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Executive Summary

Expangon of Medicad financed Home and Community Based (“waiver”) Services (HCBS) and
other community service optionsin Minnesota has dramétically increased the number of settings
in which people receive services. This has brought enormous chalenges in monitoring service
qudity and protecting the well-being of persons who receive those services. In recent yearsthere
have been persstent remindersin media and government investigations of the gap between
assurances of basic monitoring that the state has madein its HCBS waiver applications and the
practical capacities and accomplishments of its quality assurance programs to fulfill those
assurances.

To consider approaches for addressing such challenges, in 2005 the Minnesota Legidature
requested a study of loca and regiond quality assurance modes that might be adopted statewide.
Specificaly, it requested that, “the Commissioner of human services shal arrange for astudy,
induding recommendations for statewide development and implementation of regiond or loca
qudity assurance models for disability services. The sudy shdl include areview of current
projects and models, make findings regarding the best components, role, and function of such
models within a statewide qudity assurance system; and shdl estimate the cost and sources of
funding for regiona and loca qudity assurance models on a Satewide basis.”

In response, the Department of Human Services (DHS) established a Quality Assurance Pandl of
citizen experts representing a range of perspectives and charged it with responsibility to
recommend an approach to quality assessment and management of HCBS and related disability
programs. Expectations for the recommended approach include thét it:

1) isapplicablefor dl HCBS waiver recipients regardless of disability type or how and by
whom their long-term services and supports are managed;

2) meetsfederd expectations;

3) reflects contemporary concepts of qudity;

4) isoutcome-based;

5) isvdid and rdidblein its assessments,

6) exhibits cost-€effectivenessin yidding needed products;

7) isfounded on previous experiencesin Minnesota and e sewhere; and

8) isaufficently wdl-funded to meet the substantidly increased requirements placed onit.

The QA Panel’ s work was guided by the expectations for quality assurance of the Centers for
Medicare and Medicaid Services (CMS) as specified in the CMS Qudity Framework. The
Qudity Framework provides states with substantial guidance regarding their respongibilitiesin
managing HCBS programs. Specificaly it establishes state responsibility for programs of
assessment (discovery), remediation and improvement in seven focus areas, including access,
person-centered services, provider capacity; participant safeguards; rights and responghilities;
outcomes and satisfaction; and system performance.

The QA Pand met monthly throughout 2006. During the yesr, it heard from national QA
experts, received reports of interviews, focus groups and surveys, read case studies of



innovations in other states, regions and loca communities, and participated in facilitated
discussons. It then formulated and vetted its recommended modd for Minnesota.

The QA Pand recommends adoption of five key components of a reformed statewide qudity
assurance program to respond Federal expectations and State respongbilitiesfor qudity
assurance and improvement for supports and services. These integrated components include:

1) aState Quaity Commissionto provide the needed leadership, atention, commitment and
public awareness of the strengths and limitations, the successes and chdlengesin the
sarvices provided to Minnesotans with disabilities and to promote specific guided efforts
throughout the state to improve the ability of long-term services and supports to protect
the hedlth and safety and to contribute to the qudity of life of Minnesotan’ s with
disabilities;

2) Regiond Qudlity Coundils to provide leadership, andyze the results of the various
quality assurance activities, identify needed program improvement and design and
implement program improvement initiatives through training, technica assstance and
print and eectronic publications within Sx date regions to respond to regiona and
datewide priorities for establishing and maintaining high quaity and continuoudy
improving community services and supports;

3) Anannua independent statewide survey of asample of service recipients to determine
and report the outcomes of services and supports provided to individuas with disabilities
in Minnesota, with attention to services used, individua characterigtics, and residentid,
employment and other circumstances associated with service and lifestyle outcomes to
establish the effectiveness of service system performance and to set and monitor the goas
for sygem improvement. The Qudity Assurance Panel recommends that the Legidature
commit in this biennium to developing, field-testing and fielding a consumer interview
survey that meets the cross-disability needs of Minnesota;

4) An outcome-based quality assessment program for service quaity monitoring, including
both licensed and unlicensed services, based on outcome-based interviews of a sufficient
sample of individuas and caregivers supported by an organization to determine
organizationd performance with sufficient religbility to determine the level of service
quality, issue program licenses as cdled for, recommend remedid activities, and inform
the need for genera and specific training, technical assstance, consumer education, and
other service improvement activities,

5) An effective program of incident reporting, investigation and andys's that provides
necessary protections, assures timely and appropriate response, and gathers and analyzes
data to guide qudity improvement initiatives,

The QA Pand recognizes that these programs will require time to be fully developed and urges
haste in beginning the process. Without substantia progress, Minnesotal s Medicaid HCBS
goplications arein jeopardy of rgjection, and Minnesota s citizens with disabilities are a risk of
receiving services and supports that are of poorer quality than they have the right to expect.
Therefore, the Pand strongly recommends that the State Quality Commission, the Sx Regiond
Quadlity Councils and the statewide survey be funded and implemented in the next biennium.
The QA Pand also recommends that reports based on the current incident reporting,
investigation and analys's system be provided to the State Quaity Commission and Regiond




Qudity Councils and that animplementation design for revisonsto this system be funded in this
biennium. The recommended reforms to create an outcome-based qudity review program
should likewise be undertaken with urgency.

The QA Pand recommends that changes to the QA system be phased in over time beginning
with dl HCBS Waiver Services for dl persons with disabilities except for those whose services
arefunded by the “Elderly Waiver”. As experience with these reforms is obtained, this new
system could be expanded to services for dl persons with disabilities funded under other
programs induding other state and county funded services and for persons inthe“Elderly
Waiver” program.

The cogt of the State Quality Commission is estimated to be $240,000 in thefirst year and
$224,000 in the second year of thisbiennium. The cogt of the Regiond Qudity Councilsis
estimated to be $2.9 million in the firgt year and $3.1 million in the second year (the year 1 costs
will be subgtantidly lower if the Regiond Qudity Councils are not implemented on July 1,

2007). The costs of the annua statewide survey and analysisis estimated to be $242,600 in the
first year asthe survey isfindized and pilot tested, and $506,480 in the second yeer asthe fina
survey is fielded for the firg time with asample of 3,400 service users. The cost of the
recommended incident reporting, investigation and andys's system reformsis estimated to be
$100,000 in each of the next two years. The costs of the outcome-based service qudity review
have not been determined and funding is not requested for that activity at thistime, but the Panel
recognizes the importance of Department of Human Services working with diligence in moving
from a system that has been regulation based to one that focuses on individua needs and service
outcomes.

As afundamentd aspect of managing services in accordance with CM S requirements that states
establish an effective infrastructure to support qudity assurance and improvement, the cost of the
new quaity assurance and improvement infrastructure would be cost- shared by the Federa
government at the Medicaid adminigrative rate (50% federd funds for an effective rate of 40%
once non-Medicaid services are included). Additiona details and anticipated costs of these
reforms are described in the full report of the Quaity Assurance Pandl.

The “proposed legidation for implementation of a satewide system of quality assurance’ cdled
for in the Legidature mandate that established the QA Panel and further details regarding the
Panel’ s recommendations are included in the full verson of this report available from the
project’ s website at www.gapane .org.
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In 2005 the Minnesota
Legidature mandated a
study and
recommendations on
statewide devel opment of
regiona or local quality

assurance models.

“...in December 2005 the
Commissioners of the
Department of Human

services appointed a Quality
Assurance Panel to conduct
is study and make requested

recommendations.”

Project Overview
Mandate

In 2005, the Minnesota L egidature mandated a study and recommendations on
dtatewide development of regiond or loca quaity assurance models for disability
sarvices* Specificaly the mandate was that, “ The commissioner of human
services shdl arrange for a study, including recommendations for statewide
development and implementation of regiona or loca quality assurance models for
disability services. The sudy shdl include areview of current projects or moddls,
make findings regarding the best components, role, and function of such modds
within a statewide quality assurance system; and shal estimate the cost and
sources of funding for regiona and loca quality assurance models on a statewide
bass. The study shdl be done in consultation with counties, consumers of service,
providers, and representatives of the Quaity Assurance Commission under
Minnesota Statutes, section 256B.0951, subdivision 1. The study shall be
submitted to the chairs of the legidative committees with jurisdiction over hedth
and human services with recommendations on implementation of a Satewide
system of quality assurance and licensing by July 1, 2006. The commissioner

shdl submit proposed legidation for implementation of a Satewide system of
quality assurance to the chairs of the legidative committees with jurisdiction over
health and human services by December 15, 2006.”

*In preparing this report disability services has been defined to include the
Medicaid Menta Retardation and Related Conditions (MR/RC), Community
Alternatives for Disabled Individuas (CADI), Community Alternative Care
(CAC), and Traumatic Brain Injury (TBI) HCBS waivers, Persona Care
Attendant services, Home Care; Family Support Grant services, Consumer
Support Grant services, and Supervised Independent Living services. The people
impacted include dl persons with disabilities recaiving services through the
auspices of Disahility Services Divison (DSD).

Quality Assurance Panel

As mandated, in December 2005, the Commissioner of the Department of Human
services appointed a Quaity Assurance Pand to conduct this study and make the
requested recommendations. The Pand consisted of state employees representing
DHS Disahility Services Divison and Department of Licensing; Department of
Hedlth; county officids, service providers, advocacy group members, family
members; consumer representatives, and members of the Region 10 Qudlity
Assurance Commission Pursuant to the legidation, the Commissioner submitted
an interim report of initia Panel ddiberations and findings to the chairs of the
legidative committees with jurisdiction over hedth and human servicesin July
2006. Thisfind report of findings and recommendations concludes the work of
the Quality Assurance Pand as charged by the Legidature (Laws of Minnesota,
First Specid Session, Chapter 4, Article 7, Sec. 57).




In May 2006 the
Department of
Human Services

contracted with the

University of
Minnesota...to
provide technical

support, research,

advice and
facilitation of the

Panel’ s work

The DHS Quality Assurance Pand was appointed by the Commissioner of
Human Services to represent magjor constituencies with vested interests in the
design, implementation and effectiveness of quality assurance practicesin
Minnesota. During the entirety of 2006 the Pand met monthly for periods of 4-6
hours, with additiona sub-group meetings conducted periodicaly as needed.
Pand members received and responded to materials sent to them between
meetings. (Panel members are identified in Appendix A).

In its meetings, the QA Pandl:
Adopted definitions, goas and objectives of quaity assurance;

Established means of evauating achievement of the consensus goals and
objectives,

Evauated quaity assurance components and options for ther ability to
achieve the established goa's and objectives,

Congdered the implications and costs of various components and options;

Developed recommendations and proposed legidation for a qudity assurance
model that reflects and promotes the goal's and purposes held for home and
community supports for Minnesotan’ s with disabilities.

In May 2006 the Department of Human Services contracted with the Universty of
Minnesota and its subcontractor Human Services Research Indtitute support the
Pand’swork. Their role was to:

Coordinate, support, and record meetings of the Pandl, and work with Pandl
members to achieve and confirm consensus;,

Serve as aresource to the Pand by andlyzing and sharing information from
research and experience on promising approaches to quality assurance;

Conduct interviews, surveys, ste visits, and focus groups with key
stakeholders on current practices, new initiatives, and feasbility of alternative
approaches to qudity assessment and improvement;

Provide resource and cost- benefit analyses to the Panel on different quality
assurance and improvement approaches;

Draft and provide reports for the pand to review on the context, challenges,
benefits, and cogts of various approaches to quality assurance and the
recommendations of the Panel.

Necessity of Quality Assurance Reform

Minnesota’ s current process for assuring the basic qudity of Medicaid home and
community-based services is inadequate and must be reformed. Exigting
monitoring practices in Minnesota reflect outmoded, rule-based compliance



Minnesota' s current
process for assuring
basic quality of
Medicaid Home and
Community-Based
Servicesisinadequate
and must be reformed.
.... It has contributed
to high degrees of
criticismregarding
quality assurance in
Minnesota.

....consistent with this
mandated report and
recommendations the

Department of Human

Services recently
created an internal
workgroup of subject
maker expets and
external
stakeholders...to
create a comprehensive
quality system for
HCBS.

This Quality System
Architecture
Initiative is expected
to subsume the
findings and
recommendations of
this study into its

planning.

Expectations for
quality assessment
and improvement in

HCBS programs
have been conveyed
inthe CMS Quality

Framework.

modes. The resources adlocated to the operation of these practices and systems
leaves them increasingly limited in their ability to establish even the most basic
protections. Despite skilled and committed personnd, the failure to adopt
contemporary outcome-based quality assessment and improvement practices and
support the agencies respongble for service quaity monitoring has contributed to
high degrees of criticism regarding the relevance and reach of quality assurancein
Minnesota. Perhaps even more compelling for policy-makersisthe clear
expectation of the Centers for Medicare and Medicaid Services (CMYS) that
Medicaid Home and Community-Based Services must operate with quality
assessment and improvement systems that are much more focused on the
achievement of an individud’s desired outcomes and the organizationa
performance in ddivering those outcomes than are currently being implemented
in Minnesota. Minnesota must respond to these new expectations of CM S that
states devel op and implement comprehensive systems of quaity assessment and
improvement to mantain its federa HCBS program approva and funding.

