not possible due to the needs of the
individual, a goal shall be developed that
focuses on appropriate levels of community
integration. These activities do not need to
be limited to paid supports but may include
independent or leisure activities appropriate
to the individual.

Perform annual satisfaction surveys with
individuals regarding case management
services. A copy of the summary is due
each December 10" to the respective
DDSD Regional Office, along with a
description of actions taken to address
suggestions and problems identified in the
survey.

Maintain regular communication with all
providers delivering services and products
to the individual.

Establish and implement a written
grievance procedure.

Notify appropriate supervisory personnel
within the Provider Agency if concerns are
noted during monitoring or assessment
activities related to any of the above
requirements. If such concerns are not
remedied by the Provider Agency within a
reasonable mutually agreed period of time,
the concern shall be reported in writing to
the respective DDSD Regional Office
and/or DHI as appropriate to the nature of
the concern. This does not preclude Case
Managers’ obligations to report abuse,
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neglect or exploitation as required by New
Mexico Statute.

(k) Utilize and submit the “Request for DDSD
Regional Office Intervention” form as
needed, such as when providers are not
responsive in addressing a quality
assurance concern. The Case Management
Provider Agency is required to keep a copy
in the individual’s file.

(2) Case Managers and Case Management
Provider Agencies are required to promote
and comply with the Case Management Code
of Ethics:

(a) Case Managers shall provide the
individual/guardian with a copy of the Code
of Ethics when Addendum A is signed.

(b) Complaints against a Case Manager for
violation of the Code of Ethics brought to
the attention of DDSD will be sent to the
Case Manager’s supervisor who is required
to respond within 10 working days to DDSD
with detailed actions taken. DDSD reserves
the right to forward such complaints to the
IRC.
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Standard of Care

Deficiencies

Agency Plan of Correction, On-going QA/QI
& Responsible Party

Date
Due

Service Domain: Health and Welfare — The state, on an ongoing basis, identifies, addresses and seeks to prevent occurrences of abuse, neglect and

exploitation. Individuals shall be afforded their basic human rights. The provider supports individuals

to access needed healthcare services in a timely manner.

Tag # 1A08.2 Agency Case File -
Healthcare Requirements & Follow-up

Developmental Disabilities (DD) Waiver Service
Standards effective 11/1/2012 revised 4/23/2013;
6/15/2015

CHAPTER 4 (CMgt) I. Case Management
Services: 1. Scope of Services: S. Maintain a
complete record for the individual’'s DDW
services, as specified in DDSD Consumer
Records Requirements Policy;

DEVELOPMENTAL DISABILITIES SUPPORTS
DIVISION (DDSD): Director’s Release:
Consumer Record Requirements eff. 11/1/2012
Ill. Requirement Amendments(s) or
Clarifications:

A. All case management, living supports,
customized in-home supports, community
integrated employment and customized
community supports providers must maintain
records for individuals served through DD Waiver
in accordance with the Individual Case File Matrix
incorporated in this director’s release.

H. Readily accessible electronic records are
accessible, including those stored through the
Therap web-based system.

Developmental Disabilities (DD) Waiver Service
Standards effective 4/1/2007

CHAPTER 1 Il. PROVIDER AGENCY
REQUIREMENTS: The objective of these
standards is to establish Provider Agency policy,
procedure and reporting requirements for DD
Medicaid Waiver program. These requirements

Based on record review, The Agency did not
maintain a complete and confidential case file at
the administrative office for 1 of 51 individuals.

Review of the administrative individual case files
revealed the following items were not found,
incomplete, and/or not current:

e Blood Levels
° Individual #28 - As indicated by collateral
documentation reviewed, lab work was
ordered on 8/13/2016. No documented
evidence of the lab work being completed
was found.

Provider:

State your Plan of Correction for the
deficiencies cited in this tag here (How is the
deficiency going to be corrected? This can be
specific to each deficiency cited or if possible an
overall correction?): —

Provider:

Enter your ongoing Quality
Assurance/Quality Improvement processes
as it related to this tag number here (What is
going to be done? How many individuals is this
going to affect? How often will this be completed?
Who is responsible? What steps will be taken if
issues are found?): —
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apply to all such Provider Agency staff, whether
directly employed or subcontracting with the
Provider Agency. Additional Provider Agency
requirements and personnel qualifications may
be applicable for specific service standards.

