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 SECTION 1:

Introduction to NCQA

The National Committee for Quality Assurance (NCQA) has a long history of developing evaluation products
and programs to meet identified needs. The release of NCQA’s Case Management (CM) for Long Term
Services and Supports (LTSS) Accreditation program and the LTSS Distinction module creates an opportunity for
community-based organizations (CBO), health plans, case management organizations and managed behavioral
healthcare organizations to demonstrate their ability to deliver LTSS and coordinate with other health care and
service providers, people and organizations. These accreditation and distinction programs promise to improve
outcomes for people with LTSS needs; however, organizations new to LTSS or to NCQA Accreditation may need
support to meet the standards.
This roadmap will help organizations understand the accreditation process and standards, and will guide them
through the steps of preparing for the accreditation review process. It complements the LTSS standards and
provides examples, tools and resources you can use to prepare your organization for the accreditation journey.
The roadmap includes a variety of resources to help organizations consider different ways to meet the standards
for LTSS. Many of the tools and examples are taken (in whole or in part) from real organizations. Some
examples are composites of a variety of sources; a few are invented to illustrate key points. Nothing contained
in this roadmap is intended to be prescriptive—there are many ways to meet a standard. Each resource is
an example only, intended to illustrate one way to meet part of a standard. Organizations are free to use the
materials contained in this roadmap and to adapt them to fit their circumstances.
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 SECTION 2:

Quick Guide to Getting Started

Icons are used throughout the roadmap to identify and highlight the LTSS standards in Section 4, Resources for
Meeting LTSS Requirements and Types of Resources. Tables 1 and 2 below display the icons and a description
of each chapter and type of resource.
TABLE 1. Icons to LTSS Standards
ICON

DESCRIPTION

Program Description: Organizations use up-to-date evidence and professional standards to
develop their case management programs, and regularly update programs with emerging
findings and information.
Assessment Process: Organizations systematically assess the populations they serve and
have a process for conducting comprehensive assessments.

Person-Centered Care Planning and Monitoring: Organizations have a process for
developing individualized care plans that incorporate personal preferences, prioritized goals
and self-management plans, and monitor progress against those plans.
Care Transitions: Organizations have a process for managing transitions, identifying
problems that could cause unplanned care transitions and, when possible, preventing
unplanned transitions.
Measurement and Quality Improvement: Organizations measure and work to improve
participant experience, program effectiveness and active participation rates.

Rights and Responsibilities: Organizations communicate the rights and responsibilities of
participants in a case management program.
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TABLE 2. Icons for Type Resources
ICON

DESCRIPTION

Tools: Tools include surveys and organizational assessments. They include questions to ask and
forms that can be completed and customized to an organization.

Examples: Examples include sample documents that show how organizations demonstrate that
they meet standards.



Links to Resources: Resources include websites with useful information or tools related to
person-centered care, care transitions or quality improvement.



Reports, Toolkits, and Articles: Reports, toolkits and articles include useful and related
materials that are too long, or copyrighted, and could not be included in the roadmap.

 SECTION 3:

Getting Organized

A. Seek Leadership Support
Preparing for accreditation takes time and effort, and usually requires changes in organizational processes.
Often, making changes requires authority and resources. Like most large change efforts, success depends on
leadership support. Organization leadership must provide access to key decision makers and resources, while
protecting the time required to undertake the change.
Most leaders will expect to see a return on investment. The best way to convince them to invest in accreditation
is by demonstrating how it can support business goals such as expanding current revenue streams and securing
new contracts. Accreditation also presents an opportunity to enhance business operations and workflows,
resulting in more efficient use of staff time and resources. To maintain leadership support, the team should
provide regular updates, and should check in before implementing major changes.
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B. Form a LTSS Accreditation Preparation Team
Forming a team is recommended to prepare for accreditation. Although there should be one team leader,
one person alone cannot prepare an organization for accreditation. Keep in mind that change takes time
and planning while the organization prepares for accreditation, developing and implementing new policies
and procedures. The LTSS accreditation preparation team should schedule weekly meetings to plan and track
progress in a way that builds momentum. As the team begins implementing changes, it is also important to
have a plan for keeping the rest of the organization informed and involved, so that changes are coordinated.
The team’s first activity should be to carefully review the standards and identify who is responsible for activities
needed to meet each one.

C. Conduct a Gap Analysis
After the LTSS accreditation preparation team reviews the standards, it can collaborate to assess the
organization’s current performance. Critical assessment is important and should be based on what the
documented evidence proves, not on what the organization plans to do. Many organizations hire outside
consultants to help with this phase because they can be objective about the organization’s strengths and
weaknesses. It is important to understand clearly where the organization currently meets the standards and where
change is necessary.

D. Set a Timeline and Prioritize Efforts
Preparing for accreditation can take up to nine months, from preparation through accreditation review. Once
the self-assessment and gap analysis have been completed, the team needs to prioritize necessary changes.
Although there may be many areas where the organization’s current performance does not meet the standards,
they cannot all be addressed at once. The team might consider several factors in prioritizing:
•

Impact on accreditation (e.g., is it a critical factor, or a high-point standard?).

•

Level of effort required to implement change (e.g., staffing, technology, financial resource requirements).

•

Alignment and synergy with other organization activities.

Below are examples of timelines for preparing for accreditation. Exhibit 1 displays a high-level timeline for the
preparation process, including review meetings, document upload and training time frames. Exhibit 2 shows
examples of revisions needed to meet each CM standard. Exhibit 3 is a screenshot of a month-by-month action
plan (see Appendix F for a full version of this timeline).
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Exhibit 1. Case Management Review Timeline 2016
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Exhibit 2. Case Management Review and Revisions

Exhibit 3. Implementation Timeline and Survey Look-Back—Month by Month Plan of Action
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E. Implement Changes and Re-assess Performance
Once priorities are identified, it is a good time to check back in with leadership and make sure there is
agreement. The team can then “divide and conquer,” distributing the changes by area of expertise. The
team may also benefit from selecting staff to support changes in areas that are not within their usual scope of
responsibility, to broaden “outside” perspectives.
The survey tool can serve as an invaluable resource throughout the self-assessment and change process. Prior to
submitting the survey tool for review, responses can be entered and documents that support requirements can be
uploaded into the tool’s document library as changes are made. This allows the team to monitor progress and
generate a self-assessed score in real time.

SEEK
LEADERSHIP
SUPPORT
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 SECTION 4:

Resources for Meeting LTSS Requirements
NCQA’s LTSS standards provide a framework for organizations to deliver efficient, effective, person-centered care
that meets people’s needs, helps people live in their preferred setting and aligns requirements for CBOs with those
of states and managed long-term service and support (MLTSS) organizations. The standards offer a roadmap to
improvement. Organizations can use the standards to conduct a gap analysis and as a basis for improvement
activities, focusing on areas most important to individuals, payers and states.
These standards were developed through a comprehensive review of industry best practices, Stakeholder Advisory
Committee discussions, work with a learning collaborative of CBOs and MLTSS organizations and public comment.
The top-level standards are reflected in this document. Complete Standards and Guidelines for health plans, case
management organizations and managed behavioral healthcare organizations are available at ncqa.org.
There are three ways resources appear in the body of the roadmap. Short resources are included in full; longer
resources appear as screenshots, with the full resource available either in Appendix A–F, or as a clickable link
displayed as the resource title.
Note: If a click link does not work, copy and paste it into your browser (links can be found in the Bibliography).
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Table 3. LTSS Standards by Accreditation Program

CM-LTSS

LTSS Distinction (HPA/MBHO Accreditation)

LTSS Distinction (CM Accreditation)

LTSS 1: Program Description

LTSS 1A: Program Description

LTSS 1A: Program Description
LTSS 1B: Systematic Review of Evidence and
Professional Standards
LTSS 1C: Program Content Consistent With Evidence
and Professional Standards

LTSS 2: Assessment Process

LTSS 3: Person-Centered Care
Planning and Monitoring

LTSS 1B: Assessment of Health, Functioning and
Communication Needs

LTSS 1D: Assessment of Health, Functioning and
Communication Needs

LTSS 1C: Resource Assessments

LTSS 1E: Resource Assessments

LTSS 1D: Comprehensive Assessment Implementation

LTSS 1F: Comprehensive Assessment Implementation

LTSS 1E: Person-Centered Assessments

LTSS 1G: Person-Centered Assessments

LTSS 1F: Person-Centered Care Planning Process

LTSS 1H: Person-Centered Care Planning Process

LTSS 1G: Implementing the Care Planning Process

LTSS 1I: Implementing the Care Planning Process

LTSS 4: Care Transitions

LTSS 3: Care Transitions

LTSS 5: Measurement and
Quality Improvement

LTSS 2: Measure and Improve Performance

LTSS 6: Staffing, Training and
Verification

LTSS 1I: Qualifications and Assistance for LTSS
Providers

LTSS 1K: Qualifications and Assistance for LTSS
Providers

LTSS 7: Rights and
Responsibilities

LTSS 1H: Critical Incident Management System

LTSS 1J: Critical Incident Management System

LTSS 8: Delegation

LTSS 4: Delegation

LTSS 2: Delegation
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PROGRAM
DESCRIPTION

ASSESSMENT

PERSONCENTERED

CARE
TRANSITIONS

QUALITY
IMPROVEMENT

RIGHTS &
RESPONSIBILTY

CROSSCUTTING

A. Program Description
Organizations use up-to-date evidence and professional standards to develop their case management
programs, and regularly update programs with emerging findings and information.

Program Description for ABC CARE
The program description for a fictional organization preparing for CM-LTSS accreditation describes eligibility,
services provided, evidence and professional standards used in the program, goals and coordination of
services. The full example is available in Appendix A.

ABC CARE Eligibility
ABC CARE enrolls all individuals who have been screened by the state as eligible for home- and community-based
LTSS, and who opt to receive case management of their LTSS from ABC. The state determines eligibility through means
testing and through assessment of functional limitations. Under current approved waiver, individuals are eligible for
LTSS if they require moderate assistance with two or more activities of daily living (ADL), or if they require moderate
assistance with one ADL and limited assistance with three or more ADLs or instrumental activities of daily living. Upon
determination of eligibility for services, the state initiates enrollment into the CARE chosen by the individual. ABC CARE
completes enrollment of all individuals who select to use our services, and who complete the enrollment process.
ABC CARE Services
ABC provides the following services to individuals enrolled in our [PROGRAM NAME]:
•

Person-centered assessment.

•

Care planning.

•

Case management of HCBS, including meals delivery, personal attendant services, home health aide services,
acquisition and maintenance of DME, home-delivered medication, incontinence supplies, health care-related
transportation.

•

Transition support for enrolled individuals who have a short-term institutional stay (hospital or SNF) while enrolled
in the program.

•

Referral to housing, congregate dining, non-healthcare transportation, financial assistance and other community
resources available, and for which the individual may qualify.

Evidence and Professional Standards
•

ABC CARE integrates the following evidence-based assessments into its assessment process:

•

Morse Fall Scale—http://www.networkofcare.org/library/Morse%20Fall%20Scale.pdf

•

Mini-Cog—http://geriatrics.uthscsa.edu/tools/MINICog.pdf
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Partners in Care Community-Based Care Management/MSSP (2017)—Partners in Care Community-Based
Care Management (CBCM) Program Description
The program description for an organization preparing for CM-LTSS accreditation provides a program overview
and describes eligibility, services provided, program goals and evidence.
The full example is available in Appendix A.