DHS Quality System Architecturelnitiative

In an effort congstent with this mandated report and recommendations, the
Department of Human Services recently created aworkgroup of internd subject
matter experts and externd stakeholders. The work of this group isto create a
comprehengve quality system for HCBS, to establish a structure which assures
timely and pertinent data collection to assess performance of and improve the
qudlity of service ddivery. ThisQuality System Architecture Initiative requires
and demands coordination of the many businesses that collectively work to create,
enhance and maintain individual community-based services.

As expected, initid findings of the Initigtive show that improvement is needed.
Initid findings of the Qudity System Architecture Initiative group are consistent
with those of the QA Pand and recommendations in thisreport. Both have
recognized the disconnection among service providing businesses, data system
gaps, business practices resulting in delays in service, assessment systems that
lack measurable outcomes, quaity assurance/monitoring systems that have not
expanded commensurately with the growth of programs that now serve more than
31,000 of Minnesotal s most vulnerable citizens.

Specific Federal Mandate

Minnesotais not done in facing the chalenge of designing and implementing a
more effective modd of quaity assurance and improvement. Much more
rigorous and comprehensive expectations for quality assessment and improvement
in HCBS programs have been conveyed to the sates through the CMS Quality
Framework. The CM S Qudlity Framework recognizes that the redlm of qudity
assurance includes dimensions of qudity of life, individud rights, choice, and
satisfaction in addition to protection of hedth, safety and well-being.



The CMS Quality
Framework
represents afirm
commitment on
the part of CMS
to operate at a
new level of
engagement in
defining,
expecting,
monitoring and
improving
quality.
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Because of its centrd rolein establishing CM S expectations for state models of
quality assurance, the QA Panel recognized that the CMS Quality Framework
mugt serve as the guide to the andys's and recommended reform of qudity
assurance and improvement effortsin Minnesota. To do otherwise was viewed by
Panel members asimprudent, given CM S s position that the Framework provides
the needed specificity to sates about their adminidrative responsbilities, the
assurances that they are expected to integrate into the new HCBS application and
reporting requirements, and the promise of expanded CM S oversight of states
fulfillment of these assurances

Asshown in Chart 1, The CMS Quality Framework is made up of sevenfocus
areas of program design and three qudity management functions. The seven
focus areas of qudity and components of each are:

Participation Access: access to community supports; information and referrd;
timdly intake and digibility determination; reasonable promptness,

Person-Centered Service Planning and Ddlivery: individualy-oriented needs
assessment and service plans, implementation and monitoring and service as
planned; responses to changing needs/choices and to participant direction;
Provider Capacity: organizationd licensure and certification; sufficient
providers (agencies and gaff); adequate s&ff traning; provider monitoring
Participant Saefeguards: incident reporting and response; risk

assessment/ba ance with choice; monitoring of behaviord and
pharmacologicd interventions, medication adminigtration; emergency and
disaster preparation/response; heath monitoring;



The Quality
Framework
requires quality
assurance systems
that not only
gather quality-
relevant data, but
also that use the
data they gather
in ways that
contribute to the
quality of
services.

The QA Panel
established specific
criteriato guide its
analyses of options

and
recommendations
for future design of
Minnesota' s
approach to quality
assurance and

improvement.

Rights and Responsihilities: protection of rights and decision-meking
authority; due process and grievance procedures,

Outcomes and Satisfaction: surveys that show outcomes of and satisfaction
with sarvices provided; data used to identify and respond to dissatisfaction
and poor performance generdly and for specific subgroups,

System Performance: systematic gathering and andlysis of performance data;
community participation in designing and appraisng system performance and
improvement activities, financid accountability; a system that strivesto
improve quality.

With CM S s adoption of the Quality Framework, Minnesota’ s HCBS programs
will be held accountable for monitoring specified “ desired outcomes’ in each of
these areas. The Quadlity Framework not only requires quality assurance systems
to gather quality-relevant data, but also that the data be used to improve the
quality of services. Thisisto be accomplished through three specified quality
management functions:

Discovery: knowing what outcomes are being accomplished, identifying
problems, determining opportunities for improvement, and finding sources of
effective practice;

Remediaion responding to problems on aindividual, agency and system-
wide basis,

Improvement: using information about HCBS programs and those persons
enrolled in them, knowledge of effective practices and information and
knowledge dissemination to improve the quaity of services and supports, and
elevate the expectations of and demand for higher qudity by service recipients
and their advocates.

Thereis, of course, an implied fourth management function, qudity system
program design, in which an infrastructure must be crested and sustained to
support the other management functions.

QA Panedl Criteriafor Minnesota’'s Approach

The QA Panel established specific criteriato guide its analyses of options and
recommendations for afuture design of Minnesota s approach to qudity
assurance and improvement. These criteria derived from both the Legidative
mandate to the Panel and from the Pand’ s understanding of its responsibility
under that mandate to the state and its citizens with disabilities. These criteria
included:

The qudity assurance and improvement system must be consstent with the
CMS Qudity Framework;



The qudity assurance and improvement syslem mugt be adequately funded to
achieve the substantial expectations of CM S for Minnesota s qudity
assurance and improvement infrastructure;

The quality assessment and improvement system should be applicable to dl
HCBS and other community support programs for persons with disabilities
regardless of how and by whom their long-term supports and services are
managed;

Operationd definitions of qudity must derive primarily from service
outcomes that people with disabilities and caregiversview as important;

The qudity assurance and improvement system must be designed,
implemented, and evduated for its ability to cause pogtive change in the lives
of people with disabilities,

Thequdity assurance and improvement system must support the interests and
commitments of family members, friends and others to be engaged positively
in the lives of Minnesotans with disahilities;

Thequdlity assurance and improvement system must provide for loca or
regiond management and must include mechanissto identify and respond to
gpecific areas of needed assstance;

Quadlity assessment and improvement system must provide for and support
direct participation and advisory involvement of individuas with disabilities,
family members, loca government employees, service providers and other
dtizers;

The quality assessment and improvement system must include effective
procedures for reporting, investigating, and resolving incidents of potential
abuse, neglect or exploitation; and to provide for regiona anayses of
incidents and responses to potentidly related problems;

The quality assurance and improvement system must atend appropriately to
services with differing or no current licenang and certification requirements;

Quadlity assessment and improvement system must integrate the activities,
respongbilities and gathered information of dl who have arole in monitoring
individud well-being and the qudity of support received by individuds,

Advocacy and sdlf-advocacy are important components of effective qudity
assurance and improvement systems and should be integrated into
Minnesota s qudity assurance and improvement activities,

The quality assessment and improvement system must fulfill its purposesin
an effident manner with appropriate consideration of resource use for
individudsin different circumstances, with different vulnerabilities, and/or
supported by organizations with different histories or aternative review
programs;



The outcomes of quality monitoring must be integrated into comprehensive
quality improvement programs (e.g., training, technica assstance, consumer
education) asindicated by qudity assessment findings and stakeholder input;
and

Outcomes of qudity assessments should be documented in public reports
prepared by or under the auspices of the Department of Human Services and
shared with federd authorities, the Legidature, the disability community,
current and potentia services users, and the public.

A Recommended M odd for Minnesota

Primary Purpose and Rationale:

The Quaity Assurance Pandl recommends five core components of a
comprehensive Minnesota-wide system of qudity assurance and improvement to
respond to the expectations of the federd government and the needs of
Minnesotan’ s with disgbilities. These componentsinclude:

A State Quality Commission that receives and analyzes results of outcome
based quality assessments from statewide quaity assessment activities
induding licensing reviews, reviews of unlicensed services, reviews of
findings from the statewide sample survey of service recipients, anayses of
critical incident reports and investigations, and reports and recommendations
of Regiona Qudity Councilsto issue an Annua Report that establishes state
priorities for improvement activities. Thisreport will be publicly avalable
and will be posted on the Commission’s public website.

Regiond Quality Coundils that gather, andlyze, synthesize and evauate
information on qudlity, contribute to Statewide service outcome reporting and
priority-setting, and provide programs of individud, family, and professond
education, training, technica assstance, sdf-advocacy support, and activities
to improve the qudity of servicesin each of 6 regions of the gate. The
Regiond Qudity Councilswill creste an Annud Report summarizing their
andydis of qudity outcomes and the regiond leve, articulating their local and
regiond intervention priorities, and describing the results of qudity
improvement activities that will aso contribute to the statewide annua public
report on the quality of services for Minnesotan’s with disabilities.

An annud independent statewide sample of service recipients to determine
and report the outcomes of supports provided to individuas with disabilities
in Minnesota, with attention to the services used, individua characteristics,
and the residentia, employment and other circumstances associated with
sarvice and lifestyle outcomes. Annud statewide and regiond reports of the
results will be published and used to assst regions, counties and providersto
plan and measure the impact of quality improvement activities.




A

An outcome-based quality assessment program for service quaity monitoring,
induding both licensed and unlicensed services, based on outcome-based
interviews of a sufficient sample of individuas and caregivers supported by

an organization to determine organizationd performance with sufficient
religbility to determine the level of service quality, issue program licenses as
cdled for, recommend remedid activities, and inform the need for generd and
specific training, technica assstance, consumer education, and other service
improvement activities at the Agency, County, Regiond and State levds;

An effective program of incident reporting, investigation and andys's that
provides necessary protections, assures timely and appropriate response, and
guides qudity improvement initiatives,

Diagram of the Recommended M odel

The diagram below depicts the components of the regiond qudity assurance and
quality improvement model recommended by the Quality Assurance Pand. A
description of the components and their interaction follows.

Chart 2. Recommended Components of a Regionally-Based Program of
Quality Assurance and Improvement in Minnesota

Minnesota Legidature % ------------------------
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K ey Program Components

The components depicted in Chart 2 are recommended for adoption as anew
regiondly-structured outcome-based program of quality assurance and qudity
improvement In Minnesota. This recommended programis conggtent with



The State Quality
Commission will play
acentra rolein
creating a culture of
quality in Minnesota' s
disability services.

federa expectations and with the goa's of the Department of Human Services
Quadlity Systems Architecture Initiative. Key aspects of these components are
described below.

State Quality Commission:

Primary Purpose and Rationale: The primary purpose of the State Quality
Commission isto assure that qudity and qudity improvement in services and
supports for Minnesotans with disabilities are approached with seriousness,
integrity, creativity and cost effectivenessin dl parts of Minnesota. The State
Quadity Commission will reflect both a symbalic and truly new beginning for
qudlity assurance and improvement in Minnesota. It will reflect a commitment to
quality as defined in required procedures and represents anew vison of quality
that derives from persona outcomes and a commitment to continuous qudity
improvement. The State Quity Commission will reflect in its name, missonand
membership that qudity isaserious public concern in Minnesota that involves
dtizensin and out of government. It will reflect anew understanding that quaity
is not achieved through ingpection processes, but derives from careful collection
of data on outcomes of importance, analyss of and response to those data,
communication between stakeholders, and support for quaity improvement not
just for the worst performers, but dl organizations and individua's supporting
Minnesotan’ s with disabilities. The State Quaity Commission will play acentrd
role in creating a culture of quaity in Minnesota' s disability services.

Essential functions of the State Quality Commission: The essentia functions
of the State Quaity commission include:

The State Quality Commission will commit to a statewide process for
implementing, monitoring and reviewing qudity focused on individud
outcomes. The Commission will be responsible for developing aminimum
set of qudity indicators that will be monitored through Regiond Qudity
Coundils;

The State Qudity Commission will articulate avison about quality for
Minnesota s disability services,

The State Quality Commission will serve to guide and support Minnesota s
effortsin defining, collecting, measuring, and andlyzing data on qudlity to
improving services to Minnesotans with disabilities,

The State Qudity Commisson will oversee the development of anew
outcome-based quality assurance program for services to people with
disabilitiesin Minnesota that reflects contemporary visons and expectations
for quality assurance, including persona outcomes as a primary foundation;

The State Qudity Commission will identify existing regulations thet are
essentid to the well-being of people with disabilities and the efficient and



effective operation of service ddivery and will request of the Legidature
dimination or revison of rules that impede contemporary practices,

The State Qudity Commission will have long-term responsibility for
evauation and improvement of the effectiveness of Minnesota s qudity
assurance system(s) whether operated by the state or by regiond entities;

The State Qudity Commission will establish and administer rules and
required program dements to guide regiond entitiesin: @ developing regiond
quality assurance and quaity improvement programs, or b) becoming the
adminidrative entity for the new state qudity assurance program within their
region;

The State Quality Commission will receive, review and respond to data.on the
quality of services provided to persons with disabilitiesin Minnesota from
outcome-based quality assurance reviews, incident reports and investigations
and from state samples of service recipients, and will issue an annud public
report to the Legidature and the people of Minnesota on the qudity of
sarvices for Minnesotan’ swith disabilities in print and eectronic formats
avalable on the Commisson’s website;

Based on an annual review of outcome data, the State Quality Commission
will sdect 2-3 qudity improvement priorities to address through statewide
qudity improvement initiatives and provide the rationa e and outcomes of
these initiatives within its annud report;

The State Quality Commission will through its employees and/or contracted
entities establish and operate a State Qudity Support System Program that
identifies, develops and disseminates via website, publications and
presentations of information to support achievement of quality as defined in
the new qudity assurance program and the statewide priorities,

The State Quality Commission will identify regiond best practices and
provide public recognition of exemplars of the highest quality through its
annua report, other publications, its webdte, referrds, and other means of
dissemindtior

The State Quaity Commission will use educationd and public relations
drategies to publicize Minnesota s success in achieving service qudity gods
to the Department of Human Services, various stakeholder groups, the
Legidaure, and the generd public;

The State Quaity Commission will establish criteriafor and select Regiona
Quality Council members and will participate in developing the programs of
Regiond Qudity Coundils.