D. Provider Agency Case File for the
Individual: All Provider Agencies shall maintain
at the administrative office a confidential case
file for each individual. Case records belong to
the individual receiving services and copies shall
be provided to the receiving agency whenever
an individual changes providers. The record
must also be made available for review when
requested by DOH, HSD or federal government
representatives for oversight purposes. The
individual’s case file shall include the following
requirements:

(1) Emergency contact information, including the
individual’'s address, telephone number,
names and telephone numbers of relatives,
or guardian or conservator, physician's
name(s) and telephone number(s), pharmacy
name, address and telephone number, and
health plan if appropriate;

(2) The individual’s complete and current ISP,
with all supplemental plans specific to the
individual, and the most current completed
Health Assessment Tool (HAT);

(3) Progress notes and other service delivery
documentation;

(4) Crisis Prevention/Intervention Plans, if there
are any for the individual,

(5) A medical history, which shall include at least
demographic data, current and past medical
diagnoses including the cause (if known) of
the developmental disability, psychiatric
diagnoses, allergies (food, environmental,
medications), immunizations, and most
recent physical exam;
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(6) When applicable, transition plans completed
for individuals at the time of discharge from
Fort Stanton Hospital or Los Lunas Hospital
and Training School; and

(7) Case records belong to the individual
receiving services and copies shall be
provided to the individual upon request.

(8) The receiving Provider Agency shall be
provided at a minimum the following records
whenever an individual changes provider
agencies:

(a) Complete file for the past 12 months;

(b) ISP and quarterly reports from the current
and prior ISP year;

(c) Intake information from original admission
to services; and

(d) When applicable, the Individual
Transition Plan at the time of discharge
from Los Lunas Hospital and Training
School or Ft. Stanton Hospital.
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Standard of Care Deficiencies Agency Plan of Correction, On-going QA/QI Date
& Responsible Party Due

Service Domain: Medicaid Billing/Reimbursement — State financial oversight exists to assure that claims are coded and paid for in accordance with the
reimbursement methodology specified in the approved waiver.

TAG #1A12 All Services Reimbursement (No Deficiencies)

NMAC 8.302.1.17 Effective Date 9-15-08

Record Keeping and Documentation Requirements - A provider must maintain all the records necessary to fully disclose the nature, quality, amount and
medical necessity of services furnished to an eligible recipient who is currently receiving or who has received services in the past.

Detail Required in Records - Provider Records must be sufficiently detailed to substantiate the date, time, eligible recipient name, rendering, attending, ordering
or prescribing provider; level and quantity of services, length of a session of service billed, diagnosis and medical necessity of any service . . . Treatment plans or
other plans of care must be sufficiently detailed to substantiate the level of need, supervision, and direction and service(s) needed by the eligible recipient.
Services Billed by Units of Time -

Services billed on the basis of time units spent with an eligible recipient must be sufficiently detailed to document the actual time spent with the eligible recipient
and the services provided during that time unit.

Records Retention - A provider who receives payment for treatment, services or goods must retain all medical and business records relating to any of the
following for a period of at least six years from the payment date:

(1) treatment or care of any eligible recipient

(2) services or goods provided to any eligible recipient

(3) amounts paid by MAD on behalf of any eligible recipient; and

(4) any records required by MAD for the administration of Medicaid.

Billing for Case Management services was reviewed for 51 of 51 individuals. Progress notes and billing records supported billing activities for the months of March,
April and May 2017.
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NEW MEXICO

SUSANA MARTINEZ, GOVERNOR “EA[JI( LYNN GALLAGHER, CABINET SECRETARY
Date: December 13, 2017
To: Kristin Pasquini-Johnson, Quality Assurance Director / Co-Owner /
Executive Director
Provider: Unidas Case Management, Inc.
Address: 3301 Candelaria NE, Suite D.
City/State/Zip: Albuquerque, New Mexico 87107
E-mail Address: kpjohnson@unidascm.org
CC: Scott Newland, President, Board of Directors
E-Mail Address: rscottnewland@gmail.com
Region: Metro and Northeast
Survey Date: July 7 — 17, 2017 (Extended Aug 23 — Oct 4, 2017)

Program Surveyed: Developmental Disabilities Waiver
Service Surveyed: 2007 & 2012 Case Management

Survey Type: Routine

Dear Ms. Johnson and Mr. Newland;

The Division of Health Improvement/Quality Management Bureau has received, reviewed and
approved the supporting documents you submitted for your Plan of Correction. The documents

you provided verified that all previously cited survey Deficiencies have been corrected.

The Plan of Correction process is now complete.

Furthermore, your agency is now determined to be in Compliance with all Conditions of
Participation.

To maintain ongoing compliance with standards and regulations, continue to use the Quality
Assurance (self-auditing) processes you described in your Plan of Correction.

Consistent use of these Quality Assurance processes will enable you to identify and promptly
respond to problems, enhance your service delivery, and result in fewer deficiencies cited in
future QMB surveys.

Thank you for your cooperation with the Plan of Correction process, for striving to come into
compliance with standards and regulations, and for helping to provide the health, safety and
personal growth of the people you serve.
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Sincerely,

Ananda Castareda

Amanda Castafeda
Plan of Correction Coordinator
Quality Management Bureau/DHI

Q.18.1.DDW.D3434.2/5.RTN.09.17.347
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