Overview
The objective of community-based care management (CBCM) is to avoid premature placement in nursing facilities
while fostering independent living in the community; avoiding inappropriate use of hospital and emergency
department care, and maintaining functioning to the extent possible given patients’ age and health conditions.
Partners in Care Foundation (Partners) has CBCM programs of various levels of intensity and duration for different
populations, using custom-designed targeting criteria for each. In general, Partners’ programs address self-care,
behavioral health, functional, and social issues for adults with chronic physical, cognitive or emotional conditions who
are at moderate to high risk for use of facility-based care (hospital, emergency department, nursing facility). Beyond
care management itself, typical services which Partners provides patients, through referral or purchase, can include
door-through-door assisted transportation (including companion for doctors’ visits, if needed), respite care, home
modifications to ensure safety and accessibility, emergency utility payments, replacement of furniture & equipment
needed to stay safe and independent (including appliances), home-delivered meals, emergency response system,
medication management devices and services, supplementary personal assistance, housekeeper or chore service,
in-home therapy—in essence, anything required to keep a safe, healthful and secure environment and to keep
individuals in their homes at the highest level of functioning, health and independence possible.

Aging & In-Home Services of Northeast Indiana, Inc. (2017) - Case Management Program Description
The program description for an organization preparing for CM-LTSS Accreditation provides a program overview
and describes eligibility, services provided, program goals and evidence.
The full example is available in Appendix A.

I. Eligibility Criteria
a. Case Management
• Individuals must meet both financial and Medicaid eligibility requirements
• To be medically eligible for the waiver program, an individual must meet the required “Level of Care.” Level
of Care is the minimum need an individual must have to be considered eligible for the waiver, and represents
the compilation of medical, professional nursing and non-professional nursing-related needs of an individual
based on an assessment of the individual’s medical needs, physical, mental and cognitive abilities to ensure
the health, safety and well-being of the individual. For the Aged and Disabled or the Traumatic Brain Injury
Waivers, a person must be deficient in three Activities of Daily Living (ADLs) or have a skilled need.
13
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• The Level of Care is determined by Aging & In-Home Services and the Division of Aging based upon the Inter
RAI assessment and physician’s recommendation of home and community-based services, through the 450B
form. The case manager will submit this form to the client’s primary care physician for completion. The waiver
case manager will complete an annual Level of Care evaluation for waiver services.
II. Services
The Aging & In-Home Services Case Management department provides person-centered case management to
eligible clients. Case Managers work with each client to identify their goals of care and present options and services
to the client. The following options are services offered through the funding programs and are available to clients
when developing their care plan. The providers of these services are contracted with Aging & In-Home Services, and
the services are not provided by Aging & In-Home Services.

County of San Diego Aging and Independence Services (n.d.)—Live Well Care Connections
The appendices to the Live Well Care Connections policies and procedures show how an organization can
demonstrate the use of evidence and professional standards in its assessments.
The full example is available in Appendix A.

14

ncqa.org

 A Roadmap to Success in LTSS

PROGRAM
DESCRIPTION

ASSESSMENT

PERSONCENTERED

CARE
TRANSITIONS

QUALITY
IMPROVEMENT

RIGHTS &
RESPONSIBILTY

CROSSCUTTING

Review of Evidence and Professional Standards for NCQAHealth
The example exhibits how a fictional organization can provide materials from a committee meeting to
demonstrate its review of program content, consistent with evidence and professional standards.
The full example is available in Appendix A.

Supplemental Material 1. Program and Policy Review Committee Meeting Minutes
Meeting:

Program and Policy Review Committee Meeting

Date

January 3, 2017

Attending:

John Johnson, MHA; Mary Jones, MSN, RN; Jim James, MSW; Jessica Gimenez,
PhD; Barry Smith, MBA, MPH

Minutes Organizer:

John Smith

Agenda Item: Program
Content and Clinical
Guidelines Review

Discussion

Decision

Current Program Content and
Clinical Guidelines

The Committee reviewed the Long-Term Case Management Program
(LTCMP) content and clinical guidelines for alignment with the most
current evidence available. There was general agreement that
the program and guidelines are up-to-date with the exception of
those surrounding nutrition, which was suggested for removal. One
member disagreed with this, stating the current clinical evidence
about the importance of nutrition education in frail elderly points to
the maintenance of the guidelines. The member suggested updating
the guidelines to better fit the target population’s needs.

The Committee agreed to maintain the
nutrition guidelines provided updates
are made by NCQAHealth.

Agenda Item: Educational
Materials Review

Discussion

Decision

Materials for Participant
Education

The Committee reviewed the educational materials made available
to individuals in the LTCMP for their alignment with current
evidence and professional standards in condition management and
understanding their health risks. The Committee found the materials
were within current practice and professional standards. Given this
finding, the Committee did not suggest updates to be made.

No updates to be made to educational
materials.
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B. Assessment Process
Organizations systematically assess the populations they serve and have a process for conducting
comprehensive assessments.
Population Assessment
This population assessment for a fictional organization preparing for CM-LTSS accreditation describes the
service area and the characteristics and needs of its enrolled population.

Our Service Area
Franklin County Senior Services (FCSS) has been providing services for elders of Franklin County and the North
Quabbin region for 39 years. It is both an Aging Services Access Point and an Area Agency on Aging, providing
advocacy, planning, information and referral, case management, direct services and sub-granted services. FCSS
plans for and operates services in 30 towns and for a 60+ population of 19,602 (2010 Census), in the most rural
and one of the poorest areas of Massachusetts.
According to the ACS census surveys for 2007-2011, mean Social Security income in Franklin County is $15,750
compared to $16,213 for the U.S. Mean retirement income in Franklin County from the same source, was
$18,814 compared to $23,490 for the U.S. and $23,351 in MA. Seven of the towns in our service areas
had mean retirement income under $15,000 with the lowest at $13,814. This coincides with the estimate of
percentage below poverty in the general population of Franklin County to be 11.9%, compared to 10.7% in MA.
The percent of Franklin County households with cash public assistance or SNAP food stamp benefits was 11.8%,
compared to 10.3% in the state.
Our service area differs in a number of other ways from the state and the country. Franklin County has a greater
percentage of its population that is older and has less racial and Hispanic/Latino diversity than the state or the
country. Franklin County has 22.1% of its population 60+ years of age, compared to 19.2% in MA and 18.2%
in the U.S. Franklin County has a population that is 96.8% White Alone and Non-Hispanic/Latino, compared to
76.9% for MA and 64.2% for the U.S. In Franklin County 42% of the elder population live alone, compared to
40.5% for the U.S.
FCSS Clients
In 2015, our clients mirrored the service area in terms of income and racial and ethnic make-up, with mean Social
Security income of $12,800 (13% below poverty) and 95% of contacts to White Alone and Non-Hispanic/Latino.
However, because we serve older adults, our clients are considerably older than the service area average. 99% are
native English speakers.
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In addition to the above demographic profile, our clients have the following needs:
•

86% need assistance with 1 or more ADLs.

•

64% need assistance with 2 or more ADLs, and are nursing home eligible.

•

98% need assistance with at least 1 IADL.

•

99% wear corrective lenses at least part of the time.

•

10% are blind.

•

35% are hearing impaired or use hearing aids.

•

22% have been diagnosed with dementia or some cognitive impairment.

•

18% have depression.

•

20% have alcohol or substance use dependency.

SPD HRA Four Quadrant Breakdown
LA Care uses this brief health risk assessment to identify clients at risk of a transition. See also section D. Care
Transitions. The full tool is available in Appendix B.
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Health, Function and Communication Assessment Questions
The assessment questions below are drawn from multiple assessment tools and show alternative approaches
to assessing various aspects of health, functioning and needs. Questions are organized by category. Some
categories are divided into subcategories (illustrated by a solid black horizontal line between groups of
questions). Some sections have groups of alternative questions (illustrated by a dotted horizontal black line
between groups of questions). See the Bibliography for a list of references.

Category

Assessment Questions

Health status, including
condition-specific issues

Health Status Questions
In the last 3 months, have you been a patient in or been seen in one of the of the following?
•

Hospital.

•

Emergency Room.

•

Urgent Care.

•

Rehab.

•

Nursing Home.

•

Long term acute care facility.

•

Behavioral/mental health clinic/hospital.

•

None.

Condition-specific Issue Questions
Problems currently receiving treatment for: [Check all that apply] *If Yes, assess need for intervention/referral

18

•

Diarrhea.

•

Constipation (no BM 3days).

•

Loss of appetite.

•

Urinary frequency / urgency 3x/nightly.

•

Fever.

•

Vomiting.

•

Edema.

•

Dizziness.

•

Chest pain.

•

SOB.

•

Pain (Type, Location, Pattern, Quality descriptive, Treatment).
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Do you have a history of the following health conditions? [Check all that apply] For each: Note dose, route,
frequency and prescriber.
•

Hypertension (high blood pressure)

•

GI problems

•

Heart disease/Angina

•

Anemia/blood problems

•

Thyroid trouble

•

Spinal injury

•

Stroke

•

Transplants

•

Parkinson’s disease

•

Cancer

•

Cancer

•

Serious trauma

•

Vision loss

•

AIDS

•

Hearing loss

•

Multiple chronic illnesses

•

Chronic pain/Arthritis

•

Chronic illnesses that result in high utilization

•

Bad nerves/Anxiety

•

Problems currently receiving treatment for?

•

Diabetes

•

Are you currently seeing a Psychiatrist or Psychologist?

•

COPD/Asthma

•

Mental health problems currently being treated for?

•

Kidney Disease

•

What medications do you take?

Medication Questions
Is medication education provided?
Group 1
Do you ever forget to take your medicine? [Yes/No]
Sometimes do you forget to refill your prescription medicine on time? [Yes/No]
When you feel better do you sometimes stop taking your medicine? [Yes/No]
Sometimes if you feel worse when you take your medicine, do you stop taking it? [Yes/No]
Do you know the long-term benefit of taking your medicine as told to you by your doctor
or pharmacist? [Yes/No]
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Do you miss taking your medicines 2 or more times a week?
•

Forget to fill.

•

Forget to take.

•

Can’t get them.

•

Side effects.

•

Hard to take/swallow.

Do you take any over the counter or prescription medicines?
•

Yes, 5 or less.

•

Yes, 6 or more.

•

No.

Group 3
How often do you forget to take your medications?
How often do you forget to refill prescriptions on time?
Do you skip medications? [Yes/No]
[If yes] What medications do you skip?
How often do you skip medications?
Do you need assistance administering medications?

Activities of daily living,
including use of supports

Activities of Daily Living Questions
Does member require assistance with ADL’s [Yes/No] with:
•

Toileting.

•

Eating.

•

Mobility/Walk.

•

Transfers.

•

Bathing.

•

Dress/Groom.

Do you need help getting to places beyond walking distance? [Check all that apply]:

20

•

Help with bathing.

•

Help with grooming.

•

Help with toileting.
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Do you have help with daily activities such as taking a bath/shower, grooming, etc.? [Yes/No/Not Applicable]
Does member use assistive device for ambulation? [Yes/No]; If Yes, note assistive device used.
Amount of assistance required for ambulation. [Free text]
What is your living situation?
What type of residence do you live in?
Are steps needed to access any area of your home?
Who is your caregiver?
What kind of assistive device do you use?

Instrumental activities
of daily living, including use
of supports

Instrumental Activities of Daily Living Questions
Do you need any changes to your home to assist you? Examples may be wheelchair ramp, grab bars in
bathroom or other modifications [Yes/No]
Does member require assistance with: [Check all that apply]:
•

Home Skills

•

Cooking

•

Shop/Grocery Shop/Errands

•

Drive/Transport

•

Telephone

•

Money Management

•

Laundry

Use of Support Questions
Do you have help making food, eating, or getting food? [Yes/No/Not Applicable]
Do you have help for transportation, paying bills, writing checks, or doing home chores?
[Yes/No/Not Applicable]
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Does the member have a Mental Health Diagnosis determined by a physician? [Yes/No]

CROSSCUTTING

[If yes] List diagnosis: Free text
Are you currently seeing a Psychiatrist or Psychologist?
Mental health problems currently being treated for? [Check all that apply]:

Cognitive functioning

•

Anxiety.