Composition: The State Qudity Commisson will be appointed by the
Commissioner of the Department of Human Services. The Pand recommends
that a Legidator be invited to participate on the Commisson. Memberswill
include representatives of state agencies engaged in qudity assurance and
improvement roles (e.g., the Department of Human Services Assistant



Commissioner, the Disahility Services Divison (DSD) Director, the DSD QA
Policy Lead, Director of Licensing or designee, and the Ombudsman. Other
gppointments could be from departments such as Aging, Hedlth, Area Agencies
on Aging, and the Governor’s Council on Developmental Disabilities). Citizen
Commissioners elected by members of each Regiond Qudlity Council will
participate in the State Quaity Commisson Commissionerswill include well-
informed representatives from disability service receiving, providing,
adminigtering and advocacy organizations, and county officids (e.g., advocates,
sdf-advocates, families, service providers, hedth care plan representatives).
Employees of the Department shdl have permanent membership on the
Commission.

Support: The State Qudity Commisson may be staffed by ether state or
contracted employees. At different times, the Commission will benefit from
individuaswith specific expertise. Access to such individuaswill be on an as
needed basis. Specid support will be built in to assure that commisson members
with disabilities are comfortable with their role and the materia being reviewed.

A mentorship modd will be used to support individuas who request assistance.
Mentorswill be avallable to meet with the individud prior to meetings, asss the
person during meetings and review materia covered after meetings.

Structure: The State Qudity Commisson will meet at least quarterly. Minutes
of meetings shal be maintained. Orientation sessonswill be conducted when the
Commission is established and when new members are gppointed.

Roles and Responsibilities: The State Quaity Commisson will be appointed by
the Commissioner of Human Services with gppropriate input from the
Commissioner of Hedth. The Commissonwill work closely with appropriate
date agenciesto fulfill shared goals and expectations regarding continuous qudity
improvement in services and supports for Minnesotan' s with disabilities. A

citizen Chairperson and Vice Chairperson will guide the work of the State Qudlity
Commissionin cooperation with gaff from the rlevant State Departments.

The Commission shdl be responsible for Essentid Functions mentioned above.
The State Quaity Commission will periodically review current aggregate reports
generated through the Outcome-Based Service Qudity Review process, the
Serious Incident Reporting, Investigation and Anays's process, and other sources
of qudity-relevant information. 1t will collect and andlyze periodic Qudity
Outcome Data based on statewide interviewswith asubstantial sample of service
recipients. Recommendations of the State Qudity Commission will guide qudity
improvement activities of the Regiona Quality Councils. The Department of
Human Services and other rlevant departments will support the work of the State
Qudity Commission by providing summaries of quality-related service outcomes.
The State Qudity Commission will review the annua reports submitted by each
Regiond Qudity Council dong with information about service qudity in the Sate
asawhale. 1t will develop anannud public report on the qudity of servicesand
supports in Minnesota, trendsin service qudity, changesin law or rule needed to
address qudity assurance or quality improvement gaps, and the activities of the
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State Quality Commission and Regiond Quality Councils during the preceding
year. Thisreport will be distributed to the Legidature, relevant state departments
and key stakeholder groups and will be posted on the Commission’s public
website. 1t will be provided in dternative formats as requested.

Regional Quality Councils:

Primary Purpose and Rationale: The Pand recommends that Regiona Qudity
Councils be established in 6 regions to build capacity and support for improved
quality assurance and quality improvement on theregiond level. Like the State
Qudity Commission, Regiond Quality Councils will provide clear and focused
atention to quality and quaity improvement of services and supportsto
Minnesotans with disabilities. Like the State Quality Commission, Regiond
Quality Councilswill represent anew vison of qudity that derives from persona
outcomes and will monitor, report, and initiate activities to improve outcomes of
services and supportsin their region.

The Regiond Qudity Councilswill be on the frontline of transforming Minnesota
from avison of qudity as adherence to rulesto a contemporary vison of qudity
deriving from clear outcome goals, careful collection of datarelated to desired
outcomes, analysis and response to those data, data-based program modifications,
and support of systematic effortsto “build quality in” to programs, services and
supports for Minnesotans with disabilities. Such gpproachesto quaity are not
new; they are the basic mode of operation in modern, successful businesses,
induding agrowing number of human services enterprisesin the U.S. and

beyond.

Regional Designations: The Quality Assurance Pand recommends that the Six
designated regions be designated. The current boundaries of the exigting Area
Agendeson Aging (AAA; see Appendix B) provide guidance as to how the
regions could be defined. Boundaries could be modified in ingancesin which
existing county cooperative efforts would be impeded by rigid adherence the
AAA regions. The AAA regions are generdly congruent with the regions served
by Minnesota s Centers for Independent Living (CIL), dthough there are
currently 8 CIL regions. Active chapters of The Arc are also located in each of
the AAA regions. Creating the Regiond Quality Council regions based on these
generdly established boundaries would dlow for the maximum integration of
exiging federdly-supported, regiondized programs of information and assistance
to persons with disahilities into the work of the Regiona Qudity Councils.
Although the purposes of the AAA, CIL and The Arc programs are not directly
linked to support of state managed services, integration of the services they offer
will contribute subgtantialy to the ability of Regiond Quality Councilsto assst
Minnesotans with disabilities to better understand their rights and opportunities
and to more effectively use disability services programs. Ultimatdly, the Pandl
recommends that the Commissioner establish the find regiona boundaries based
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on such congderations in consultation with the Association of Minnesota
Counties and other stakeholder groups.

Essential Functions of the Regional Quality Councils:

Regiond Quality Councilswill provide direction, oversight, and support for
quality assessment, andyd's and improvement within the Regions;

-~ Regond Qudity Councilswill desgn and implement regiond qudity
improvement initiatives based on the analysis of service quality assessment
data from both licensed and unlicensed programs, incident reporting and
surveys of consumers and will include training, technical assistance, and the
dissemination of materids targeted for use by consumers, providers, county
officids and case managers, and to the generd public;

The Regiond Quality Councilswill assure gppropriate evauation and
modification of quality improvement initiatives offered within the Region

Based on andysis of service quality data from quality assessments, incident
reporting and surveys of consumers and other consumer input, Regiond
Qudity Councils will submit an annud report to the State Quaity
Commission on “Service Qudity, Quality Enhancement Activities and
Qudity Improvement within the Region.” Thisreport will contain summearies
of quality outcome data from service quaity assessment activities for both
licensed and unlicensed providers, incident reporting and surveys of
consumers, quality improvement activities undertaken, areas of continuing
needed focus, priorities for regiond quadity improvement activities, and
recommendations for Sate initiatives;

Regiond Quadlity Councilswill participate with the State Quality Commission
in monitoring the extent to which regiond qudity assurance and improvement
efforts faithfully and successfully adhere to dl criteria of agreements with the
State Quality Commission regarding their management of quality assurance
and improvement efforts;

Regiond quality improvement activities will be funded from a pool managed
by the State Quality Commission based on specification of priority projects
each year. The didribution of funds for these activities will dso take into
account the number of individuas with disabilities served in aregion and the
Sze of the catchments area covered;

Regiond Quadlity Councilswill develop or sdlect and purchase quaity
improvement information, materials and programs as needed from locd,
regiond and state resource providers. In doing so they will adhere to general
guiddines established by the State Qudity Commisson Those guiddines
will indude, a minimum, the capacity to provide useful, valid contemporary
information congstent with the areas and functions of the Quality Framework,
the objectives for persons with disabilitiesin Minnesota, the statewide and/or
regiond priorities for quality improvement;



Regiond Qudity Councilswill be respongble for materids identification,
development, dissemination and direct presentation as needed for mesting the
priorities of the Regiona Qudity Council and the statewide priorities of the
State Quality Commissior

Regiond Qudlity Councilswill develop materids and information thet is
directly presented to al service recipients so that dl understand their rights
and al are assured access to the best independent information of their options
and opportunities in formats they understand;

Regiond Quadlity Coundils will be responsible for assuring the timely
interviews of individuds living in thar region and selected as part of the
datewide sample of disability service userswith interviews conducted by
Regiona Quality Council staff or by contracted entities;

Regiond Quadity Councilswill be linked with each other directly and through
the State Quaity Commission to assure efficient use of information and
products identified and developed;

Each Regiond Quadlity Council will be linked viaa common State Quality
Commission website that includes an easy and clear link to Regiond Quality
Council pages and information on regiond activities, materias and
informatiory

Annudly the Regiond Qudity Council will participate with the State Qudlity
Commission in conducting an annua Quality Conference to showcase high
quaity supports and efforts to achieve them, to provide aforum for presenting
annua State Qudity Commission Awards, to provide for conceptud,
programmatic and materials awvareness and sharing, and to obtain public
feedback on state needs and priorities. In addition, each region will sponsor
an annua qudity conference to provide smilar information to loca and
regiond stakeholder audiences.

Compostion: The Regiond Qudity Council serviceswill be managed or
contracted by the Department of Human Services (DHS)/Disability Services
Divison (DSD). Individuds and entitieswill be respongble for carrying out the
directions provided in statute and by the Regiond Quaity Council. Designated
individuds in each region will serve as aliason to the Department of Human
Services and other state agencies, the State Quaity Commission, and
organizations and individuas in the region. Members of the Regiond Qudity
Council will be appointed by the State Quality Commisson. Membership will
indude a representative from the Department of Human Services, representatives
of personswith disabilities, family members, service providers, advocacy
organizations, counties governments and othersinvolved in the disability
community in the region.

Structure: The Regiond Qudlity Councilswill meet a least quarterly. Minutes
of the Regiond Quality Councils mestings shdl be maintained. Orientation
sessonswill be conducted when each Council is established and when new
members are gppointed. Specia support will be built in to assure that commisson
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An annual survey is
essential to basic
understanding of the
effectiveness
of...HCBS and
related services. It
responds directly to
federa
expectations... that
states will
implement HCBS
management
programs that
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of system
performance.

members with disabilities are comfortable with their role and the materia being
reviewed. A mentorship modd will be used to support individuas who request
assstance. Mentorswill be available to meet with theindividud prior to
meetings, assis the person during meetings and review materia covered after
mestings.

Roles and Responsibilities: Regiond Quality Council memberswill be
appointed by the Commissoner with gppropriate input from County Socia
Service organizations and other stakeholdersin the Region Each Regiond
Qudity Council will report to the State Quaity Commission, athough they will
be expected to work closaly with appropriate state and county agencies to fulfill
shared god's and expectations regarding continuous quality improvement in
services and supports for Minnesotan’ s with disabilities. Regiond Chairpersons
and Vice Chairpersonswill lead and guide the work of the Regiona Qudity
Coundils.

Essentid roles and respongibilities of the Councils are described in detail in the
Essentiad Functions section above. Regiond Quality Councilswill periodicaly
review region-specific data generated through the Outcome-Based Service
Quality Review process, the Serious Incident Reporting, Investigation and
Analysis process, and other qudity assessment activities. They will aso review
regiond summaries of the annuad independent statewide sample of service
recipients. Recommendations of the Regiond Qudity Councilswill guide qudity
improvement activitiesin their region. The Department of Human Services and
other relevant departments will support the work of the Regiona Qudity Councils
by providing access to regiondly specific reports regarding quality assurance
outcomes. Each Regiond Quadity Council will develop an annual report to the
State Qudity Commission on the qudity of services and supportsin their region,
trendsin service qudity, changesin law or rule needed to address qudity
assurance or quality improvement gapsin the region, and the activities of the
Regiond Quadlity Council during the preceding year.

Statewide Sample Survey of Service Users:

Primary Purpose and Rationale: The Qudity Assurance Pandl recommends
implementation of a service outcome/system performance evauation program that
surveys on an annud basis gpproximately 3,400 individua service recipients, and
as gppropriate members of their individud families. Such a survey is essentid to
basic understanding and analysis of the effectiveness and responsiveness of
HCBS and related services to Minnesotans with disabilities. It responds directly
to federd expectationsin the CMS Quality Framework that states will implement
HCBS management programs that include assessment of “ System Performance’
(Focus Area 7 in the Quality Framework). The recommended annual survey of a
gtatewide random sample of service recipientswill not only establish compliance
with federa expectations for performance evaluation, it will dso provide the State
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The Quality Assurance
Panel reviewed statewide
service outcome/system
performance evaluation
programs current being
used in amajority of the
states (but not
Minnesota) to evaluate
the quality of services
proved to one or more
populations of persons

with disabilities.

Commission on Quadity, the Regiond Quality Councils, the Department of
Human Services, and the Legidature with current information on service
outcomes essentid for service management and policy development. Specificdly,
the recommended statewide survey will provide state and sub-dtate (region,
county, and provider) authorities and consumers with summaries of the service
outcomes and experiences of individuals with disabilities supported by HCBS and
other programs operated under the auspices of Minnesota's Disability Services
Divison. It will provide a mechanism to monitor system performance and to
edablish priorities for sate and regiond quality improvement initiatives. It will
aso provide an important, independent and vaid foundation for public reporting
and accountability about services to Minnesotans with disabilities. Theannud
10% sample of service recipientswill provide an adequate overview of system
performance on the ate and regiond levels. The sysem envisoned will dso
provide for the merging of the most recent two years of interview datato alow
focus on more specificdly defined subpopulations or service programs.

| dentifying Key Indicators of Quality: The Qudity Assurance Pand reviewed
statewide service outcome/system performance evauation programs current being
used in amgority of the states (but not Minnesota) to evaluate the quality of

services proved to one or more populations of persons with disabilities. However,

none of the states with existing statewide evauation systems operate with an
“across-disability” focus as envisoned for Minnesota. Qudity Assurance Panel
sub-committees (including non-Pand members from disability organizations and
county governments) andyzed avariety of vaidated instruments currently used in
other states. The subcommittees focused first on specific indicators of service
quaity and system performance that would be vaid for dl disability groupsin
Minnesota.

The subcommittees examined nine exidting indrumentsincluding 1) The Boston
University Home Care Satisfaction Measure, 2) Center on Hedlth Systems
Research and Analysis, Quality Indicators Performance Measures for Medicaid
Services to Persons with Mentd Retardation and Devel opment Minnesota; 3)
Minnesota Department of Human Services, Aging and Adult Services Consumer
Experience Survey; 4) Maine Experience Survey- Elderly/Disability; 5)
MEDSTAT Participant Experience Survey Performance Indicators, MR-DD
verson; 6) MEDSTAT Participant Experience Survey Performance Indicators
Elderly/Disability verson; 7) Menta Hedth Statistics Improvement Program
Consumer Survey; 8) Minnesota Longitudind Study Interview (Developmentd
Disahility), and 9) The National Core Indicators Consumer Interview and Family
Questionnaire. The MEDSTAT surveys are currently used by HCBS Nationa
Surveyors and for system performance evauation in 19 states. Panel members
reviewed those specificdly to determineif they would meet Minnesota s needs
but determined that they did not adequately address the needs and qudity of
service and lifestyle concerns of dl disability groups.

16



Having reviewed exiging insrumentation, the QA Pand identified the critica
qudity domains that should be measured, and identified specific qudity indicators
that the Pand felt should be measured in Minnesota. A set of 34 outcome
indicators (out of 215 reviewed) were consdered universaly important across
disability groups. These indicators reflect at least limited coverage of each of the
6 areas of focus of the CMS Quality Framework are recommended as core items
of the statewide survey of service users. (A completelist of these qudity
indicators can be found on the QA Pand webste at www.gapanel.org. The
source of these indicators and populations for which they were origindly
developed are shown.) Examples of the indicators selected by QA Pane
members for the statewide survey of service usersincude the proportion of
sarvice recipients (by program, type of disability, living arrangements and
breakdowns of interest) who report that:

= they areinformed about existing and potentid resources (including
information services, choices and supports, and available public benefits), ina
way that is easy to understand.
they participatein activitiesin the past week in which they like to
participate with people other than staff.

their direct support staff...

a) ligen to you when you are upset

b) help find waysto fix problems

C) ligen to what you want

d) treat you nicdy

€) get s0 angry that you are afrad

f) ask you before using your things

Q) treat you with respect

other people sometimes hit or hurt their body (prompts further inquiry).
they did not help pick their gaff, but would like to.

they have friends other than support staff and family members.

they decide how to spend their free time when not working or in aday
program.

they fed that their services and supports have helped them to better care for
their family member living & home,

that the help they have received [in the past year] has made their life
better/worse.

Linkingto Other Key Data Sets: The Quality Assurance Pand recognized that
additiond information will be important to effectively use the data provided by
sample members. Important supplemental datainclude: @) background
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Such adata set will
provide a powerful
capacity to evaluate the
quality and cost-
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with relatively limited
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demographic, diagnostic descriptive information and functiona descriptors; b)
sample member’ s basic service use and service setting; ¢) information of specific
importance to evauation of services for pecific diagnostic groups, and d) service
expenditures. A document on the QA Pand website (www.gapanel.org) identifies
the basic sat of demographic, diagnostic and functiond descriptors of sample
members and their services and service settings considered important by the
Quality Assurance Pand. The individua and service descriptor variables have
been drawn from an initid draft of Minnesotal s “ Universal Assessment” that is
currently in the development process. The Quality Assurance Panel recommends
that, once implemented, the Universal Assessment data eements for each
individua in the statewide sample of service users and the individua outcomes
survey for the same individua be merged into asingle record based on the
person’s Medicaid number. Thiswill not only provide for acomprehensive set of
individua descriptive variables by which outcomes can be andlyzed, it will reduce
redundant data collection.

The Quality Assurance Pandl recommends that periodicaly service payment files
for these same individuas be merged into a single record that thereby includes
individual demographic, diagnostic and function characteristics; service types and
settings, service and lifestyle satisfaction and outcomes; and service and hedlth
expenditures. Such adata set will provide a powerful capacity to evauate the
cost- effectiveness of services to persons with disgbilitiesin Minnesota with
relatively limited cogts for new data collection. Thiswork should be conducted as
afundamenta aspect of the “ System Performance’ evauation under the
leadership of the State Qudity Commission and/or Department of Human
Services.

The Pand further recommends that annud survey files be merged into two year
data sets to provide sufficient sample Sze to identify “low incidence” disgbilities,
demographic groups and service categories and to alow datistica controls for
individua differencesin multivariate analyses of factors predicting outcomes.

In addition to ongoing data collection, the Quality Assurance Pand recommends
that the State Quaity Commisson view the Statewide Sample Survey asa
mechanism for conducting periodic studies of emerging areas of importance and
concern.  Such areas might range from evaluation of individua experiences (eg.,
knowledge and use of information from Regiond Qudity Councils) to gethering
dataon sarvice inputs such as saff turnover, vacancies, wages and benefitsin the
service settings in which the sample members receive services and supports.

Data Gathering: The Qudity Assurance Panel recommends that data collection
on the outcome indicators be conducted under the auispices of the Regiona
Quality Councils, but that data is gathered according to a statewide schedule so
that timely analyses are carried out. A random sample of service users would be
selected by the state Department of Human Services according to registries of
current program participants. Regiond Qudity Councils would receive aliging
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of randomly sdected individuas and the counties. From these ligings individuas
would be contacted to schedule interviews by staff of the Regiond Quality
Council or its contracted entities. Interviews could be conducted by phoneor in
person using computer assisted interviewing protocols in which the data are
entered directly into lgptop or desktop computers by the interviewer. It will be
the respongbility of each Regiond Qudlity Council to assure that interviewers
have been successfully trained according to standards and criteria established as
part of the survey development process. In addition to the survey’ s quantitative
data collection on individua outcomes, the individua service user vigtswill
provide important opportunities to monitor the well-being and unmet needs of
service recipients and provide additiona information to the Regiond Quality
Councils on services within the regions and the needs of those receiving them.

Data Use: Once quantitative data are gathered and edited they will be transmitted
to the Department of Human Services. Merging with other related datafiles (e.g.,
the Universal Assessment or payment files) will then occur. Files will then be
sripped of sample member identifying information and used by employees of the
State, the State Qudity Commission or a contracted entity to provide both state
and regiona data summaries.

The statewide survey will fulfill a number of important purposes. On the sate
levd it will respond to federa expectations and state responsibilities for
assessment of the overd| performance of the service system for Minnesotans with
dissbilities. It will play acrudd rolein identifying areas of rdaively low
performance from which the State Quaity Commisson can plan qudity
improvement inititives. It will dlow identification of specific disability or
demographic subpopulations whose outcomes require specific atention. 1t will
permit analyss of generd effectiveness and codt- effectiveness of various services
models. The annud statewide sample survey program will provide an essentid
foundation for an annua public report to the Citizens of Minnesota on the status
and outcomes of services for Minnesotans with disahilities,

On theregiond leve the individua outcome data.and the merged individud
characterigtics, services and expenditures datawill be an exceptionaly vauable
ast to evaluating service effectiveness. These data, along with data from
program quality reviews, incident reporting and investigation activities, and
generd public input will guide qudity improvement plans and activities at the
regiond levd.

Final Instrument Development: A core set of recommended indicators of
systemn performance has been identified by the QA Pand, but the bulk of
ingrument development remains to be completed. Given the importance of these
indicators in reflecting the desired outcomes for services and supports to
Minnesotans with disghilities, the QA Panel recommends that the Legidature
commit in this biennium to developing a consumer survey that meets the cross-
disability needs of Minnesota. Thiswould adlow for the full public and
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government input on the desired domains of the indicators aswell asthose
required by CMS. It would provide time for the identification of qudity
indicators of importance in each domain and to develop individud survey items
for each of the quality indicators. Reviewers representing specific disability
groups will be engaged to identify indicators that may not be part of the common
survey, but that would be important for specific subpopulations. A period of
fidd-testing and psychometric eva uation should then precede findization of the
survey. Following the completion of afind and field-tested assessment, an
interviewer training program will be developed, tested and implemented. The
Pand egtimates that fina survey development, fidd-testing and training program
development will require goproximatdy 18 months after which the first tatewide
sample can be drawn and the first full data set can be collected and analyzed.

Outcome-Based Service Quality Review:

Primary Purpose and Rationale: The Qudity Assurance Panel recommends a
subgtantia, high priority state commitment to the development and

implementation of a sate program of outcome-based qudity review. A new focus
on outcome-based qudity review, in conjunction with review of compliance with
quality-relevant regulations, will notably contribute to improved qudity of

services received by people with disabilities by introducing assessment measures
that are directly related to service quaity and to the program improvements that
make peopl€ slives better.

The new outcome-based qudity assessment program for service quality
monitoring will indude both licensed and unlicensed services. 1t will be based on
outcome-based interviews of a sufficient sample of individuals and caregivers
supported by an organization to determine organizationd performance with
aufficient rdiability to determine the leve of service qudlity, issue program
licenses as cdled for, recommend remedid activities, and inform the need for
generd and specific training, technica assstance, consumer education, and other
service improvement activities.

The Qudity Assurance Pand recognizes that the development of an outcome-
based quality review program is akey area of focus within the Department of
Human Services as part of the Quality System Architecture Initiative. The
Quality System Architecture Initiative recommendations for outcome-based
quality review will be forthcoming. The Qudity Assurance Pand is supportive of
theinitid directions of the Qudity System Architecture Initiative and urges the
Legidature to view thisinitiative as important to Minnesotans with dissbilities
and to Minnesotal s standing with federd Medicaid authorities. As this outcome-
based service quality review system is devel oped the Pand recommends that it
reflect the following congderations.

Key Consderationsfor a Program of Outcome-Based Quality Review:
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Licenang activities asthey are currently implemented in Minnesota do not
include large numbers of service recipients with disabilities and the focus of
reviews that do occur comprise only a part of the needed Outcome Based
Review process. Minnesota must commit to reforms for establishing
performance measures and indicators across service types and settings
irrespective of whether or how those service types and settings are licensed,
and must use the results of those measures to improve service performance.

The Qudity Assurance Panel recognizes that Minnesotal s Region 10 Qudity
Assurance Commission is asgnificant, nationally regarded leader in the
development and implementation of outcome-based quality assurance and
improvement. It has contributed through its mission and success over the past
decade to the new expectations of CM S that outcome- based approaches to
quality assurance and improvement be adopted in state home and community-
based services programs. It has modeled important procedures in developing
outcome-based quality assurance programs that reflect community value and
elicit community support and participation. Its achievements and leadership
as aregiondly managed entity have demongtrated the strength and benefits of
regional approaches to quality assurance. The QA Pand recognizesthat in
efforts to respond to the state’ s responsibility for an outcome-based quality
assurance program, it isimportant to provide opportunities, with gppropriate
standards, for regiona programs to be developed and sustained.

An important lesson from the study of Region 10 initiative was the importance
of subgtantia stakeholder input in developing a definition of qudity,

identifying the domains of quality, drafting and reviewing specific indicators

of quality, and designing the means of assessing qudity, induding the
engagement of community membersin the quality review process.

The new state quality assurance program should include options for regionsto
adopt dternative systems, induding the Region 10 model. While the benefits
of developing aternative outcome-based systems such as Region 10's, will be
less evident as the Sate develops a high-qudity, outcome-based system, the
Region 10 experience has shown sgnificant benefits of regiondly-devel oped
dternatives, epecidly that of substantia community engagement and
commitment to community members with disabilities

If aregion proposes an dterndive to the state quality assessment system, it
should be required that al counties in the region participatein it so that

quality review activities and findings contribute to the efforts of the Regiond
Quadity Councilsto build evidence-based regiond quaity improvement
initigtives Furthermore, dl regions indluding those using dternative systems
should be expected to measure a core set of indicators so that statewide
analyses can be done for those indicators. In permitting dternative regiond
approaches, the state will have responsbility for establishing standards for
dternative outcome-based qudity assurance programs, induding the quaity
and comprehensiveness of the review processes, mandated protections, and so
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forth that will assure effective, well managed regiond programs, should any
be established.

Inits sudy of regiondly-based quaity assurance programs, the QA Panel
noted subgtantia advantage to moving toward regiondly based qudity review
teams that could work in close cooperation with the Regiond Qudity
Councils and contribute directly to identifying quaity improvement needs and
being integrated into efforts to respond to those needs. The Pand noted in
discussonswith Divison of Licensang personnd that much of the work of the
Divison g&ff is dready geographicaly concentrated. The Pand viewsit of
long-term benefit to plan for the regiondization of the state qudity assurance
operaions, including state participation in regiondly developed programs.