•

Combative, Abusive, Hostile Behavior.

•

Depression.

•

Delusions/Hallucinations.

•

Wandering.

•

Paranoid Thinking/Suspiciousness.

•

Suicidal.

•

Alzheimer’s Disease/Other related Dementias.

•

Resists Care.

•

Other (Grief/Substance Abuse).

Group 1
Does the member have the ability to do the following [Yes/No]:
•

Communicate.

•

Understand Instructions.

•

Process Information.

Additional Information: Free Text

Group 2
Can you tell me what the current year is?
Can you tell me who the current president is?
Instruct the patient to listen carefully and repeat:
•

APPLE WATCH PENNY

•

MANZANA RELOJ PESETA

Administer the Clock Drawing Test
Ask the patient to repeat the three words given previously
Score:
0 Positive for cognitive impairment
1-2 Abnormal CDT then positive for cognitive Impairment
1-2 Normal CDT then negative for cognitive impairment
3 Negative screen for dementia (no need to score CDT)
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Category

Assessment Questions

Social determinants of health

How hard is it for you to understand information about your condition, medicines, or doctor’s instructions?
•

Not hard.

•

Somewhat hard.

•

Hard.

Do you have problems paying your utilities? [Check all that apply]
•

Utilities (gas, electric, water)

•

Rent/mortgage.

•

Telephone.

•

None.

Is member homeless? [Yes/No]
Where do you live? [Check all that apply]
•

Home with a family member.

•

Home without a family member.

•

Friend or family home.

•

Assisted living home.

•

Board and care.

•

Treatment center.

•

Skilled nursing facility.

•

Long term acuity care facility.

•

Homeless.

•

About to become homeless.

•

Other.

Do you plan to change where you live or who you live within the next 6 months? [Yes/No]
Do you need someone to help you answer these questions?

Social functioning

•

Caregiver.

•

Legal Guardian.

•

Family/friend.

•

No.

Do you have family or friends you can call for help? [Yes/No]
How often do you get together with family or friends socially?
Do you belong to a church or social group? [Yes/No]
Do you feel good spending time with acquaintances, friends, and families? [Yes/No]
Are you able to express frustration, concern, anger to family or friends? [Yes/No]
Do you participate in social, religious, occupational, or preferred activities? [Yes/No]
How long do you spend time alone?
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What do you think has caused your illness?
How do your symptoms affect your life?
What worries you most about your symptoms?
What kind of treatment do you want or do you think would work?

Health Behavior Questions
Do you smoke or use tobacco products? [Yes/ No]
Do you drink? [Yes/No]
If yes, how much per day?
Do you use drugs not prescribed by a doctor? [Yes/No]
If yes, [Free Text]
Do you exercise? [Yes/No]
If yes, how many days a week?
Minutes a day?
Moderate or vigorous exercise?

Cultural and linguistic needs,
preferences or limitations

Cultural Needs, Preferences, Limitations Questions
Family traditions regarding hospice, illness? [Yes/No] with Free Text
Are there any health care treatments that are religiously not allowed?
[Yes/No] with Free Text
Does the member have any cultural barriers that impact the care plan? [Yes/No]

Linguistic Needs, Preferences, Limitations Questions
What is member’s preferred language? [Free Text]
Does the member have any linguistic barriers that impact the care plan? [Yes/No]

Visual and hearing needs,
preferences or limitations

Does the member have any visual limitations? [Yes/No]
[If yes] List visual needs/Limitations [Free Text]
Does member have a preferred method of communication? [Yes/No] with Free Text
Does member have communication decline since last assessment? [Yes/No] with Free Text
Does member have any hearing limitations? [Yes/No] with Free Text
Does member have any problems with expressing themselves (e.g. problem expressing ideas, trouble in
completing a sentence or finding words)? [Yes/No] with Free Text
Does member have comprehension issues? [Yes/No, Check all that apply] with Free Text
•
Problem understanding a conversation
•
Omits some or part of the message
•
Still able to understand most of the conversation
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Physical environment for risk

Does member have issues with environmental risk factors? [Yes/No, Check all that apply]
•
Loose rugs
•
Electrical cords
•
Cluttered house
•
Unclean house
•
Unsafe stairs
•
Other
•
Inadequate kitchen facilities
•
Inadequate bathroom facilities
•
Inadequate heating
•
Inadequate cooling
•
Phone accessibility
•
Weapons
•
Pets

CROSSCUTTING

Manchanda, Rishi and Gottlieb, Laura, HealthBegins (2015)—Upstream Risks Screening Tool & Guide
This assessment tool addresses 14 domains of social risks, including education, employment, social connection,
physical activity, stress, housing and transportation. The full tool is available in Appendix B.

25

ncqa.org

 A Roadmap to Success in LTSS

PROGRAM
DESCRIPTION

ASSESSMENT

PERSONCENTERED

CARE
TRANSITIONS

QUALITY
IMPROVEMENT

RIGHTS &
RESPONSIBILTY

CROSSCUTTING

C. Person-Centered Care Planning and Monitoring
Organizations have a process for developing individualized care plans that incorporate personal
preferences, prioritized goals and self-management plans, and monitor progress against those plans.

Development of a self-management plan
People with chronic conditions need support, as well as information, to become effective managers of their own
health. To successfully manage, people need:
• Basic information about their condition
• Understanding of and assistance with self-management skill building
• Ongoing support from members of the care team, family, friends, and community
It is important to be sensitive to the role that families, caregivers, and communities play in different cultures. Better
outcomes are achieved through use of evidence-based techniques that emphasize client activation or empowerment,
collaborative goal setting, and problem-solving skills. The team can use standardized assessments of patient selfmanagement needs and activities to enhance its ability to support clients. These assessments include questions about
self-management knowledge, skills, confidence, supports, and barriers.
Much of the self-management literature comes from research on helping patients with chronic disease, such as asthma
and COPD. However, there are many situations in which clients with functional limitations can also benefit from selfmanagement. People who experience pain, anxiety, depression, social isolation, people at risk of acute illness or
transition and people whose functional limitations can be reversed, arrested or slowed, can all benefit by developing
self-management skills and implementing self-management plans.
Self-management requires readiness, or “activation.” Clients must be ready to take responsibility for their own role in
managing their condition. This requires their understanding their condition, skills (such as recognizing risks or signs
of deterioration, taking medicines properly or practicing exercises), and motivation to participate in managing their
condition.
Care managers can help by providing information, or access to information about the condition, and understanding
clients’ readiness to participate. Understanding a client’s health beliefs and readiness to change, and using
motivational interviewing, are all ways a care manager can determine how to support a client in self-management.
Below is a sampling of the many evidence-based tools available to assess readiness to change or to participate in selfmanagement.
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Qualis Health, The Commonwealth Fund, MacColl Center for Health Care Innovation at the Group Health
Research Institute (n.d.)—Patient-Centered Interactions
These questions are effective for eliciting the individual’s perspective, understanding and view of their illness.
See also section B. Assessment Process. The full tool is available at the link above.

JH Hibbard, ER Mahoney, J Stockard, M Tusler (2005)—Development and Testing of a Short Form of the
Patient Activation Measure
The Patient Activation Measure (PAM) is a 22-item tool to assess knowledge, skill and confidence for selfmanagement. The analysis in the source article finds that the shortened, 13-item tool, displayed below, is both
reliable and valid. The full article is available at the link above.
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Institute for Healthcare Communication, Inc. (2011)—Choices & Changes:
Communication Tools, Techniques & Strategies: Summary
This eight-page guide is tailored to help providers build and strengthen their person-centered communications.
The guide includes the following sections: “Assess—Ask Before You Tell,” “Build Rapport” and “Tailor the
Method to Match the Patient’s Conviction and Confidence: Agree on Goals and Assist.”
The full tool is available in Appendix C.
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Richard Wanlass & Debra Fishman, UC Davis Medical Center (n.d.)—Self-Management Action Plan
This Self-Management Action Plan template can be used to develop a self-management plan.
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Maxwell, Hibberd, Pratt, Peek and Baird (2015)— Patient Centred Assessment Method (PCAM)
The Patient Centred Assessment Method (PCAM) assessment can be used to assess readiness to participate in
self-management. The full tool can be accessed at the link above.
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Erie County Department of Senior Services (2016)—Person-Centered Care Plan Policy and Procedure
This policy and procedure for an organization preparing for CM-LTSS accreditation shows how an organization
can demonstrate its process for a person-centered assessment and care planning.
The full example is available in Appendix C.

Policy:
Case managed clients and/or home delivered meal clients must have a personalized care plan with stated goals.
Goals in the care plan may address the client’s lifestyle, health, physical function(s), social function(s), etc. Goals must
be prioritized and clearly documented. Case Managers will assess for barriers to goal completion. Case Managers
will document that barriers were assessed for, even if no barriers are identified. Examples of barriers can include: the
client’s understanding of his/her condition, financial limitations or transportation limitations. Case Managers and their
clients will develop a follow up schedule of at least, but not limited to, the service monitoring schedule to track goal
progress. For example, Ms. Smith receives EISEP home care and Home Delivered Meals. Ms. Smith would like to
learn a new language. The Case Manager would check in with Ms. Smith at least bi-monthly to see how Ms. Smith is
progressing on her goal of learning a new language. The Case Manager provides linkage and support, as needed,
through the goal process. Referrals made by the Case Manager must be clearly documented in the Care Plan, Case
Notes and the Community Referrals screen in PeerPlace.
Procedure:
All case managed clients and/or home delivered meal clients will have a person-centered care plan completed in
PeerPlace. The person-centered care plan will be documented in the Care Plan section, Issues and Goals section (if
more space is needed), and in the Case Notes.
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National Committee for Quality Assurance (n.d.)—
Goals to Care: How to Keep the Person in “Person-Centered”
This report is intended for those who provide care management services and includes tips and tricks for
coordinating goal-based care, illustrated with examples from organizations experienced in providing personcentered care to individuals with complex needs.
The full report is available at the link above.
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Community Care of North Carolina (n.d.)—
CCNC Motivational Interviewing (MI) Resource Guide
This resource guide includes a variety of resources, techniques and tools for motivational interviewing, including
process flows for conversations, practical stage-based techniques, sample questions, articles, and checklists.
The full guide is available at the link above.
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California Quality Collaboration (2012)—Complex Care Management Toolkit
This toolkit is a guide to improving and implementing a complex care management program for individuals
with multiple chronic conditions, limited functional status and psychosocial needs. It provides guidance on
improving an existing care management program or implementing a new one, and includes numerous tools
and resources. The full toolkit is available at the link above.
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Jamie Ryan, Meredith Brown: The Commonwealth Fund (2016)—
Listening to Those Living with Chronic Conditions
This brief reports findings from focus groups of adults with health conditions that limit their ability to perform
daily activities, and their caregivers. It answers the question, “What do individuals with complex needs worry
about?” The full brief is available at the link above.