A key function of the outcome-based service qudity reviews will beto
collect, analyze and intervene on information about service outcomes at the
individud, provider, county and regiond levels. Activitiesin thisareawill
supplement information provided by the statewide sample survey of service
users by providing specific information to assst loca and regiond providers
and government agencies to identify and make changes to improve the qudity
of supports and services offered to citizens with disgbilities in Minnesota

In recommending an outcome-based approach to quality assurance to replace
traditiona quaity assurance based on rule compliance, the Pand recognizes the
importance of current Divison of Licensng personnd to the new program.
Minnesota cannot afford to lose the skills and commitment of current licensng
personnd in the pursuit of developing better ways to use their taents. It is
important in recognizing and supporting current licensing personnd thet their
knowledge and experience contribute to the design, development and
implementation of the new quality assurance program

Incident Reporting, I nvestigation and Analysis:

Primary Purpose and Rationale: The purpose of Minnesota s program of
mandated incident reporting isto protect people with disabilities by identifying
and responding to circumstances in which they are endangered, injured, denied
rights or exploited. Through investigation and analysis of patterns abuse, neglect,
denid of rights, exploitation and other abuses can be responded to immediately
and over time reduced and prevented by program improvement initiatives. To
achieve such godsthe Quality Assurance Panel recognized severa essentid
features of an effective Minnesota gpproach to incident reporting, investigation
and andysis.

Essential Characteristics of an Effective System: The QA Panel recommends
that the state’' s incident reporting, investigation and analys's System incorporate
these essentia characterigtics:
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Timdy: A sysem in which complaints and criticd incidents are investigeted
soon after they occur (e.g., before staff turnover or 1apsed memory makes the
invegtigation difficult);

Accessble: Individuas and families access the system to share concerns, get

help to stop a problem from continuing, and to get help from an advocate
when needed to express or follow up on a concerr;

Informative: Consumers and families have access to high qudity, easy-to-use,
reliable information they understand to make decisions;

Responsive: A system that triggers appropriate action (e.g., investigation by
police, sate officials, county case managers and service providers) based on
established, appropriate standards of responsible conduct;

Understandable and Smple: Incidents of injury, endangerment, denid of
rights, exploitation, etc. must be responded to and everyone should know their
specific respongbility and required actions in doing so, unfiltered by agency
practice and culture;

Responsble: There are clear lines of respongibility for investigations and their
timely completion, reporting of the results of investigations and decisons
based on them and the reasons for those decisions;

Transparent: An accountable system produces regular public reports of its
outcomes (good and bad) so that people at al levels of the system understand
how information the system is functioning and how information is being used
by the system to achieve acceptable and improving levels of qudlity;

Trustworthy: Individuasin and out of the service sysem must be assured and
fed confident that the system of identifying and responding to incidentsis

fair, just, gppropriate in consegquences, and committed to its charge of
protecting vulnerable citizens, and stakeholders must have confidence that the
system will work asit is designed to work;

Robust: A program that expects efforts in reporting and investigating
incidents of injury, endangerment, denid of rights, exploitation, etc., will be
seriousin andyzing the resulting deta to identify problemsin its systems of
supports and individua support agencies,

Dedicated: A program that gathers and analyzes data on reported incidents of
injury, endangerment, denid of rights, exploitation, etc., must be committed to
using the products of reporting and data collection and andysisto actualy
decrease the likelihood of future incidents though identifying needed

planning, policies, and training because if reporting does not yield
improvement, reporting is discouraged;

An Effective, Common Automated Data Management System: There must be
gppropriate communication within and across various components of the
system for disposition of complaints with gppropriate levels of accessto
information for various stakeholder groups within the boundaries of data
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practices requirements. Information must be integrated across the various
components of the system through the use of technology to link dispersed
settings through aweb-based database. Data e ementsin such adata base
would include: complaints, dates, responsible entity, status, resolution. These
data elements could be built into a broader searchable database that includes
data management fields such as communication logs between gtaff or with
family members (e.g., “ John is upset this afternoon something happened on
the bus but he hasn't wanted to talk with me about it. | left amessage for the
van driver to call”). The searchable data base could include assessments,
sarvice plans, emergency data, service plans, hedlth data, and other important
information. People who need access to different parts of this data would
include gate agencies (hedth, human sarvices, licenang), county offices
(socid sarvices, hedth, vulnerable adults, child protection), mandated
reporters (who might initiate reports using the system) and others. Any such
system would have safeguards to comply with data privacy standards and
assure access to specific information is granted only to those authorized to
view it;

Data Analyss and Reporting System: An automated data management system
of critical incidentsis of little merit if itisnot used. A datareporting system
should feed arobust program of analyzing and providing reports on
complaints and criticd incidents and digpositions. The system should be built
to have the capacity to generate reports for individua providers, for individua
counties and for the regiona quaity councils. In addition, the system would
have the capacity to aggregate this information across regions to contribute to
the priorities set by Regiona Quality Councils and to support statewide
reporting on system performance;

Feedback Loops and Searchesfor Patterns. The State Quality Commission
and the Regiona Quality Councils should have the reponsibility to examine
reports at the state and regiona levels (respectively) to look for patterns,
identify challenges, suggest solutions or make other recommendations on at
least an annud besis,

Contributing to a Culture of Improvement: A data management system
reinforces engagement in it by creating a culture of qudity improvement

based oniit. It createsincentives for reporting because the information is used
to make changes that improve sarvices to individuals and more generdly. It
chalenges providers, counties, Regiond Quality Councils, and other system
participants to identify and respond to problems, rather than smply awaiting
investigations.

Roles and Responsibilities: Regiond Qudity Councilswill have respongibility
for periodicdly examining the extent to which the incident reporting,

investigation and analys's sysem in its communities are effective in identifying
and addressing system gaps and challenges at the local and regiond level and in
mking recommendations to the State Quality Commission about gaps and
chdlenges a the sate leve that require atention. Regiond Qudity Councilswill
review annual and periodic data analysis reports on incident reports and
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investigations to look for patterns, identify challenges, suggest solutions and make
recommendations to address issues that emerge from review of those reports.
Regiond Qudity Councils will be responsible to design and implement systemic
interventions such astraining a the Regiond level based on the results of their
reviews.

The State Qudity Commission will be responsible for reviewing the
recommendations and interventions from the Regions to identify Statewide
interventions or system changes that may be needed. Recommendations requiring
policy change will be forwarded to the responsible Department or Division
through the State Quaity Commission liaison for that Department or Division.
The State Qudity Commission will aso prepare reports and recommendations
regarding chalenges and needs that require legidative action to remedy. Reports
of the Regiond Quadlity Councils and the State Quaity Commission will be
publicly available and will be posted to their webstes.

Data Sources. Initidly, the data used by the State Quaity Commisson and the
Regiond Qudity Councilswill be drawn from information the Department of
Human Services, the Department of Hedth, and the licensing divisions currently
collect. Initidly, these reports will be provided in aformet that does not
specificdly identify individuads or organizations. As the Sate data management
system isrefined and upgraded, mechanisms for reviewing information on a
provider specific, and county specific basiswill be developed. Information from
the Department of Human Services and the Department of Hedlth will be
supplemented by anadyses by the Ombudsman’ s offices and the Protection and
Advocacy systems as gppropriate. Over time, the Pand anticipates that other data,
such as county leve licensang and monitoring data for both licensed and
unlicensed providers may dso be used in developing regiona qudity
improvement goals and interventions.

Implementation: The QA Panel recommends that a phased approach be used to
design and implement the new incident reporting, investigation and andyss

system. In thefirg two years, reports used by the Regiond Quality Councils and
State Quality Commission will be based on existing DHS and Health Department
data collection and reporting activities. Public reports of outcomes will be
developed with review at the State and Regiond levels to identify and implement
quality improvement plans to address challenges or issues that are identified.

At the same time, however, specific designs for arevised system that incorporates
the improvements noted above should be pursued by the Departments of Human
Sarvices and Hedlth with citizen input from the State Quaity Commission and/or
the Regiond Qudity Councils. This should be done in conjunction with the Red
Choice Systems Change DataMart initiative and the Quaity System Architecture
Initiative. The Quaity Assurance Pandl agrees with the Department of Human
Servicesthat thisisatop priority for quaity assurance and improvemen.
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Costs and Resour ces

It isestimated that in Fisca Years 1 and 2 (2007-8 and 2008-9) the component
cogts of the recommended system will be:

Table1l: Summary of Estimated Costs of Recommended Quality Assurance
and | mprovement Reforms Components

Estimated Expenditures

System Reform Component Year 1 Year 2

State Quality Commission

Personnd (induding fringe)

Office, equipment and materias

Meeting expenses and travel

Materids development and dissemination

Consultants/outside trainers $ 241,621 $ 223,921
Regional Quality Councils (6)

Personnd (induding fringe)

Office, equipment and materids

Meeting expenses and travel

Materias devel op/dissemination

Consultants/outsde trainers $2,414,502 $2,307,822
Statewide Survey and Analysis** $ 242,600 $ 506,480
Outcome-Based Service Quality Review * *
Incident Reporting, I nvestigation,
Analysis $100,000*** $100,000* **
Total $2,898,723 $3,138,223

(See Appendix E for budget breakdown for the first two years.)

*The cost of this component is yet to be determined as design specificaions are
currently under discussion by the Department of Human Services.

** Survey cost estimates are based on conducting surveys with HCBS recipients
only for thefirst two years. Additional costswill be incurred as additiond target
groups are added to the sample.

***Thisisthe cost to provide statewide and regiond reports based on the current
system, and to design the reformed incident, reporting, investigation, and analyss
system. Fina annud cogts for this component will depend on the design detalls.

State Quality Commission Resour ces and Costs:

The Pand recommends that the State Quaity Commission operate at a staffing
level equd to 1.25 full-time equivaent (FTE) professond postions and a1.0
FTE support staff position The professiona staff level would be digtributed into a
range of adminidrative, data andyds, report writing, web-ste development and
analyss roles cong stent with functions outlined above, roughly distributed as 0.5
FTE coordinator and liaison, 0.25 FTE webmaster, 0.25 data analyst and 0.25
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FTE technicd writer/analyst. The adminigrative assstant will arrange and

manage meetings of the State Quaity Commission, process travel and
reimbursement requests, provide a record of the meetings, develop documents as
needed, support communications with Regiond Quadity Councils, and other
responsbilities asthey arise. 1n addition, the Commission will need funding for
quarterly, 1 %2 day meetings of the State Quaity Commission members, including
gpproximately 8 of 18 members who would be from outside the metropolitan
Twin Cities. The State Qudity Commission will sponsor a1 %2 day annud
mesting of the Regiond Quality Councils with funding dlocated for an average of
2 outside presenters. Genera office and meeting space, technology equipment (2
computers, 2 telephones afax machines with a third dedicated telephone line),
office furnishings and office supplies will aso be required. The travel budget
should include resources for the Commission Chairperson to make 2 viststo each
of the Regiona Qudity Council meetings per year (12 trips) in addition to
supporting the travel expenses of members coming to meetings from outside the
metropolitan Twin Cities.

Regional Quality Council Resources and Costs:

Each Regiond Qudity Council should be supported a aminimum of 2.0 FTE of
professond saff and 1.0 FTE of adminigrative and program support. The
minimum professonda gaffing of the Regiona Qudity Council would be roughly
distributed as 1.0 FTE coordinator and liaison, 0.2 FTE webmaster, and 0.8 FTE
technica writers/andysts. Minimum staffing should be adjusted upward based on
the number of individuas receiving disability servicesin the region, up to 3.0

FTE professiond positions and 1.0 support positions in the Twin Cities
metropolitan arearegion. The support staff members would arrange and manage
mestings of the Regiona Qudity Councils, process travel and reimbursements,
provide record of the meetings, develop documents as needed, support
communications with the State Quaity Commission and other Regiond Qudity
Councils and other respongbilities asthey arise. In addition, the Commission will
need funding for quarterly, one day meetings of the Regiond Qudity Council
members. The Regond Qudity Councilswill dso sponsor aone day annud
region meeting with funding alocated for an average of two out-of-region
presenters. Generd office and meeting space, technology equipment (2
computers, 2 telephones afax machines with a third dedicated telephone line per
region), office furnishings and office supplies will dso be required. Thetravel
budget should include resources for the regiond chairperson and three members
to attend the annua meeting of Regiond Quality Councils sponsored by the State
Qudity Commisson. This commitment will permit: organizing Quality Regiond
Quadlity Council meetings, identifying, acquiring, developing and sharing needed
resources with other Regiond Quality Councils and the State Quality
Commission; providing technica assstance, developing and disseminating
resources to consumers, county staff members and services providers; gathering,
summarizing and sharing data from the quality assurance program component
with the Regiond Quadity Council members, deveoping an annud training
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program based on State and Regional priorities objectives, quaity assurance data
and other public input; and drafting an annua Regiond report on quality.

It is recommended that $500,000 per year be divided among the 6 Regiond
Quadity Councils to support consumer and caregiver education and training
programs and materias. Such funds would be digtributed by the State Quality
Commission to support the priorities and activities proposed by each region with
condderation to the relative Size of the populations supported by the regions. Itis
further recommended that any the regiond roles designed as part of the  outcome-
based service quality review” and “incident reporting, investigation and analysis’
programs be sufficiently funded so asto not detract from other of the Regiona
Quadlity Council roles and responghilities described above.

Statewide Sample of Service Users Resources and Costs.

The Qudity Assurance Panel estimates that it will take 18 months and cost
approximately $130,000 ($65,000 in each year of the biennium) to develop, field-
test and compl ete psychometric assessment of the Minnesota Service Quality
Assessment insrument. We dso estimate a cost of $1,600 per year for the first
two yearsto support an advisory committee to meet four times per year to provide
advice and guidance on the survey development.

The QA Pand, upon advice of DHS, is recommending that approximately 10%
of service users be sampled each year. Two years of data could be combined to
andyze differences between programs or counties that are too small to have
reliable datawith a one year sample. The budget is based on the number of
participantsin the HCBS Waiver programs and does not include fee-for-service
Medicaid Recipientsin the first two years. Going forward, the QA Panel
recommends adding fee-for-service Medicaid recipientsin the targeted
populations to the sample once the survey is up and running. DHS estimated that
the total number of HCBS plus fee-for-service recipients in 2009 will be 33,860,
in 2010 will be 35,941 and in 2011 will be 37,850. If a10% sample of dl such
recipientsis drawn in 2009, atotal of 3,386 surveyswill be needed. Of course
sample size may be reduced or increased depending on the level of precison
required and the budget available.

The budgeted data collection activities include interviewer training; data

collection and ediiting; data management, analys's and summarization; and
responding to requests for tailored andlyses. Costs include $75 per consumer for
survey implementation (identification of interviewees, scheduling and conducting
interviews, trave, editing and flow-up and transcribing interviews) and $1.50

each for printing surveys if paper surveysare used. If computer aided interviews
are used, information will be entered directly into laptop computers and no paper
surveyswill be needed. Ongoing costs dso include 2.0 FTE data analysts and
report writers to provide the anaytic support to develop statewide and regiona
summaries and tailored anadyses of the data gathered ($176,000 during Year 1 and
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$181,289in Year 2). The estimated tota cost for this activity is expected to be
$242,600 for the development year and $506,480 in the year the survey isfielded
dsatewide. Asadditiona groups are added to the sample, these costs will increase
commensurately.

By way of comparison, the Department of Hedlth contracts with a vendor from
Cdiforniato conduct 14,000 face to face interviews with Minnesota nursng home
residents at a cost of $650,000 per year with a $30,000 contingency in the event
that travel costs increase due to weather (additional cost for mesdls, lodging)
during winter months. The interviews are conducted by “mature’ interviewers
(but not necessary health professionals) from Minnesotawho are trained by the
contractor to establish inter-rater reliability before being assigned cases. Nurang
homes are congregate care Settings so many interviews can be completed at each
location. In contrast, the surveys proposed by the QA pand are for community
supports in settings where 4 or fewer people live together so travel costs for each
survey are anticipated to be greater than for the nursng home surveys.

Outcome Based Service Quality Review Resour ces and Costs:

The Qudlity Assurance Pand discussed recommendations regarding outcome-
based service qudity review. The QA Pand expects there to be a sgnificant cost
associated with this effort but it is premature to estimate the costs of this
component of the new system since many details remain to be worked out
regarding the overlap between the Outcome Based Service Quality Reviews and
current Licensing and other monitoring processes used by the Departments of
Human Services and Hedlth. The Pand anticipates that costs for this new
approach will exceed the current resources devoted to licensing because both
licensed and unlicensed services will be included, and because current licensure
expenditures and staffing have not kept up with growth in the number of persons
with disabilities recaiving publicly funded supports in Minnesota

Incident Reporting, I nvestigation and Analysis Resour ces and
Costs:

Key cost dements for the changes to the incident reporting system include the
codt of improving technology to track, anadyze and report information from both
the outcome based service quality review process and the vulnerable adult and
maltrestment of minors data collection systems. In addition to the technology,
human resources (expertise and time) will be needed at both the state and regional
levelsto extract information from the data collection systems, and to andyze and
evduate that information so that needed data- based system initiatives can be
created to address problems and so that the outcomes of those initiatives can be
tracked. The Regiond Quadity Council memberswill be responsible for
reviewing the data and creating recommendations but they will need technica
assigtance to do 0. Expertise and time will aso be needed to create public
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reports describing quality outcomes at the state and regiona level and to
disseminate those reports in print and eectronic formats.

The Quality Assurance Panel recommends that $100,000 annudly for the first two
years be dlocated to begin producing annud reports from existing seate incident
reporting, investigation and andysis activities, and to design revisons to that
process to incorporate the improvements identified as needed by the Pand. These
resources will support data analysis and report writing activities by Departments

of Human Services and Hedth staff. They will aso support the design of the new
system.

The Pand anticipates that there will be additiona expenses associated with
upgrading the technology and data management systems to support the
recommended improvements. Once those improvements have been made, there
will dso be ongoing costs associated with ensuring that the data that are generated
are used to make improvements to address the identified challenges. The exact
details of these ongoing cogts will be identified asthe final design of the revised
system is articulated.

Funding Sour ces:

As aresponse to requirements of CM S to establish an effective infrasiructure of
quality assurance and improvement, these expenditures would be reimbursed at
the Medicad adminigrative rate (50% federd funds overd| but an estimated 40%
effective rate snce the proposed activitieswill eventudly involve services not
funded through Medicaid).

| mplementation and Timelines

The Quality Assurance Pand recommended that a phased approach be used to
implementing the recommended changes to Minnesota s Qudity Assurance and
Improvement System. The QA pand recommends the State Quality Commission,
the Regiond Quality Councils, and the Statewide Outcome-Based Survey of
Service recipients be funded and implemented beginning in 2007. The QA panel
aso recommends that the first phase of refining the incident reporting,

investigation and anays's system be funded in thisbiennium. Revisonsto the
outcome-based quality review program should begin as soon as the Qudity
System Architecture Initiative completes its work and recommendations.

Furthermore, the Pandl recommends that the changes to the quality assurance
system begin by focusng on HCBS "waiver” services for persons ages 65 and
younger with disabilities. Thevison isthat eventudly, this sysem would aso be
gpplied to services funded under other funding streamsincluding state and county
funded services and other non-waiver funded services could be added as the state
and Regiond Qudity Coundils develop efficient working structures and

processes. The Pand esimates that find survey development and field testing
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will require gpproximately 18 months after which the first atewide sample can
be drawn and the first full data set can be collected and andyzed.

Additional Project Reportsand Resour ces

The Qudity Assurance Pand reviewed many documents and resource materiasin
preparing this report. To reduce the length of this report, those documents have
been compiled into a separate resource document. Those documents are available

in both print and eectronic formats (see www.gapand.org). Those documents
include:

DHS Quadlity Assurance Pand Minnesota Key Informant Phone Interview:
Summary of Results, December 2006

Current Statewide Quadity Assurance Activities by Service Type
Overview of Regiond Qudlity Councils Examples from Four States
Proposed Outcome Indicators

A Case Study of the Massachusetts Department of Mental Retardation’s
Development & Implementation of Quality Councils

DHS HCBS Waiver Compliance Review Study
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Appendix A Panel Members

OrganizationsStakeholder s Repr esented

Hennepin County Human Services/Public Hedlth
Minnesota Home Care Association

Consumer Representative

Otter Tail County Human Services
DHS-Disability Services Divison
DHS-Department of Licensing

Minnesota Department of Hedlth

Minnesota Disability Law Center

Brain Injury Association of Minnesota
Consumer Representative — parent — Region 10
Arc of Minnesota

Ombudsman for MH/DD

Hiawatha Homes, Inc.

MS Society

Region 10 Qudity Assurance Commisson

DHS-Disdhility Services Divison

Advocating Change Together

Asociation of Resdential Resourcesin Minnesota

Minnesota Habilitation Codition

Universty of Minnesota
Universty of Minnesota
Universty of Minnesota
Human Services Research Indtitute
Human Services Research Indtitute
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Appendix B: Possible Regional Configuration
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Appendix C: Review of Quality Assurance Efforts

The Legidature' s mandate to the QA Pand included that it review current models
of QA, with specific atention on loca and regional models, and providing
findings regarding the “best components, role and functions of such modds” This
report summarizes the findings of these reviews. These reviews included origind
data collection (focus groups, interviews, and surveys), case studies of models of
interest, and collection and review of exigting documents.

Status and Refor ms of Quality Assurancein Minnesota

Current Quality Assurance Activities by Service Type:

The Qudity Assurance Panel requested an overview of Minnesota' s current
publicly funded quality assurance activities to understand how the regiona and
locd activitiesit was discussing fit with the overdl picture. A detalled summary
can be found on the project website at www.gapanel.org.

Currently, dements defining and regulating service qudity areincluded in the
(MHCP) enrollment process, the 245B license, the Department of Human
Services licensing process, and severa specific Department of Hedlth licenses,
registrations and certifications. Quality assurance aso depends on county
regulation of services a the provider level through county licensing, county
contracts and county purchase agreements. Counties focus specificdly on the
quality of supports provided to individuas through service agreements and plans,
case management activities, targeted and public health nurang, and service plans.
Individua provider qudity standards are evident in professona and
paraprofessona degrees, licenses, certifications and regidtrations, other
credentia, and background study requirements. A complaint and incident
reporting system exists to handle licensing complaints, critica incident reports,
and reports of aleged matrestment. Due process safeguards are built in to each
of the various design dements to ensure that the legd rights of system
participants are protected.

Remediation efforts include correction orders, order of conditiond licensing,
sanctions such as suspension or revocation of alicense, fines, or injunctions
againg the continued operation of a program, and informal problem solving
efforts by case managers and other county staff to address problems, and more
forma processes involving termination or non-renewad of contracts or purchase
agreements. Separate remediation processes exist for the incident reporting
system and for the background study process.

Publicly funded advocacy is provided by the Ombudsman offices, the Minnesota
Disability Law Certer, and various appointed Councils and Committees, and units
in the Department of Human Services. Licensing activities focus on discovering
non-compliance with rules and issuing orders of corrections. County activity
focuses on establishing contracts, licenses or purchase agreements, monitoring
adherence to those contracts, and responding to problems on an individua and



Minnesota' s crisis
in quality
assurance cannot
be solved by
placing more
responsibility on a
Division of
Licensing....
Quiality assurance
must be

redesigned.

agency basis. Intheir aggregate, however, these programs provided extremely
limited attention to the system performance anadyses and improvement
expectations of the Quaity Framework.

While each aspect of quality assurance in Minnesota has avaid foundation in a
gpecific concern about one or more target populations, the sum total of these
various aspects is adigointed and often dysfunctiona impediment to the specific
outcomes desired by people with disabilities, and the required attention to such
outcomes articulated in the CMS Quality Framework. The Pand noted that
despite undeniable commitment and skill, staff of the Divison of Licensng has
not received resources sufficient to adequately respond to the rapid growth in
sarvice recipients and even more notably service settings. Clearly, Minnesota' s
quality assurance and improvement crisisin cannot be solved by placing ever
more responsibilities of a Divison of Licensng that is undergaffed, under-funded
and under-valued. Quality assurance must be redesigned.

DHSHCBS Waiver Compliance Review Study:

The DHS HCBS Waiver Compliance Review Study was designed to support the
assurances that DHS makes to the Centers for Medicare and Medicaid (CMYS)
about Home and Community-based Services (HCBS) under five waivers (EW,
CAC, CADI, TBI, and MR/RC) and the Alternative Care program. DHS isusng
the program to both monitor compliance with state and federa regulations and
identify successful practices that improve the qudity of servicesto HCBS
participants. The waiver review process employs seven methods for collecting
data to substantiate the States assurances. 1) Participant casefiles; 2) contracts
held by the county for services; 3) policies developed by the county to guideit in
adminigtering the HCBS programs; 4) a survey instrument completed by county
g&ff; 5) interviews with adminigrative and supervisory daff; 6) afocus group of
gtaff working across the sx HCBS programs, and 7) county operationd indicators
developing using sate data. Information and data collected during the reviews

are analyzed and used to prepare areport for each lead agency. Reportsinclude
feedback about promising practices, program strengths and areas needing
improvement. Further summary of the Waiver Review Project can be found on
the project website at www.gapanel.org.

L ocal Quality Assurance Models (County Interviews):
Interviews were conducted in fal 2006 with 30 officids from 14 counties
regarding county quality assurance strategies and their perceptions of the current
datus and effectiveness of qudity assurance in Minnesota. Participants
represented 4 metropolitan counties (Hennepin, Ramsey, Anoka and Dakota) and
10 countiesin greater Minnesota (Nicollet, Itasca, Benton, Kanabec, Mower,
Goodhue, Lake of the Woods, Crow Wing, Morrison, and Goodhue). Interviews
were conducted ether face-to-face or by telephone. Particular attention was paid
to county models in places where more comprehensive qudlity initistives were
underway. In Hennepin County, for example, an annua consumer survey isbeing
used across al populations served to assist the county in gathering information
about quality. The contents of that survey were reviewed as the QA Pand worked
on recommendations for the statewide survey. In addition, the panel heard
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directly from Hennepin County staff about the dements of their quaity assurance
moddl.

Highlights of the county interviews are summarized below. They are categorized
under the CM S Quality Framework headings of discovery, remediation and
improvement. Thefindings are reported in greater detail on the project website at
Www.gapanel.org.