The American Geriatrics Society Expert Panel on Person-Centered Care (2015)—
Person-Centered Care: A Definition and Essential Elements
This article provides a definition and essential elements of person-centered care, and identifies barriers to
achieving it. The full article is available at the link above.
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Wayne W. LaMorte, Boston University School of Public Health (2016)—
The Transtheoretical Model (Stages of Change)
This website describes the six stages of change and includes strategies that help people maintain change.
For the full website, visit the source link above.
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The Learning Community—for Person Centered Practices (2009)—
Michael Smull introduces person centered thinking tools
This website provides links to nine videos about person-centered thinking. Videos include “Creating person
centered plans that make a difference” and “Making person-centered planning mainstream—how to get
started.” All videos can be accessed at the link above.
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Support Development Associates, LLC (n.d.)—SDA Library
The SDA library of resources includes a variety of tools, templates, trainings, podcasts and articles about
person-centered care. One resource, “Becoming a Person Centered System,” identifies best practices.
All materials are available at the link above.
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D. Care Transitions
Organizations have a process for managing transitions, identifying problems that could cause
unplanned care transitions and, when possible, preventing unplanned transitions.
Minnesota Hospital Association (2011)—Safe Transitions Gap Analysis; Minnesota Hospital Association Safe
Transitions of Care Considerations for Organizational Policy Development
This gap analysis, originally developed for hospitals, can be used to identify opportunities to improve transitions
of care. For background information and the full assessment, visit the source links above.
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The Care Transitions Program, The Division of Health Care Policy & Research, University of Colorado Denver
(n.d.)—About the Care Transitions Intervention
This website provides an evidence-based approach to supporting people in transitions across care settings. It
describes training and interventions, and provides free tools and resources for download.
All resources are available at the link above.

University of Pennsylvania School of Nursing (n.d.)—
NewCourtland Center for Transitions and Health: Transitional Care Model
This website presents an evidence-based approach to care transitions for people with complex needs.
The site includes translation tools, including patient screens, recruitment scripts, online seminars, performance
improvement processes, documentation systems and monitoring and evaluation protocols for use in practice.
All resources are available at the link above.
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E. Measurement and Quality Improvement
Organizations measure and work to improve participant experience, program effectiveness and
active participation rates.
National Committee for Quality Assurance (n.d.)—Quality Improvement Activity (QIA) Form and Instructions
for CM LTSS 5 and HPA LTSS 2 B-E: Quality Measurement and Improvement
This tool, adapted from NCQA’s Disease Management Accreditation Program, is a guide for completing
NCQA’s QIA form, which may be used to meet CM LTSS 5 (or LTSS Module 2) Elements B–E.
The full tool is available in Appendix D.
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Quality Measures Workbook
This workbook for tracking and assessing quality measures includes tabs for Measures Instructions, Measures
Worksheet, Action & Re-measurement Instructions, Action & Re-measurement Worksheet.
The full tool is available in Appendix D.

California Quality Collaborative (n.d.)—Sample Plan for Measurement and Data Collection
This guide to planning data collection for quality improvement includes instructions for developing an aim
statement and a sample data collection plan.
The complete resource is available at the link above.
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Partners in Care Foundation (2016)—MSSP Performance Improvement Projects
This example details five performance improvement projects led by an organization over a two-year period
post-accreditation. The full tool is available in Appendix D.
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National Committee for Quality Assurance (2016)—Checklist for NCQA Data Analysis
This checklist provides detailed instructions and guidance on criteria needed for data anlysis. It includes a
checklist for quantitative and qualitative analysis and opportunities for improvement.
The full tool is available in Appendix D.

44

ncqa.org

 A Roadmap to Success in LTSS

PROGRAM
DESCRIPTION


45

ASSESSMENT

PERSONCENTERED

CARE
TRANSITIONS

QUALITY
IMPROVEMENT

RIGHTS &
RESPONSIBILTY

CROSSCUTTING

California Quality Collaborative (n.d.)—Using Run Charts: Complex Care Management Toolkit Resource
This resource provides a full-length slide deck on using, developing and understanding run charts for analysis.
The complete resource is available at the link above.
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F. Rights and Responsibilities
Organizations communicate the rights and responsibilities of participants in a
case management program.

Horizon NJ Health (2014)—MLTSS Non-Medical Professional Provider Manual:
Care Management/Authorizations
Below is an excerpt from an MLTSS provider manual that describes critical incidents and
reporting requirements.
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Iowa Department of Human Services (2017)—Iowa Medicaid Critical Incident Report
This report form provides a detailed example of reporting a critical incident. It includes provider/
case manager and member information, a detailed description of the incident and a report on
the resolution. The complete version of the report is available at the link above.

Amerigroup RealSolutions in healthcare (2017)—CHOICES Critical Incident Report Form
This form provides an example of reporting a critical incident for providers and/or care
coordinators. It includes sections for member and provider information and detailed incident
information, and requirements for completing the form. The full tool is available in Appendix E.
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Amerigroup RealSolutions in healthcare (2017)—
CHOICES Critical Incident Investigation Report
This form provides an example of a critical incident investigation for providers and/or care
coordinators. The full tool is available in Appendix E.
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G. General and Cross-Cutting Resources
Resources in this section relate to topics across multiple LTSS Standards.
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Institute for Healthcare Improvement (2017)—
The Playbook: Better Care for People with Complex Needs
The Playbook includes a variety of resources for health system leaders, policy makers and payers. It
offers guidance on identifying and understanding people with complex needs and creating approaches
to improve their care. The website provides resources that answer key questions about care for people
with complex needs. The complete toolkit is available at the link above.
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California Quality Collaborative (2016)—Intensive Outpatient Care Program (IOCP) Toolkit
This toolkit focuses on person-centered care, specifically for organizations serving adults 65 and
over with the greatest health care needs. It includes multiple resources for organizations in the
developmental process of an intensive outpatient care program.
The complete toolkit is available at the link above.
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National Academy of Medicine (2016)—Tailoring Complex Care Management, Coordination,
and Integration for High-Need, High-Cost Patients
This report answers the question, “What are the policy recommendations to potentially improve
care for the high-need, high-cost patient population?” and provides five key recommendations.
The full report is available at the link above.

The Health Care Transformation Task Force (2016)—
Developing Care Management Programs to Serve High-Need, High-Cost Populations
This report answers the following questions: 1.) What are the features of successful care
management programs for high-need patients?; 2.) What are some ways to engage patients
and caregivers in the continuum of care?; 3.) What are some examples of successful programs?
The full report is available at the link above.
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The Health Care Transformation Task Force (2016)—Payment to Promote Sustainability of Care
Management Models for High-Need, High-Cost Patients
This report informs the work of health care organizations, systems and payers aiming to
improve care and reduce costs for high-need, high-cost patients. It outlines payer and provider
partnerships that encourage improvement of care through value-based payment models.
The full report is available at the link above.
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The Synthesis Project, The Robert Wood Johnson Foundation (2009)—
Care Management of Patients with Complex Health Care Needs
This report provides evidence that care management programs can improve quality of care, and aims to
answer two questions: 1.) What does the evidence show about care management programs for persons
with complex needs? What works, and what doesn’t work?; 2.) How can payment systems and policies
be reformed to encourage good care management? The full report is available at the link above.
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The Commonwealth Fund (2014)—
Caring for High-Need, High-Cost Patients: What Makes for a Successful Care Management Program?
This brief reviews 18 successful complex care management (CCM) programs for high-need, high-cost
patients, and provides guidance on best practices and different approaches to CCM.
The full brief is available at the link above.
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 SECTION 5:

Preparing for the Accreditation Survey
A. Application
Sample Preparation Timeline:
After completing the gap analysis, Elder Services AAA has decided it would like to pursue accreditation by December
2017. When talking to NCQA’s Application and Scheduling team, Elder Services AAA learned that the accreditation
process takes roughly 9 months, which includes preparation and NCQA reviews. The Application and Scheduling
team also explained the application process and offered guidance to help Elder Services AAA select a survey
submission date. Elder Services AAA has selected October 9, 2017, to submit their accreditation survey to NCQA.
In preparation, Elder Services AAA begins its project plan to meet that target date.
Below is an example of how Elder Services AAA’s accreditation team planned their preparation.
Survey Preparation Timeline
Date

Task/Activity

Responsible Party

Notes and Follow-Up

October
2016

Learned about NCQA Accreditation process

Sally Jones

Accreditation Team

•
•

Download application
Purchase standards

•
•
•
•

Identified Accreditation Team members

November
2016

Contacted NCQA’s Customer Engagement team with questions

December
2016

Completed review of standards and gap analysis

Submitted application, application fee and agreement;
worked with NCQA Applications and Scheduling Account
Representative (ASAR) to select survey submission date:
October 9, 2017.
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Accreditation Team

Heard about education webinars
for the CM-LTSS standards.
Scheduled team meeting to learn
more.

Accreditation Team

Needed to develop new policies
for how we handled personcentered care planning and care
transitions.

Held first Accreditation Team meeting to review the standards
•
Assigned standards to team members to review
•
Developed meeting schedule
•
Outlined communication plan to leadership team and staff

Held a meeting with Leadership, who supported us proceeding
with the process based on initial findings.

Sally Jones (Lead)
Linda Morton
John Smith
Sam Edwards

Assigned person-centered care
plan to Linda and care transitions
to Sam. They discussed with their
teams for feedback. Assigned
Sally to report to leadership.
Assigned John to manage project
workplan.
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Date

Task/Activity

Responsible Party

Notes and Follow-Up

January
2017

Started organizing documentation to make sure our information
meets the 6-month look-back period.

Accreditation Team

Ensure all new policies
have been documented and
implemented by April 9, 2017
because our survey is October
9, 2017.

Reviewed standards that required reports and looked for where
we have that information available or need to create.
Held a meeting with case managers to discuss person-centered
care planning and care transitions and recommended changes
to policies and procedures to get buy-in and feedback.

Invited a subset of case
managers to participate in the
development and testing of the
new processes.

Heard from our assigned Accreditation Survey Coordinator
(ASC), who will be our point of contact through the
accreditation process.
Established a My.NCQA.org account. Submitted a few
questions to the Policy Clarification Support (PCS) system for
additional clarity on a few standards.

February
2017

Met with Leadership, case managers and other team members
about updates to initial recommended changes.

Accreditation Team

Made updates to policies.

Accreditation Team

Updated brochures to support
the cultural and linguistic needs
of our clients.

Pulled preliminary reports to see what we could report. Met
with IT to discuss systems updates to help better connect our
systems and data.
Submitted new questions to PCS.

March
2017

Started revising documents.
Updated policy for tracking background checks. Updated fields
in the assessment tools.
Held training on social determinants of health.
Pulled and started generating reports.

April
2017

Finalize all new policies and procedures by April 9. Make sure
all policies included implementation and revision dates.

Accreditation Team

May 2017

Continue organizing materials.

Accreditation Team

June 2017

Update Leadership and staff.

Accreditation Team

July 2017

Receive information from Accreditation Survey Coordinator
about the survey process.

Accreditation Team

Continue preparing documentation.
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Date

Task/Activity

Responsible Party

Notes and Follow-Up

August 2017

Include our list of programs we are getting accredited, send
hotel suggestions and draft onsite review agenda.

Accreditation Team

Will receive invoice from NCQA
for remaining survey fee around
August 9, which is 60 days prior
to our survey date.

September
2017

Finish attaching documentation to ISS as completed.

Accreditation Team

October 9,
2017

Submit Interactive Survey System (ISS) tool.

Linda Morton (lead)
Sam Edwards (backup)

Plan for NCQA visit in 7 weeks.
Expecting list of 40 files for site
visit from NCQA 10 business
days prior to the onsite review.

After We Submit the Survey

November 8,
2017

Hold survey conference call with NCQA Survey Team.

Accreditation Team

November
13, 2017

Start pulling the files for the onsite review.

Accreditation Team

November
27, 2017

NCQA 1-day onsite review.

Accreditation Team
& Leadership

Will receive decision 34 days
after on-site visit.