Discovery

- Consumer satisfaction surveys used in some but not al counties, some but not
al populations (DD and MH more commonly), and some but not al service
types (rardly in asssted living, PCA and CAC/CADI/TBI (CCT) funded
services);
Licensing and contracting practices ranged from very informd to
comprehensve and structured practices,

Thereislimited effort to measure individua outcomes in most counties;

Counties assume providers holding 245B licenses are quaified by virtue of
thelicense. Few have additiona mechanisms to monitor quaifications;

Direct consumer interviews (such as the consumer experience surveys) are
used in only afew of the interviewed counties);

Counties reported using the slandard MMIS, SSIS, MAXIS, Hedlth Match and
other dtate data bases. Most focused on very basic anayses of service data;

The larger counties had specidized saff desgnated for planning and
andyzing quality assurance data. In the smdler counties, this function was
more likely to be one of severd tasks of amanager or supervisor.

Remediation

Counties expressed frugtration with common entry point sysem. Significant
time delaysin processing VA reports on the state Sde sometimes frustrate
local effortsto ensure that health and safety concerns are adequately
addressed,;

Remediation is viewed a chalenge when there are no dternatives available to
choose and “folks don't get dong or can't handle a person”;

Complaint resolution mechanisms are available and used often through a
county case manager or team.

I mprovement

Some counties described well developed systems including using forma gaps
andysisfor identifying unmet needs and developing new services, other
counties expressed passive and powerless roles in service development and
reported they had al the providers they need, that they sent people to other
counties because it was difficult to develop services for just one person, or
that political pressures limited opportunities to expand services,
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County effortsto increase knowledge of effective practices varied
considerably;

Some counties reported being confident their staff members were well trained
and up to date on best practices; others volunteered that they were far behind,;

Some counties offered many training opportunities for families, individuas
and providers while others specificdly said they did not fed it wastheir
respong bility to train those groups on best practices.

Critical Incident Reporting System

Mogt counties commented that the turnaround time at the state level wastoo
dow and that communication about what happened with particular complaints
was inadequate;

Some counties respondents noted that they felt complaints were not taken
serioudy by the state which then discouraged further reporting;

Many respondents noted that communication between various parts of the
system was not working well.

Managed Care

There was agreat dedl of uncertainty about quality assurance roles and
respongbilities being under-managed for services provided by managed care
entities. Examplesincluded statements such as

0 “Weare'Off the hook’ for monitoring quaity but not I am not sure
who is responsible for making sure that individual providers are doing
their job;”

o “Who is responsible for QA for long term care for people in managed
care? Anytime services are operating across counties or across payers,
QA is a challenge;”

0 “Thescope of what the county isto do isnot clear. When MSHO is
using services, we don't have knowledge and feedback;”

0 “Wejust don’'t know whereto go to get our questions answered.”

County Recommendationsfor Quality Assurance I mprovements
In response to requests for suggestions for the state' s new focus on quality severa
recommendations were offered including:

Counties noted the importance of timdiness, clarity and specificity of
information provided to counties epecialy about mgor changesin qudity
assurance. They requested an improved flow of information about qudity
definitions, designs and expectations, access to tools with which to do their
own quality assurance work, improved training on new initiatives prior to
implementation, including video conferencing, in person training, and
technicd support, and a more integrated reationship with activitiesand
expectations emerging within DHS;



Quality assurancein
Minnesota depends on
alicensing program for

HCBS and other
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that has become and
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“A long-term care
system serving
Minnesotans that
provides high quality
care...provides
objective performance
assessment, timely and
appropriate responseta
consumer complaints
and protection of

rights.”

Consumers and familiesinvolvement in quality assurance activities, with
some respondents noting that regiondizing quaity assurance activities would
fadlitaethis;

Asssgtance with survey and interviewing tools and strategies for ng
individua and provider outcomes, with severa respondents noting alack of
internal resources to develop good instruments and others noting the generd
benefits of standard instruments that could be used across counties;

DHS sarvice, satisfaction and consumer outcome data should be trandated
into meaningful reports that counties and consumers can use to make
decisons;

Additiona resources for quality assurance activities, to address specific
quality chalenges such as g&ff turnover, to support people whose needs were
particularly expensve to meet, and methods and incentives to provide
increased choices for consumers,

Standardizing various components of the system across waiver groups and
populations including care plans, satisfaction surveys, provider contracts,
service rates, service menus, assessment instruments and procedures, and
qudity standards.

Related Minnesota Quality Study Groups

Minnesota's current gpproaches and resources for quaity assurance fal far short
of the new nationa standards and the basic criteriaidentified by the Pandl.

Qudity assurance in Minnesota depends largdly on licensing programs for HCBS
and other community supports that have become an increasingly complicated web
of rulesthat are differert for different services and settings with rdletivey little
concurrence with the areas and functions of the Quality Framework or the criteria
for a contemporary quality assurance program. Furthermore, many supports paid
for by state and federa funds are provided by unlicensed individuas or
organizetions.

2003 Quality Design Commission:

As part of its Red Choices System Change grant from CM S, the Department of
Human Services created a Quality Design Commission. 1n 2003 that report
issued by the Commission cdled for sgnificant modernization of Minnesotal s
present system of quaity assurance that was informative to and consistent with
the discussions of the Quality Assurance Pand. The Commission reported:

We envision a long-term care system serving Minnesotans that provides high
guality care. Such a system:

Ensures reasonabl e access, high quality and affordable care;

Rewards good outcomes for both excellent performance and improvementsin

performance;
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The 2003 Quality
Design
Commission:
“The [Quality]
Framework
comes during
difficult economic
times... [but] the
Commissionis
adamant in its
support of the
forces of quality
assuranceif the
face of these

challenges.”

Provides protections for the vulnerable including those lacking a family and
those unable to make decisions; and

Provides objective performance assessment, timely and appropriate response
to consumer complaints and protection of consumer rights.

The Qudity Desgn Commission further observed that:

“Quality assurance saves money in the long term: Businesses have known for
some time that investing in up front quality assurance saves money in the long
run. The tradition of reacting to problems, punishing providers for non
compliance is expensve and outdated. ...”

“A Consumer-driven Quality Assurance System helps to set priorities within
limited resources. The Commission acknowledged that discussion of the [CMS
Quadlity] framework comes during difficult economic times and budget crises...
The Commission is adamant in its support of the focus on quality assurance in the
face of these challenges”

“Information and Advocacy is essential: Many individuas navigating the human
services system need advocacy and assstance. It isimportant that people have
accessto individua advocacy services that are not county-based.”

Residential Services|nnovations Retreat:

In October 2006, the Department of Human Services sponsored a retrest
involving 80 stakeholders from roles service delivery, state and county
government, advocacy, and service use to examine barriers in access to high
qudity resdentid supports for personswith disabilities. Participantsin that
retreat recognized the current systems of licensing and quadity review asamgor
impediment to achieving high quality, person-centered services. They called for
mgor reform of the quaity assurance system, recommending specificaly that the
Department of Human Services:

Assign to the Disability Service Division the responsibility of designing with
stakeholders a new approach to licensing/quality assurance that establishes
individual outcomes (including health and safely) and quality of lifeasa
primary focus of licensing/quality assurance programs and risk management
(to increase freedom and responsibility);

Replace regulatory framework with a regional model that engages community
stakeholders, people with disabilities and the people selected by persons with
disabilitiesin a program focused on effectiveness in achieving outcomes and
in which quality assurance findings “ bubble up” to initiatives to improve
services (“ to build healthier communities and facilitate full citizenship”).

Case Management Reform Study:

Asthe QA Pand was conducting its reviews, another state study was focused on
case management practices and possible references. This study included focus
groups involving 245 Minnesotans examining ways to improve the coordination
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and qudity of servicesfor persons with disgbilities. These focus groupsinvolved
arange of stakeholders, but primarily case managers (41%) and other county
officias (16%). Key themes from interviews with county officials about case
management reforms were identified and given to the participantsin the form of a
guestionnaire. Participants were asked to rate the focus group recommendations
for their strength of agreement on afive-point scde. Figure 4 presents the 8 items
out of 22 totd that had an average rating of greater than 4.0 (agree) by the
drength of stakeholder agreement. These itemsfit into mgor categories.

Improved amounts, quality and of useable information and data;

Increased support for more and mor e creative options; and

Mor e person-centered (less bureaucratic) focus in support monitoring and
service devel opment.

Chart 2. Stakeholder Recommendations for Improving Coordination
and Quality of Service

Improve information system process and
comprehensiveness

More resources to counties for choices in
housing and new service development

Ensure person—centered processes are used

Encourage creativity and more options

Improve data bases and reports (MMIS)

Manage care entities - Standard forms and
reduced bureaucracy

More person centered monitoring processes

Improve flexible case management (county
intervention options, certification and training)

L

Improve assessment for people getting PCA

1.0 1.5 2.0 2.5 3.0 3.5 4.0

4.5 5.0

Strength of Agreement (1 = Strongly Disagree, 5 = Strongly Agree)
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A second st of focus groups were conducted in November 2006 in four locations
(Duluth, New Ulm, . Cloud, and Richfidld). A totad of 172 people participated
including 11 consumers and family members, 110 county representatives, 34
providers and 17 advocates, and other stakeholders. Participants discussed a
series of reforms that were supported by the focus groupsin the first round and
were of interest to the Department of Human Services (systems coordination,
increased individuaization, choice of case manager, and regiondization induding
functions such as contracting, licensing, and qudity assurance). The following
questions were used to prompt further discussion:

How can we effectively engage consumers, families and community members
inlocd and regiond qudity assurance and improvement efforts?

If Minnesota created regiona quality councils, what functions should those
councils perform?

0 Review regiond dataon quaity outcomes for individuds;

0 Review regiond licensing, VA, matrestment and incident reporting
outcomes, and

0 Egablish regiona quality improvement targets and develop and
implement drategies to achieve gods.

What kinds of people should be represented on loca or regiond quality
councils?

Comments related to regiondization made by the 17 discussion groups are
summarized here.

Bendfits. Focus group participantsidentified a variety of potentia benefits of
regionaizing some or dl of the quaity assurance functions under discussion.
Among those benefits were that regionaizing efforts could save time and money
where counties are currently duplicating efforts and could coordinate their efforts.
Participants dso identified the potentid advantages of increased choice of case
managers, improved relationships with providers, and improved monitoring of
providers who serve in multiple counties. Specific benefits were identified related
to activitiesin which Regiond Qudlity Councils might engage. For example,
Regiond Quality Coundils could pool resources for scarce services. medica,
dentd, psychiatry, menta hedlth, crisis supports; pool training for county staff

and for providers, families and consumers; or use common contracting language
across participating counties. Participants noted that regiond collaboration could
offer increased opportunity for staff to have peer mentors on best practicesin QA.
Finaly participants noted thet regiond efforts could increase the objectivity of
qudity reviews, hep maintain or improve qudity, particularly in smdler counties,
and increase uniformity in measurement, licensing and oversight.

Concerns. Participants identified a variety of concerns that would need to be
worked out as regiona efforts were developed. Those concerns included
logistical issues such as wondering how the regions would be constructed (both
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geographic and population dengty), concern that specific staff would be needed to
support the functions of the regiona group and concern that resources be
available to support specific regiond QA activities such as conducting surveys or
other reviews, concern about how legal questions such as joint powers would be
handled, and questions about how risk and liability would be addressed. Other
concerns included a desire to be sure that regiond efforts reduce not add to the
layers of bureaucracy and mandates counties currently manage. Findly, practical
issues included darity of roles for various participants, concern that locd qudity
monitoring efforts continue, that turf issues are handled sensitively, and that
negotiations could be successfully completed to establish and sustain the regiona
efforts.

Recommendations: Participants made recommendations about possible tasks or
activities of regiond qudity groups, how regiond quality activities might be
organized or structured, and about what types of participants should be involved
in regiond qudity activities. Focus group participants identified awide range of
tasks that regiond quaity groups could work together. Topics included:
contracting, licensing, monitoring unlicensed services and providers, usng
resources, rate setting, assessing individua outcomes, monitoring provider
outcomes, quality assurance, reviewing incident reports and vulnerable adult
issues and trends, establishing and monitoring quality improvement targets,
monitoring service avalability and building provider capacity in new program
aress, criss prevention and response, waiver management, provider devel opment,
training for individuals, providers and county staff. Some groups were very
interested in having regiond qudity groups manage licenang functions while
others were more interested in having the regiond groups focus more on quality
improvement initiatives. Participants recommended that broad stakeholder input
be usad to identify the functions of the regiond qudity councils.

Participants made recommendations about how regionaized qudity efforts might
be done. Many recommendations focused on how to involve consumers and
families the efforts. For example, participants recommended that meetings are
held in community settings, that trangportation, food and child care be provided to
dlow families to participate and that participants be trained to be culturaly
competent. Participants aso emphasized the need to engage local community
members — faith communities, employers, and neighbors. Participants
recommended that regiona efforts need to have good data (from state, county and
provider sources), promote best practices, look at outcomes for individuas, have
authority to implement any mandated activities they are responsible to complete,
have access to lead agency staff (e.g., licensing, Department of Hedth, and
County gtaff), have access to an effective technologica support system, and have
effective communication between counties, regions, date and other stakeholders.

Finaly, participants listed a variety of stakeholder groups they thought should be
invited to participate in regiond qudlity efforts. They recommended that the
composition reflect the region’s cultura make up and size, and have some
interaction with a statewide group. Specific participants mentioned included
consumers, families, advocates, providers, licensors, county staff such as
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managers, SUpervisors, case managers, adult protection, contract managers,
licensors), professionds (such as psychologists), teachers, community members,
date staff. One group suggested that the group include no more than 15 people,
but others suggested that work groups accountable to the larger group could be
formed around specific functions (such as vulnerable adult issues).