B. Document Preparation
Document Preparation Guidelines
An important part of any NCQA survey is document preparation. NCQA determines if an organization meets a standard
or element based on what the organization’s documents—such as policies, program descriptions, activity reports, member
materials, and other work products—demonstrate. The documents show what you as an organization do.
How you prepare those documents and present them to NCQA, how you tell your story, can make it easier for the
NCQA survey team to confirm that you meet the standards. This can result in a simpler and more streamlined survey
experience, with fewer requests from the survey team for clarification or additional information. Your objective should
be to provide the NCQA survey team with the information necessary to accurately evaluate performance against the
NCQA standards in as directed and efficient a manner as possible.
Keep in mind that the goal of the surveyor is to confirm compliance with the requirements; therefore, the clearer it is
that the intent is met; the easier it is for the surveyor to confirm compliance on behalf of the organization. However,
the organization is ultimately responsible for documenting compliance and directing the surveyors to that
documentation.
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The purpose of this document is to provide guidance on preparing documents as well as on writing compliance
statements which help the surveyor navigate your documents.
It has three sections:
•

How NCQA Standards are Structured: This section provides an overview of the components of a standard and
its elements, with an emphasis on how to determine what documentation is needed.

•

Document Preparation: This section describes how to prepare documents, with suggestions on how to compile
information, highlight key sections in documents and direct surveyors to the specific information that demonstrates
you meet an element. It also explains how NCQA will handle situations where it cannot find evidence of
compliance in the documentation—either because it does not appear to be there or because the documents are
not presented in a manner that makes it easy to find.

•

Compliance Statements: This section provides an overview of what a compliance statement is and how it assists
NCQA in the review of your documents. It also provides examples of how to compose a compliance statement.

How NCQA Standards are Structured
In order to know what type of information and documentation to provide to the survey team, it is important to
understand how the standards are structured. Each NCQA standard includes the following key information:
•

Standard Statement: The actual statement of the standard that is a description of the acceptable performance or
results.

•

Intent Statement: The statement that describes the importance, purpose and meaning of the standard.

•

Element: The component of a standard that is scored and provides details about performance expectations.
NCQA evaluates each element within a standard to determine the degree to which the organization meets the
requirements within the standard.

•

Factor: An item within an element that is scored. For example, an element may require the organization to
demonstrate that a specific document addresses four items; each item is a factor.

•

Data Source: the types of documentation or evidence that the organization must use to demonstrate compliance
with an element. NCQA defines four types of data sources:
1. Documented process: Policies and procedures, process flow charts, protocols and other mechanisms that
describe the actual process used by the organization.
2. Reports: Aggregated sources of evidence of action or compliance with an element, including program
evaluation management reports; key indicator reports; summary reports from member reviews; system output
giving information like number of member appeals; minutes; and other documentation of actions that the
organization has taken.
3. Materials: Prepared materials or content that the organization provides to its members or practitioners
including written and electronic communication, information from Web sites, scripts, brochures, newsletters
and clinical guidelines.
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4. Records or Files: Actual records or files such as UM denial, complex case management, appeal,
credentialing, disease management or wellness and health promotion files that show direct evidence of action
or compliance with an element.
If multiple data sources are listed for an element, the explanation section provides direction on what evidence the
organization must provide to meet the requirements.
•

Scope of Review: The extent of the organization’s services evaluated during an NCQA survey. The scope of
review varies depending on specific elements and how the specific product and product lines are administered.

•

Look-back Period: The period of time for which NCQA evaluates an individual or organization’s documentation
to assess performance against an element. NCQA measures the look-back period from the point of the
organization’s submission of the completed Survey Tool. Unless otherwise noted, organizations must meet the
requirement throughout the look-back period.

•

Explanation: Specific requirements that the organization must meet, and guidance for demonstrating performance
against the element.

•

Examples: Descriptive information illustrating performance against an element’s requirements. Examples are
provided for guidance only and are not specifically required or all-inclusive.

Be sure to consider all pertinent information provided by NCQA under each standard and element in the Survey
Tool (i.e. each of the information sources described in the section above). For example, if the data source specifies
“documented process” and the organization provides a report, full compliance is not demonstrated. Likewise, if the
look-back period specifies 24 months, and the organization only provides evidence of completion of the activities
within the last 12 months prior to the survey date, full compliance is not demonstrated.

Document Preparation
NCQA surveyors serve as fact finders for organizations, verifying that that the documentation presented meets
the intent of the requirement. They review what the organization presents in order to provide their findings and
recommendations to NCQA’s Review Oversight Committee.
The organization’s obligation is to present the documentation that demonstrates compliance and to do so in a manner
that facilitates review by the NCQA survey team. The organization is expected to:
•

Provide the required documents

•

Present them in an organized, readable format

•

Limit documentation to the minimum necessary to demonstrate compliance

•

Use available software features and tools (such as highlighting and comments) to direct the surveyors to evidence
of compliance.

If the surveyors do not find evidence of compliance in the documents, they will ask for clarification and provide the
organization an opportunity to respond. The organization is not summarily found non-compliant without a discussion
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of the issues However, when numerous documents are provided or clear evidence of compliance is not obvious to
the surveyor, NCQA reserves the right to go back to organizations, to seek clarifying information and request the
organization be more concise in demonstrating compliance.
The onus is on the organization to demonstrate compliance, not on the team to find compliance.

What Is the Best way to Prepare Documentation for the Survey Team?
It is important that documents are prepared for the survey team to review efficiently. NCQA requires that you do
the following:
•

Reference the specific page number(s) and paragraph to which you want to draw the surveyor’s attention.

•

Designate each document as “primary” or “secondary” in the ISS Survey Tool. If you are considering using the
“Supporting” designation, NCQA encourages the organization to consider if the document is truly necessary to
demonstrate compliance.
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NCQA strongly suggests the following tools available in common software be used to prepare the documentation for
the survey team.
•

Highlight or underline the key text in the document to draw the surveyor’s attention to the sections that demonstrate
compliance.

•

Create “hyperlinks” or “bookmarks” in the document to automatically take the surveyor to highlighted text.

•

Use “add comment” tools to note which element and (if applicable) factor to which the highlighted section
applies.

•

For very large documents, provide only the necessary pages. The cover page and any other pages that provide
necessary dates or version tracking must be included. NCQA strongly encourages that you use either scanned
copies or Adobe PDF, which allows you to extract pages from large documents while retaining the integrity of the
page layout.

•

Name the document in a manner that helps the surveyor understand why it is relevant. The name should be as
specific as possible.
– Where possible, use a name the document as to the specific standard, element or factor(s) it supports. This
may not be possible when the same document is being used for multiple standards/elements.
– Alternatively, use a name that conveys what the document contains or means.

Both word processing programs (such as MS Word) and Adobe PDF support these features.
How Much Documentation is Enough…or Too Much?
Carefully read the information and explanation contained under each element in the Survey Tool, taking into account
the data source(s) and the look-back period.
•

Each element must have supporting documentation.

•

If automatic credit is anticipated (i.e. for delegation to an NCQA-Accredited or Certified organization) please
supply supporting documentation such as agreements or memoranda of understanding that demonstrates what
functions the Accredited or Certified organization performs.

•

If an element is not applicable to your organization, please supply supporting documentation or an explanation
in the “Support text/Notes” box for the element. Except for file review and delegation elements that will be
reviewed during the onsite visit, elements and factors should not be scored as not applicable (NA) in the Survey
Tool without supporting explanation.

Documentation that is “supplementary in nature” may make the survey process more complex than desired.
Organizations should apply a philosophy of minimum necessary information when preparing documentation.
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Surveyors will always seek additional information when they do not find compliance in the documents presented.

Compliance Statements
A compliance statement is simply a concise statement of “how” your organization meets the requirements of the
specific standard/element/factor. This statement helps the NCQA survey team to best understand the organization’s
processes and documentation within the context of the specific NCQA standard.

Methods for Including Compliance Statements
The following are two examples of methods that may be used:
1. Document the compliance statement in a word or PDF document and link it under the respective standard or
element in the Survey Tool. You can prepare one document for each standard, addressing all the elements
in the standard in that document. If this method is used, NCQA suggests that you name your statement of
compliance specific to the standard and element that it supports (e.g. “Compliance Statement for QI 1”) or
use a name that conveys what the document contains.
2. Document the compliance statement in the support text/notes box underneath each respective element in
the survey tool.
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Format for a Compliance Statement
NCQA is not prescriptive regarding the format for the compliance statement; however, some general guidelines are
provided below:
•

Specify “how” the documentation supplied demonstrates compliance with the requirements of the standard or
element. Because the organization is familiar with its own processes, it may seem apparent how documents
demonstrate compliance within the context of the standard or element. However, the surveyor has limited
familiarity with the organization’s operational processes; and therefore, it’s important to provide a foundation for
how the documentation supplied meets the performance requirements of the specific element or factors.

•

Compliance statements are especially helpful when more than one document is provided. If more than one
document is necessary, provide information (in the ISS “Support Text/Notes” field or in a summary document,
explaining how the documents relate to each other.
– If the organization supplies numerous documents without an explanation, it is difficult for the surveyor to
synthesize how the documents together may demonstrate compliance with the standard, element or factors.
– Reference the key documents that demonstrate compliance with the specific standard, element and/or factors.
Please remember to specify the document and specific pages or sections that evidence compliance.

•

The statement of compliance does not have to be lengthy—just a concise statement of how the organization
meets the specific requirements of the standard, element and/or factors.

A few examples are provided below for guidance only.

Example 1: Compliance Statement for UM 4, Element E (2011 HP Standards):
The organization has written procedures for using board-certified consultants and evidence that it uses these
procedures to assist in making medical necessity determinations.
•

Mountain Valley HMO has a written policy for the use of board-certified consultants. Please see document entitled
“UM Policy # 4312E: Use of Board Certified Consultant Reviewers.” Page 2 of the policy states that board
certified consultants are used to make medical necessity decisions based on the unique needs of the specific case
or as dictated by state regulatory requirements. Page 3 of the policy describes the actual procedures for using
board certified consultants.

•

Mountain Valley HMO maintains a list of board-certified consultants. Please see document entitled
“2011 Mountain Valley HMO Board Certified Consultant Reviewers.”

•

Two blinded cases are provided to demonstrate board certified consultants are used in appropriate
circumstances. Please see PDF files entitled: “Pediatric Cardiovascular Case Example” and
“TMJ Surgical Case Example.”
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Key points about this example:
•

The organization has addressed all key requirements of this element in the compliance statement.

•

The organization addressed both data sources for this element: documented process and records or files. NCQA
requires the organization to supply its written procedures and evidence of implementation (i.e. the explanation for
this element specifies two example cases must be provided).

•

The organization includes a list of board-certified consultants which is specifically noted in the explanation as
a required document. Also of note, the “stem” of the standard statement specifies “written procedures” and
“evidence of the use of the procedures.”

Example 2: Compliance Statement for QI 3, Element A (2011 HP Standards)
Contracts with practitioners specifically require that:
1. Practitioners cooperate with QI activities.
2. The organization has access to practitioner medical records, to the extent permitted by state and federal law.
3. Practitioners maintain the confidentiality of member information and records.
•

•

Mountain Valley HMO has a standardized practitioner contract that is used for both primary care physicians
(PCPs) and specialty care physicians (SCPs). The standardized contract template contains the language specified
in the three required factors of this element. Mountain Valley HMO has provided three executed PCP contracts
and three executed SCP contracts for review. Please refer to the following PDF files that are linked to this element.
–

Dr. Long PCP Example.

–

Dr. Smith PCP Example.

–

Dr. Thomas PCP Example.

–

Dr. Moore SCP Example.

–

Dr. Jones SCP Example.

–

Dr. Minturn SCP Example.

Each practitioner contract has been bookmarked and will automatically take the surveyor to the section of the
contract that addresses the three required factors of this element. The applicable language has been highlighted
in each contract.

Key points about this example:
•

The organization has addressed all key requirements of this element in the compliance statement above.

•

The organization provided the 6 contracts specified in the explanation: three active PCP and three active SCP.
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contracts must be provided for review. Of note, if the organization had only provided contract “templates” it would
not demonstrate full compliance with this element.
•

The organization notified the surveyor that the documents are bookmarked and highlighted. This makes the review
process more efficient for the surveyor when lengthy, detailed or numerous documents must be reviewed.

Are Compliance Statements Required?
The necessity of a compliance statement will vary based on the element and also on the degree to which the
organization makes use of other tools (bookmarking, highlighting, and comments) to present a coherent story. The
following are examples of two elements where the need for a compliance statement differs:
•

RR 1, Element A (Member Rights and Responsibility Statement) requires either a copy of the Rights and
Responsibilities statement or a policy and procedure describing the member’s rights and responsibilities. Because
these are very straightforward documents—and only one is document is required to demonstrate compliance—it
may not be necessary for the organization to provide explanation because of the straightforwardness of the
factors.

•

QI 10, Element A (Continuity and Coordination of Medical Care—Opportunities for Improvement) requires the
organization to demonstrate that it has analyzed data, identified opportunities and taken action for two different
opportunities to improve coordination of care. This will likely require several documents for each of the two
identified opportunities. Using a compliance statement, the organization can provide additional background on
the activities, or “tell its story” and can explain how the multiple documents relate to each other and in what order
they should be reviewed.

Bookmarking, effective highlight and comments can eliminate the need for a compliance statement for
many elements.
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Consumer Medication Information (CMI) Alignment to LTSS Standards Example
The screenshots below are an example of how the information provided in the CMI assessment align to the LTSS
Standards and to which standards specific text applies. Note—examples have been taken from various parts of the
document, and thus the screenshots do not create a complete document.
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NCQA Library Document Tracking
The full tracking document can be found in Appendix F.
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Appendix A. Program Description
Program Description for ABC CARE
ABC CARE Eligibility
ABC CARE enrolls all individuals who have been screened by the state as eligible for home-and community-based
LTSS, and who opt to receive case management of their LTSS from ABC. The state determines eligibility through
means testing and through assessment of functional limitations. Under current approved waiver, individuals are
eligible for LTSS if they require moderate assistance with two or more activities of daily living (ADL), or if they require
moderate assistance with one ADL and limited assistance with three or more ADLs or instrumental activities of
daily living. Upon determination of eligibility for services, the state initiates enrollment into the CARE chosen by the
individual. ABC CARE completes enrollment of all individuals who select to use our services, and who complete the
enrollment process.
ABC CARE Services
ABC provides the following services to individuals enrolled in our [PROGRAM NAME]:
•

Person-centered assessment

•

Care planning

•

Case management of HCBS, including meals delivery, personal attendant services, home health aide services,
acquisition and maintenance of DME, home-delivered medication, incontinence supplies, health care-related
transportation

•

Transition support for enrolled individuals who have a short-term institutional stay (hospital or SNF) while enrolled
in the program

•

Referral to housing, congregate dining, non-health-care transportation, financial assistance and other community
resources available, and for which the individual may qualify.

Evidence and Professional Standards
ABC CARE integrates the following evidence-based assessments into its assessment process:
Morse Fall Scale—http://www.networkofcare.org/library/Morse%20Fall%20Scale.pdf
Mini-Cog—http://geriatrics.uthscsa.edu/tools/MINICog.pdf
Self-Neglect—http://www.ncall.us/print/291
PHQ9—http://www.integration.samhsa.gov/images/res/PHQ%20-%20Questions.pdf
Columbia-Suicide Severity Rating Scale
- http://www.integration.samhsa.gov/clinical-practice/Columbia_Suicide_Severity_Rating_Scale.pdf
Barthel Index of ADL—http://www.healthcare.uiowa.edu/igec/tools/function/barthelADLs.pdf
ABC CARE trains all case managers in the use of Motivational Interviewing and use of the trans-theoretical model in
care planning.
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Sources:
http://www.auburn.edu/academic/education/sences/classinfo/transtheortical.html
http://sphweb.bumc.bu.edu/otlt/MPH-Modules/SB/BehavioralChangeTheories/BehavioralChangeTheories6.html
https://en.wikipedia.org/wiki/Transtheoretical_model#Stages_of_change
Miller, William and Rollnick, Stephen, Motivational Interviewing: Helping People Change. Third Edition. New York:
Guilford Press, 2012. www.motivationalinterview.org
ABC CARE uses the Naylor Transition model to manage transitions.
http://www.nursing.upenn.edu/ncth/transitional-care-model/
The services ABC CARE provides are defined by the state (reference state contract). In addition, selection criteria
for case managers, and specific training requirements for case managers and other agency staff who have client
contact, are specified by the state. (reference state contract).

Program Goals
ABC CARE aims to improve the quality of life for all its clients. It seeks to provide person-centered services that
specifically address client goals. Most clients desire to age in place, and remain in their homes. The following goals
address our person-centered approach:
ABC CARE clients enrolled for 12 months or greater have 20% fewer hospital admissions in their first and subsequent
years of enrollment than in the year prior to enrollment, and they spend 30% fewer days in skilled nursing facilities.
90% of ABC CARE clients answer “Always” or “Almost always” on an annual survey of whether their service plan
reflects what is most important to them (see attached survey instrument).
Fewer than 15% of ABC CARE clients who are discharged from the hospital or SNF, are readmitted within 30 days.

Coordination of Services
ABC CARE coordinates closely with clients’ primary care providers (PCP), specialists, as indicated, caregivers and
LTSS service providers. In conducting the assessment, with consent from the client, ABC CARE reaches out to PCP
and other medical providers, caregiver(s) and existing service providers, to seek input into the assessment (Reference
assessment solicitation form). ABC CARE asks medical providers whether they wish to receive the entire service plan
or a 1-page summary. With client consent, caregivers are invited to participate in service planning. Upon completion
of the service plan, ABC CARE sends a copy of the full (or summary) service plan to the PCP. Case managers review
the “Caregiver responsibilities” section of the service plan with the caregiver, seeks the caregiver’s signature, and
leaves a copy with the caregiver. Specific service orders are delivered to each service provider identified in the care
plan. The care plan includes key telephone numbers, including the case manager’s phone number and an emergency
number, in case a service provider or caregiver is unable to perform a specified service. ABC CARE provides
72

ncqa.org

 A Roadmap to Success in LTSS

written referrals to community resources. Written referrals are given to the client, and mailed to the community service
provider of the client’s choice, when possible. The case manager follows up by telephone with the client, and, if
permitted by the client, with the community service provider, to track the status of referrals.

Partners in Care Community-Based Care Management/MSSP (2017)
—Partners in Care Community-Based Care Management (CBCM) Program Description

73

ncqa.org

 A Roadmap to Success in LTSS

74

ncqa.org

 A Roadmap to Success in LTSS

75

ncqa.org

 A Roadmap to Success in LTSS

76

ncqa.org

 A Roadmap to Success in LTSS

77

ncqa.org

 A Roadmap to Success in LTSS

78

ncqa.org

 A Roadmap to Success in LTSS

79

ncqa.org

 A Roadmap to Success in LTSS

80

ncqa.org

 A Roadmap to Success in LTSS

Aging & In-Home Services of Northeast Indiana, Inc. (2017)—Case Management Department

CASE MANAGEMENT PROGRAM DESCRIPTION
MISSION: We are professional advocates for older adults, persons with disabilities and their caregivers,
coordinating services which maximize dignity and independence, focusing on the whole person.
I.

Eligibility Criteria
a. Case Management
• Individuals must meet both financial and Medicaid eligibility requirements
• To be medically eligible for the waiver program, an individual must meet the required “Level of Care.”
Level of Care is the minimum need an individual must have to be considered eligible for the waiver,
and represents the compilation of medical, professional nursing and non-professional nursing-related
needs of an individual based on an assessment of the individual’s medical needs, physical, mental
and cognitive abilities to ensure the health, safety and well-being of the individual. For the Aged and
Disabled or the Traumatic Brain Injury Waivers, a person must be deficient in three Activities of Daily
Living(ADLs) or have a skilled need.
• The Level of Care is determined by Aging & In-Home Services and the Division of Aging based upon
the InterRAI assessment and physician’s recommendation of home and community-based services,
through the 450B form. The case manager will submit this form to the client’s primary care physician
for completion. The waiver case manager will complete an annual Level of Care evaluation for waiver
services.

II. Services
The Aging & In-Home Services Case Management department provides person-centered case management
to eligible clients. Case Managers work with each client to identify their goals of care and present options
and services to the client. The following options are services offered through the funding programs and are
available to clients when developing their care plan. The providers of these services are contracted with
Aging & In-Home Services, and the services are not provided by Aging & In-Home Services.
a. Adult Day Service
b. Attendant Care
c. Homemaker
d. Respite
e. Assisted Living
f. Environmental Modifications
g. Health Care Coordination
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h. Home Delivered Meals
i. Nutritional Supplements
j. Personal Emergency Response Systems
k. Pest Control
l. Specialized Medical Equipment and Supplies
m. Transportation
n. Vehicle Modifications

III. Case Management Service Definition
a. Case Management is defined in Indiana Code (455 IAC 1.2-4-10) as comprehensive services
comprised of, but not limited to, the following:
• Assessment of an individual to determine the individual’s
– Functional impairment level; and
– Corresponding need for services.
• Development of a person centered care plan addressing an eligible individual’s needs.
• Supervision of the implementation of appropriate and available services for an eligible individual.
• Advocacy on behalf of an eligible individual’s interests.
• Monitoring the quality of community and home care services provided to an eligible individual.
• Reassessment of the care plan to determine the continuing need and effectiveness of the community
and home care services provided to an eligible individual.
• Provision of information and referral services to individuals in need of community and home care
services.
Indiana Administrative Code, Article 2 Home and Community Based Services, Rule 4

IV. Professional Standards
a. Evidence and Professional Standards
The operating procedures Aging & In-Home Services Case Management rests on a combination of professional
standards, from the Indiana Department of Aging and professional organizations related to the field of aging
and disability service delivery. The scope for service provision and code of ethics for appropriate service delivery
is dictated by the Indiana Administrative Code. The Case Management department also relies on professional
sources for evidenced based practices in case management, including: the Administration for Community Living
(ACL), American Society on Aging (ASA), the National Association of Social Workers (NASW), National
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Association of States United for Aging and Disability (NASUAD), Leading Age, The John A. Hartford Foundation,
The SCAN Foundation and the National Core Indicators (NCI).
b. Code of Ethics
1. Provide professional services with objectivity and with respect for the independence and the unique needs
and values of the individual being provided services.
2. Avoid discrimination on the basis of factors that are irrelevant to the provision of services, including, but not
limited to, the following:
• Race.
• Creed.
• Gender.
• Age.
• Disability.
3. Provide sufficient objective information to enable an individual or the individual’s guardian to make informed
decisions.
4. Accurately present the following:
• Professional qualifications and credentials.
• Professional qualifications of all employees or agents.
5. Require all employees or agents to assume responsibility and accountability for personal and professional
competence in the following:
• The practice of the person’s profession.
• The provision of services under this article.
6. Require professional, licensed, or accredited employees or agents to adhere to acceptable standards for the
employee’s or agent’s area of professional practice.
7. Require employees or agents to comply with all laws and regulations governing a licensed or accredited
professional’s profession.
8. Require all employees or agents to do the following:
• Maintain the confidentiality of individual information consistent with the standards of this article and all
other laws and regulations governing confidentiality of individual information.
• Conduct all practice with honesty, integrity, and fairness.
• Fulfill professional commitments in good faith.
• Inform the public and colleagues of services only by use of factual information.
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9. Refrain from the following:
•

Advertising or marketing services in a misleading manner.

• Engaging in uninvited solicitation of potential clients who are vulnerable to undue influence, manipulation, or
coercion.
10. Make reasonable efforts to avoid bias in any kind of professional evaluation.
11. Notify the appropriate party, which may include:
•

DDARS.

•

the Indiana state department of health.

•

a licensing authority; (D) an accrediting agency.

•

an employer.

•

the office of the attorney general, division of consumer protection; of any unprofessional conduct that may
jeopardize an individual’s safety or influence the individual or individual’s representative in any decision
making process.
Division of Aging; 455 IAC 2-21-1

V. Program Goals
Assessments
95% of clients will have documentation of a comprehensive assessment within 90 days or annually.
Care Plans
95% of clients will have documentation of a comprehensive LTSS care plan annually.
Shared Care Plan
100% of client care plans will be transmitted to key long term services and supports providers within 30 days of
development or update.
Client Satisfaction
90% of clients will report satisfaction with services/interactions they received.
Advanced Care Planning
Educate consumers and their families/caregivers on advanced care planning matters (95% of clients).
Fall Prevention
95% of clients will have a future fall risk assessment in their annual review.
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VI. Care Coordination
Care Planning: The Case Manager is responsible for creating a plan of care for the individual that:
1. Consists of a formal description of goals, objectives and strategies, including the following:
•

Desired outcomes.

•

Persons responsible for implementation.

2. Is designed to enhance independence.
a. The case manager will assess the appropriateness of an individual’s care plan and goals at least once
every ninety days.
b. All entities responsible for providing service to an individual will do the following:
i.

Coordinate the services provided to an individual.

ii.

Share documentation regarding the individual’s well-being, as required by the individual’s care plan.

Care Coordination: Reviewing the quality and adequacy of services and improving coordination is imperative
to good case management practice. Based on a client’s preferences, the care plan will include evidence of
frequency, amount and duration of service, as well as who will provide the service(s). Clients choose their own
providers, and providers receive notification of when service is to be delivered.
The Case Manager will contact the service provider(s) included in the client’s care on a regular basis, depending
on the services delivered and the needs of the client, but not less frequently than 30 days for an initial case
and every 90 days thereafter. During these follow-ups, the case manager will discuss any health changes,
needs, goals of care and other pertinent information important for care delivery. The ‘Physician Follow-up” form
is available as a mechanism to share health changes and other concerns with the client’s primary physician.
Critical Incidents are reported through the online reporting software, and notifications are provided to the service
providers if appropriate.
The Case Manager will document all contacts with service providers within the electronic documentation system.
Precaution will be made to protect the confidentiality of client information. Individual informed client consent must
be obtained before any client information is shared with another agency except in the clearly documented case
of client emergency. Only necessary information must be communicated to agencies involved in the care plan.
Developed 11/22/16, revised 1/31/17
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County of San Diego Aging and Independence Services (n.d.)—Live Well Care Connections
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Review of Evidence and Professional Standards for NCQAHealth

The evidence-based guidelines and program content used by the NCQAHealth Long-Term Case Management
Program (LTCMP) are based on the Case Management Society of America’s (CMSA) Practice Guidelines as dictated
by the D.C. Department of Aging. Regular reviews of evidence are conducted by the District of Columbia to ensure
the guidelines are up-to-date and rely on the most current peer-reviewed evidence and professional standards. The
sources of evidence and professional standards used by the LTCMP include, but are not limited to:
• American Diabetes Association.
• American Heart Association.
• American Lung Association.
• Administration on Aging.
• American Society on Aging.
• National Council on Independent Living.
• Centers for Disease Control and Prevention.
• National Institutes of Health.
NCQAHealth’s Program and Policy Review Committee evaluates the LTCMPs content and guidelines biannually for
the alignment with current evidence and the CMSA Practice Guidelines and other outside evidence and professional
standards (See Supplemental Material 1, 2). The Committee consists of long-term services and supports professionals
including nurses and social workers and provides suggestions on whether changes, removals or additions to the
guidelines should be done. The Committee meets every January and June of each calendar year. In the case that
peer-reviewed evidence does not exist for a particular practice or service, professional standards may be used
instead. Additionally, designated LTCMP staff can review materials that are submitted for consideration for updates to
existing content and materials or the inclusion of new materials (See Supplemental Material 3).
All materials provided to individuals in the LTCMP are consistent with the most current evidence and professional
standards and reviewed biannually by the Program and Policy Review Committee. The Committee provides
suggestions on updates to the materials provided to individuals based on current evidence and professional
standards. These materials include, but are not limited to:
• Educational materials giving tips on managing their conditions (e.g. Tips on Managing Your Risk of Falls).
• Brochures detailing the mission of and services provided by the NCQAHealth LTCMP.
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NCQAHealth LTCMP staff are annually trained on the most current techniques and evidence-based practices in longterm care and case management. New case managers are oriented to the program protocols and requirements as
part of their 3-month probationary period. This training includes but is not limited to:
•

The principles of case management in a community setting.

•

Person-centered care planning.

•

Evidence-based assessments and services.

•

Cultural competency based on the US Health Resources and Services Administration’s “Effective Communication
Tools for Healthcare Professionals: Addressing Health Literacy, Cultural Competency, and Limited English
Proficiency” tool.

LTCMP Staff are also required to complete HIPAA training and subsequent maintenance training every year.
The NCQAHealth LTCMP is committed to being culturally sensitive, meeting the linguistic and cultural needs of its
client population. The LTCMP provides all educational materials for program participants in Spanish and English,
hires bilingual case managers and gives participants 24/7 access to interpreters to provide the most person-centered
care. Biannually, the Program and Policy Review Committee assesses the cultural and linguistic options provided by
the LTCMP for their appropriateness in serving the targeted population. If the Committee finds the current materials
and options are not in alignment with the demographics of the LTCMPs current clients or service area, they will
provide suggestions to update as necessary. Understanding the cultural diversity amongst LTCMP participants is key to
providing person-centered, effective care across all segments of the population.

Supplemental Material 1. Program and Policy Review Committee Meeting Minutes from January 3, 2017
Meeting:

Program and Policy Review Committee Meeting

Date:

January 3, 2017

Attending:

John Johnson, MHA; Mary Jones, MSN, RN; Jim James, MSW;
Jessica Gimenez, PhD; Barry Smith, MBA, MPH

Minutes Organizer:

John Smith

Agenda Item: Educational
Materials Review

Discussion

Decision

Current Program Content and
Clinical Guidelines

The Committee reviewed the Long-Term Case Management Program
(LTCMP) content and clinical guidelines for alignment with the most
current evidence available. There was general agreement that
the program and guidelines are up-to-date with the exception of
those surrounding nutrition, which was suggested for removal. One
member disagreed with this, stating the current clinical evidence
about the importance of nutrition education in frail elderly points to
the maintenance of the guidelines. The member suggested updating
the guidelines to better fit the target population’s needs.

The Committee agreed to
maintain the nutrition guidelines
provided updates are made by
NCQAHealth.
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Meeting:

Program and Policy Review Committee Meeting

Date:

January 3, 2017

Attending:

John Johnson, MHA; Mary Jones, MSN, RN; Jim James, MSW;
Jessica Gimenez, PhD; Barry Smith, MBA, MPH

Minutes Organizer:

John Smith

Agenda Item: Educational
Materials Review

Discussion

Decision

Materials for Participant
Education

The Committee reviewed the educational materials made available
to individuals in the LTCMP for their alignment with current
evidence and professional standards in condition management and
understanding their health risks. The Committee found the materials
were within current practice and professional standards. Given this
finding, the Committee did not suggest updates to be made.

No updates to be made to
educational materials.

Agenda Item: Training Materials
Review

Discussion

Decision

Materials for Staff Training

The Committee reviewed the staff training materials for the LTCMP
including relevant assessment forms, training curriculum, service
plan templates and other materials necessary to provide evidencebased services to individuals in the program. The Committee found
that given the updates suggested to the nutritional guidelines as
described earlier in the meeting, staff training curriculum should
reflect these changes as well. The Committee also suggested
providing additional training materials to staff about the importance
of nutrition in frail elderly populations and how it is incorporated into
their daily care services.

Update current curriculum
to reflect changes made in
nutritional guidelines.

Agenda Item: Cultural
Appropriateness Review

Discussion

Decision

Program Cultural Appropriateness

The Committee reviewed the cultural appropriateness of the program
content and educational materials for participants. It was determined
that there was a lack of non-English information related to advance
directives and similar content necessary to person-centered planning
goals. One member noted that the program should include more
educational materials for Spanish-speaking participants relevant to
the Hispanic population (e.g. nutrition information). Another member
asked the LTCMP to consider the inclusion of materials in languages
other than Spanish and English. Specifically, he suggested the
program started to include educational materials in Chinese and
French, which is consistent with the demographics of the population
the LTCMP is serving.

Seek Spanish-language
advanced directive materials.

Add more training materials
providing more information
on nutrition in frail elderly
populations.

Agenda Item: Conclusion

Next Committee Meeting: June 1, 2017
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Supplemental Material 2. NCQA Health Program and Policy Review Committee Member Roster
Committee Member

Contact Information

John Johnson, MHA

Phone: (555) 555-5555

America Community-Based Care

E-mail:

1234 Patriots Way
New York City, NY 12345

Mary Jones, MSN, RN

Phone: (555) 555-5555

Long-Term Community Care Initiative

E-mail:

1234 Stark Road
Washington, DC 12345

Jim James, MSW

Phone: (555) 555-5555

Illinois Association on Aging

E-mail:

1234 Battery Street
Chicago, IL 12345

Jessica Gimenez, PhD

Phone: (555) 555-5555

Division of Sociocultural Health, California State Health Authority

E-mail:

1234 Lasso Circle
San Franscisco, CA 12345

Barry Smith, MBA, MPH

Phone: (555) 555-5555

Health Education Institute

E-mail:

1234 University Way
Minneapolis, MN 12345

Supplemental Material 3. Materials Management Review Tracker
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Appendix B. Assessment Process
SPD HRA Four Quadrant Breakdown
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Manchanda, Rishi and Gottlieb, Laura, HealthBegins (2015)— Upstream Risks Screening Tool & Guide
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Appendix C. Person-Centered Care
Planning and Monitoring
Institute for Healthcare Communication, Inc. (2011)—Choices & Changes: Communication Tools,
Techniques & Strategies: Summary
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Erie County Department of Senior Services (2016)—Person-Centered Care Plan Policy and Procedure
PHILOSOPHY:
A person-centered care plan must include what is important to the client. A person-centered care plan will include
individualized goals that are clearly stated. Each goal will have a clearly defined follow up schedule. The Case
Manager documents the person-centered care plan. The Case Manager monitors and documents the goal progress.
The person-centered care plan can include “self-management plans.” Self-management plans are activities undertaken
by the client to help the client manage their condition or attain goals. These activities are designed to shift the focus
from the practitioner or care team to the individual. Self-management activities are components of the care plan
and do not require a separate care plan. Self-management plans are developed collaboratively with the client and
specifically address what action(s) the client will undertake. Those who review the Care Plan and Case Notes will
be able to “hear” what is important to the client regardless of the reviewer’s level of direct interaction with the client.
Case Managers facilitate referrals to resources when necessary. Referrals made by the Case Manager will be clearly
documented in the Care Plan, Case Notes and the Community Referrals screen in PeerPlace.
POLICY:
Case managed clients and/or home delivered meal clients must have a personalized care plan with stated goals.
Goals in the care plan may address the client’s lifestyle, health, physical function(s), social function(s), etc. Goals must
be prioritized and clearly documented. Case Managers will assess for barriers to goal completion. Case Managers
will document that barriers were assessed for, even if no barriers are identified. Examples of barriers can include: the
client’s understanding of his/her condition, financial limitations or transportation limitations. Case Managers and their
clients will develop a follow up schedule of at least, but not limited to, the service monitoring schedule to track goal
progress. For example, Ms. Smith receives EISEP home care and Home Delivered Meals. Ms. Smith would like to
learn a new language. The Case Manager would check in with Ms. Smith at least bi-monthly to see how Ms. Smith
is progressing on her goal of learning a new language. An example of a self-management plan within this goal can
be: Ms. Smith will maintain her prescribed diet and Ms. Smith will log her daily food intake. The Case Manager
provides linkage and support, as needed, through the goal process. Referrals made by the Case Manager must be
clearly documented in the Care Plan, Case Notes and the Community Referrals screen in PeerPlace.
PROCEDURE:
All case managed clients and/or home delivered meal clients will have a person-centered care plan completed in
PeerPlace. The person-centered care plan will be documented in the Care Plan section, Issues and Goals section (if
more space is needed), and in the Case Notes.
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Case Managers document the person-centered care plan in the Action Steps agreed upon comment box. The
Case Manager will state the goal, the action to be taken and the follow up schedule. Due to the limited number of
characters allowed, the Case Manager can also use the Goal Comments section in the Issues and Goals tab, see
below. There may be/should be multiple goals listed per care plan. The Case Manager documents the care plan
and barriers to goal achievement in the Case Notes section. The subject of the case note will be Care Plan so the
case note can be easily recognized.

The Care Plan is given to the client immediately upon completed documentation of the Care Plan.
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Appendix D. Measurement
and Quality Improvement

Appendix D. Measurement and Quality Improvement

National Committee for Quality Assurance (n.d.)—Quality Improvement Activity (QIA) Form and
National Committee for Quality Assurance (n.d.)—Quality Improvement Activity
Instructions for CM LTSS 5 and HPA LTSS 2 B-E: Quality Measurement

(QIA) Form and Instructions for CM LTSS 5 and HPA LTSS 2 B-E: Quality
Measurement
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Quality Measures Workbook

Quality Measures Workbook
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Measures Worksheet
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Action and Re-measurement Worksheet
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Partners in Care Foundation (2016)— MSSP Performance Improvement Projects

Partners in Care Foundation (2016)—MSSP Performance Improvement Projects
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National Committee for Quality Assurance (2016)—Checklist for NCQA Data Analysis
National Committee for Quality
Assurance (2016)—
ChecklistD
for
NCQA
Data Analysis
CHECKLIST
FOR NCQA
ATA
ANALYSIS
Complete checklist to assess comprehensiveness of NCQA reports requiring analysis.

CHECKLIST FOR NCQA DATA ANALYSIS
Title of Report Assessed:

_______________________________________________

Date Assessed:
_______________________________________________
Complete checklist to assess comprehensiveness of NCQA reports requiring analysis.
definitions:
Title of ReportNCQA
Assessed:
__________________________________________________________________________________

Quantitative analysis: A comparison of numeric results against a standard or benchmark trended over
time, using
charts, graphs or tables. Unless specified, tests of statistical significance are not required, but
__________________________________________________________________________________
may be useful when analyzing trends.
NCQA definitions:
 Qualitative analysis: An examination of deficiencies or processes that may present barriers to
improvement or cause failure to reach a stated goal. Also called a causal, root cause or barrier analysis.
• Quantitative analysis:
A comparison
of those
numeric
results against
a standard
or benchmark
trended over time, using charts, graphs or tables.
The analysis
involves
responsible
for the
execution
of the program.


Date Assessed:

Unless specified, tests of statistical significance are not required, but may be useful when analyzing trends.

•

Instructions:

Enter a checkmark in the first column (√) to indicate the report meets the specific Criteria.

Qualitative analysis: An examination
of Assessment
deficiencies orGaps
processes
that may present
barriers
to improvement
or causeisfailure
to reach a stated
Complete the
& Comments
column,
to document
gaps (criterion
not met)
as well
as other
feedback.
goal. Also called a causal,
root cause
or barrier
analysis. The analysis involves those responsible for the execution of the program.
Tool is designed for use by Business Owners/Report Writers and/or Accreditation Team.

Instructions:

√

Criteria

Enter a checkmark in the first column (√) to indicate the report meets the specific Criteria.

Assessment Gaps & Comments

Data analysis
precedes
the development
and implementation
of is not met) as well as other feedback.
Complete the Assessment
Gaps
& Comments
column, to document
gaps (criterion
interventions.

Tool is designed for use by Business Owners/Report Writers and/or Accreditation Team.
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√

Criteria

Assessment Gaps & Comments

Comparison of results with a goal or benchmark, including drawing a conclusion is
required and present.
•

Appropriate use of mathematics, logic and statistics to draw an appropriate conclusion.

•

Reporting results is not enough.

•

Without conclusions, the numbers are simply “reporting” results.

•

Data analysis precedes the development and implementation of interventions.

QUANTITATIVE ANALYSIS
Comparison of results with a goal or benchmark, including drawing a conclusion is required
and present.
•

Appropriate use of mathematics, logic and statistics to draw an appropriate conclusion.

•

Reporting results is not enough.

•

Without conclusions, the numbers are simply “reporting” results.

Answers the question, “What do the results (numbers) mean?”
•

What is happening?

•

How do the current results compare to prior measurement periods/results?
- Getting better? Worse?

•

Has the goal been reached?

•

Is the change statistically significant?
- Not required, but often helpful

•

Is the analysis brief and to the point?

Goals or benchmarks are present:
•

Goal (or objective): Set by organization indicating desired level of performance.

•

Benchmark: Best of the best based on actual performance, cannot be “set”.

•

Threshold: Minimum acceptable performance. Usually identifies the need for intervention.

Minimum written conclusion requirements
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•

Comparison to goal or benchmark (for both initial measurements and subsequent
measurement periods).

•

Comparison to prior measurement periods

•

Draw a conclusion or conclusions
– Writer summarized in a narrative if the goal/benchmark was met or not met. Surveyor
should not be left to determine conclusion.
•

Concludes if the last performance results have improved from the baseline.

•

Concludes if the change is statistically significant, if applicable.

•

Concludes if the current performance does not meet the goal

•

Conclusion must be appropriate to the data present.
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√

Criteria

Assessment Gaps & Comments

QUALITATIVE ANALYSIS
Answers the question, “Why are the results what they are?”
•

What are the drivers of the results? 

•

Identifies items impacting results such as
- Systems
- Processes
- People—staff, practitioners, members, etc.
- Equipment 

•

Focus on causes of current performance
- Barriers as well as positive drivers

Quantitative analysis demonstrates no opportunities for improvement; what’s next?
•

If there is no reasonable opportunity for improvement (i.e. the goal is reasonable and it has
been met), qualitative analysis may not be necessary. 

•

Determine if assessment that no opportunity exists is appropriate conclusion?

Participants in analysis are identified in the report
•

Examples: committee, department, medical director, team, manager or director. 

•

Are they appropriate to conduct the assessment? 

•

What was the process for the analysis?

OPPORTUNITIES FOR IMPROVEMENT, IF APPLICABLE
When Opportunities for Improvement requirements are present, reporting should include:
•

Identification of opportunities for improvement 

•

Prioritization and selection of opportunities to improve 

•

Identification of interventions based on the selection 

•

Implementation of interventions 

•

Measurement of effectiveness of the intervention

Interventions identified are:
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•

Actions based on the causes of performance identified during qualitative analysis. 

•

Illustrating a logical connection between an intervention and an identified cause of
performance.

•

Reducing or mitigating a barrier or root cause. 

•

Amplifying or enhancing a driving force.
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√

Criteria

Assessment Gaps & Comments

NCQA does not consider the following as interventions:
•

Changes in methodology
- Improving data collection
- Changing data collection methodology
- Increasing sample size
- Shortening a survey to improve response rate

•

Continued monitoring

•

Further measurement

•

Drill-down analysis

•

Intent to develop a form

•

Developing a process change without implementing it

•

Scheduling a meeting

•

Forming a group to do further study

Confirm these actions are not labeled as interventions within the report.

OPTIONAL: Participants in Intervention development and implementation are identified in
the report

Improvement is present on Remeasurement.
•

An improvement in performance needs to be reasonably linked to the intervention for it to
“count” as an improvement.

•

ALL re-measurements require narrative of how the data is trending over time.

FINAL Assessment: Surveyors evaluate the following:
•

Is there credible analysis that identifies likely causes?

•

Has the organization implemented interventions to specifically address (at least some of
the causes?)

•

Are the targeted causes ones that are likely to affect measured performance?

•

Are the interventions robust?

•

Were the interventions timely?

Does this report answer “YES” to these questions?
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Checklist Application
Listed below are elements the Checklist may be used to assess data analysis content.
2016/2017 Standard Years

Element Name

QI 4 A

Member Services Telephone Access

QI 4 B

Behavioral Healthcare Telephone Access Standards (if applicable)

QI 4 C

Member Experience: Annual Assessment

QI 4 D

Member Experience: Opportunities for Improvement

QI 4 E

Member Experience: Annual Assessment of Behavioral Healthcare & Services

QI 4 F

Member Experience: Behavioral Healthcare Opportunities for Improvement

QI 4 G

Member Experience: Assessing Experience with the UM Process

QI 5 I

Complex Case Management—Experience with Case Management

QI 5 J

Complex Case Management—Measuring Effectiveness

QI 5 K

Complex Case Management—Action and Remeasurement

QI 6 I

Disease Management—Experience with Disease Management

QI 6 J

Disease Management—Measuring Effectiveness

QI 7 D

Practice Guidelines—Performance Measurement (applicable to First Surveys only)

QI 8 A

Continuity & Coordination (CoC) of Medical Care—Identifying Opportunities

QI 8 B

CoC Medical Care—Acting on Opportunities

QI 8 C

CoC Medical Care—Measuring Effectiveness

QI 9 A

CoC Between Medical Care and Behavioral Healthcare—Data Collection

QI 9 B

CoC Between Medical Care & Behavioral Healthcare—Collaborative Activities

QI 9 C

CoC Between Medical Care & Behavioral HealthCare—Measuring Effectiveness

NET 1 A

Cultural Needs & Preferences

NET 1 B

Practitioners Providing Primary Care

NET 1 C

Practitioners Providing Specialty Care

NET 1 D

Practitioners Providing Behavioral Healthcare

NET 2 A

Access to Primary Care

NET 2 B

Access to Behavioral Healthcare

NET 2 C

Access to Specialty Care

NET 3 A

Assessment of Member Experience Accessing the Network

NET 3 B

Network Adequacy: Opportunities to Improve Access to Non-Behavioral Healthcare Services

NET 3 C

Network Adequacy: Opportunities to Improve Access to Behavioral Healthcare Services

NET 4 C

Exchange Member Experience

NET 4 D

Exchange Member Experience Opportunities for Improvement

UM 2 C

Consistency in Applying Criteria

RR 4 C

Assessing Member Understanding

MEM 4 C

Pharmacy Benefit Information: QI Process on Accuracy of Information

MEM 5 C

Personalized Information on Health Plan Services: Quality & Accuracy of Information

MEM 5 D

E-Mail Response Evaluation

157

ncqa.org

 A Roadmap to Success in LTSS

Appendix E. Rights and Responsibilities
NCQA Implementation Timeline and Survey Look-Back
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Appendix F. General Materials
NCQA Implementation Timeline and Survey Look-Back
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NCQA Library Document Tracking
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