L ocal and Regional Quality Assurance Models

A specific mandate of the Legidature to the QA Paned wasto review regiond and
local quality assurance models and to make recommendations regarding best
components, role and function of such models. To fulfill this commitment the QA
Pand identified and reviewed regiond modelsin Minnesota and in four other
dates. Minnesota has only one regiona quality assurance program, the Region 10
Qudity Assurance Commisson. The Panel received information directly from
Region 10 participants as well as from focus groups and surveys of Region 10
participants. In addition, Panel members received case studies and associated
program descriptions from the states of Massachusetts, Florida, Tennessee and
Nevada which employ regiond quality assurance models. Our review of loca
quality assurance modds is summarized above in the county interview section of
this report.

L ocal and Regional Modelsin Other States

The Pand reviewed information about regiona quality assurance moddsin

Nevada, Tennessee, FHorida and Massachusetts through presentations, case studies
and interviews with date officids. A brief summary of key feetures of theseis
provided on the project website at www.gapanel.org. After reviewing the models
the Pandl found the Massachusetts modd of particular relevance to the mandate to
the Pandl and the specific chalenges in responding to CM S expectations. The
Massachusetts model was particularly well documented in manuas and reports.

The Massachusetts Office of Mentdl Retardation has made a substantia
invesment in its quality assurance system. Although most of thiswork was
completed well before the CMS Quality Framework was devel oped, the
Massachusetts system is quite consstent with the Framework. Among the
relevant important features of the Massachusetts Quality Assurance system were
the following:

1) Regiona management of qudity assurance reviews and andysis of outcomes
data;

2) A qudity assurance review program with primary focus on individua
outcomes and experiences of a sample of persons being served asthe basis of
licensng decisons;

3) A datewide survey of a substantia sample of al service recipients, including
these in community and indtitutional services settings, to permit Satistical
andysis of the characterigtics, service types and settings, outcomes and
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experiences and variations in outcomes and experiences associated with
differencesin individud characterigtics and service types and settings;

4) A comprehengve public report of the status, trends, achievements and
chalenges faced by the sate in providing services with the desired outcomes
to service recipients,

5) Andyssand use of data derived from qudity review, incident reporting, and
dtatewide surveysto generate service improvement priorities on both the sate
and regiond levels.

A detailed description of the Massachusetts mode can be found on the project
website at www.gapanel.org.

Challengesin Applying the Massachusetts Model in

Minnesota:

Although the primary features observed in Massachusetts were considered
important components of a high qudity, regiondly-based quality assurance and
improvement system, the Pand recognized that Minnesota faces anumber of
additiond chdlengesin designing its sysem. These include:

1) Minnesota’'s commitment to a broad disability rather than categorical
approach to services: Reaching consensus on outcomes of importance to al
persons with disabilities is more difficult than doing so categoricadly.

Although the QA Pand has recommended adoption of amodd similar to that
in Massachustts, it recognizes that the Massachusetts program of interest was
designed for their developmentd disabilities services. Other state models
examined were adso categorica in nature;

2) Minnesota currently investsfar lessthan will be needed to reform quality
assurancein amanner consistent with expectations. Minnesota's
investment in quaity assurance and improvement must be increased. Each of
Massachusetts regions has a well-devel oped staff complement of professonds
dedicated to management of aregiond quality assurance program; and

3) The capacitieswithin different areas of Minnesota to manage a quality
assurance and improvement system vary from region-to-region: Different
regions in Minnesota have different foundational resources with which to
manage substantid reforms.

Minnesota’ s Region 10 QA Commission:

Region 10 (Southeast Minnesota) is the only areain Minnesotain which a
quality-assurance and improvement system is operating aregiona model. The
Region 10 Quality Assurance Commission mode! is based on participant
outcomes and satisfaction, with asignificant focus on qudity improvement. The
Region 10 Qudlity Assurance Commission fulfills responshilities for licensing of
services for persons with developmenta disabilities that would otherwise be
carried out by the DHS Divison of Licendang. In conducting its licendang/quaity
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lives.
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assurance program the Region 10 Quality Assurance Commission developed its
own outcome-based program review and licensing sandards and interview
protocol, caled VOICE, which isimplemented by teams of stakeholders
including county and state Saff, service providers, service recipients, family
members and other community members. Region 10 has its own mostly outcome
based Standards of Quality that replaces the Consolidated Standards. In addition
to licensang functions the Region 10 review gathers informetion that can be used
to improve the lives of individuas who are sampled for the licenang reviews.
Results of the quality reviews are used in developing an agenda for both
organizationa and region-wide quality improvement. Because of CM S pressure
to develop an outcome based system and because of the Legidature sinterest in
regiondly-based models extensve review was conducted of the Region 10 modd.

Focus Groups of Region 10 Stakeholders. Two focus groups were conducted
by John O’ Brien, a consultant to the Universty of Minnesota, with Region 10
stakeholders. One involved service provider managers and county officias,
another involved persons with disabilities, family members and direct support
providers. Mgor themes of the focus groups included the distinctions between

the Region 10 quality assurance review and traditiond licensing reviews (i.e, the
types of reviews experienced prior to implementing the Region 10 model). These
distinctions about traditiona quality assurance and persond outcome-based
quality assurance are summarized in Chart 3 (developed by John O’ Brien).

Chart 3. Region 10 Stakeholder Per spectiveson Traditional and Per sonal

Outcome-Based Quality Reviews

Focus on programs

Traditional QA Reviews Personal Outcome-Based Reviews

Focus on individua person

Quadlity defined as characterigtics of a Quadlity defined by person and those who
program by a distant bureaucratic know the person
authority

Separate ingpections of day, resdentia
and other sarvices a different times.

Looks at the person’swhole life and the
contribution each service makes to qudity

Mogt attention on compliance with
rules and correcting deficiencies
defined by rules

Attention to facilitating a person’s wants
and dreams.

Parents, family members, friends have
little if any voice in judging qudity.

Process facilitates person, family, and
friends in defining and judging qudlity.

Focus on compliance with standards

Focus on action to move toward what the
person wantsin therr life

Many standards judged by adequacy of
documentation usng professond
language (e.g., “ completes objective 3
timesout of 5”)

Quadlity judged by match between what
person wants and what person gets or does,
expressed in ordinary language.

Information gathered and shared in
abstract, bureaucratic form.

Information gathered and shared in aform
and in language the person can use to
communicate with othersiif they choose.
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... participants view
their outcome-based
process to have the
capacity to change
people slives.

The capacity to
nurture community
engagement through

regiond
opportunitiesto
learn, identify
challenges and to
grow in a sense of
influence and shared
commitment is
viewed as important
role and function of

aregiona approach.

Chart 3. Region 10 Stakeholder Per spectiveson Traditional and Per sonal

Outcome-Based Quality Reviews

Traditional QA Reviews Personal Outcome-Based Reviews

Qudity is responghility of sysem and
service provider

Qudity isregponghility of the Qudity
Circle (those with investment and/or
respongbility in the person’ s well-being).

Process and standards set and revised
centraly. No routine feedback on the
process from those inspected.

Process designed and continudly improved
by regiondly responsible group. Regular
feedback from focus people and Quality
Circles.

Little concern for the degree of control
aperson hasin ther life

Increasing a person’s control of their own
lifeisaprimary purpose

Processis prescriptive: Demonstrate
compliance or you will loose your
license.

Processis cregtive: Here are thingsto figure
out that will make this person’s life better.”

At the conclusion of the focus groups, O’ Brien developed generd observations
about the Region 10 participants and their perceptions of the Region 10 process.

Theseincluded:

Region 10 participants view their outcomes-based process to have the capacity

to change peopl€ slives,

Participants reported that the person-centered approach alowed people in the
Qudity Circle to learn more about the person and what would make a

differencein thar life;

Participants reported that the Region 10 model changed not only policy, but
relationships and attitudesin the counties in which it operates. One service
coordinator said, “Voice has changed the way we think. We no longer use
language that separates people into professonals, who have the knowledge
and others, who have no authority to speak because they can't use

professond terms;”

Region 10 participants fed that it isimportant that process was developed by
aregiond stakeholder group. It isviewed asimportant that the values on
which the program was built are the vaues that emerged from the community
and the work of the stakeholder group;

Community ownership is perceived as important and achievable only through
supporting the community to take responghbility for defining qudity and
acting to improve quaity. The capacity to nurture community engagement
through regiond opportunitiesto learn, identify chalengesand to grow ina
sense of influence and shared commitment is viewed as important role and

function of aregiona approach; and

Focus group participants emphasized the importance of quality assurance asa
continual process of improvement, not merely a periodic ingpection.
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Surveys of Region 10 Stakeholders. Based on the observations focus group
participants a set of questionnaires was developed to survey stakeholdersin the
Region 10 (Southeast) area of Minnesota. Questions of importance to eva uating
the benefits and development challenges of outcome-based, regiond qudity
assurance programs were included. The survey was mailed to samples of
individuas representing 3 groups of stakeholders: 1) persons with disabilities and
family members, 2) direct support and adminigtrative service providers and
advocates, and 3) county service coordinators and other officias. A tota of 168
surveys were distributed to stakeholdersin 5 Region 10 countries participating in
the Qudity Commission. Didtribution was managed according to sampling
ingtructions provided to county agencies. A tota of 93 (55%) of the distributed
questionnaires were returned. Overall, participants rated the qudity of the Region
10 review process as 4.9 on ascae of 1 (very poor) to 6 (excellent). Chart 4
presents a summary of key findings from these stakeholder surveys.

Stakeholders participating in the Region 10 Qudity Assurance program and its
outcome-based VOICE preview process express high levels of support. Ratings
of greater than 3.0 (between generdly agree and definitely agree) were noted for:

The process picking up on things necessary to assure hedth and safety;
The process being based on sound information,;

People who know the person best providing the information for the
review;,

Providing service cording useful information and information helpful in
improving services,

Providing family members with information to help them evauate the
quaity of services,

Gathering informetion in the licenang process that is useful to the
individuas being served; and

Encouraging support team members to become more active in peopl€'s
lives

Participants rated the overdl qudity of the review process as4.9 on a5 point
scde. Lower ratings were given for: 1) whether conducting the reviews on a
sample of 3 or 4 individuas per sarvice providing agency is sufficient for making
alicenang decision (2.6); and 2) whether the process leads a person’s qudity
circle to increase expectations for services (2.7).
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Chart 4: Responses of Key Informants Regarding the Regional Quality Assurance in
the Five Counties Participating in the Region 10 Quality Assurance Commission
Program

Average Level of Agreement

No, Definitely Not Mo, Mot b
o, Definitely No Really Generally
1 2 3

Yes,
Definitely

4

Validity
The Region 10 QA licensing process picks up on the things

necessary to assure that all consumers are healthy and safe.

The VOICE review looks at the degree to which the person’s
supports are adequate to assure their safety and health.

Consumer involvement in a VOICE review leads to more accurate
and complete results than if they were not included.
Impact on Services
The VOICE review leads to new ideas for staff orientation and
ongoing training.

After the VOICE review, it is common for improvements to be made
that are noticeable to the consumer.

Ideas and recommendations from a VOICE review causes
improvements in the supports of more than one person.

Usefulness

The VOICE review process helps service coordinators monitor and
improve service quality.

The VOICE review provides county case managers with useful
information.

The VOICE review helps county case managers think of new ways
to support consumers and their families.

Impact on Individuals and Families
The VOICE review process is important to individuals with

disabilities and their families.

The results from the VOICE review lead to practical and noticeable
changes for people with disabilities.

Participation in a VOICE review causes members of a person's
quality circle to have higher expectations for the services they

Comprehensiveness

The VOICE review considers the adequacy of support to sustain
the individual's desired level of involvement with his or her family.

The VOICE review considers the adequacy of support to sustain
the individual's desired level of involvement in community events.

The information used in the Region 10 Quality Assurance (QA)
licensing process is based on what is important to the individuals

Results from 3-4 VOICE reviews provide a clear view of the quality
of services for an entire agency.

General Satisfaction
Are you satisfied with the thoroughness of the VOICE review
process?

Are you satisfied with the recommendations that came out of the
VOICE review process?

How satisfied are you that your opinions mattered in the VOICE
review process?

The VOICE review process delivers the results | expect.
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Appendix D: Proposed Legidation

02-14-07

Section 1 [256B.xxx] State and Regional Quality Assurance and | mprovement System for

Minnesotans Receiving Disability Services

Subdivison 1. Scope. In order to improve the quaity of services provided to Minnesotans with

disahilities, a gatewide quality assurance and improvement system for Minnesotans receiving
disability sarvicesis esablished. The disability services induded are the home and community
based services waiver programs for persons with developmental disabilities, traumatic brain

injury, and for those who qualify for nurang facility or hospita levels of care under 256B.092

subdivision xx and 256B.49; home care sarvices under 256B.0651; Family Support Grant under
256.32; Consumer Support Grant under 256.476; and Semi-Independent Living Services under
256.275. The satewide qudity assurance and improvement system shdl include a tate quaity

commisson, Sx regiond quality councils, an outcome based qudlity review component and a

comprehensve sysem for effective incident reporting, invesigation, anayss and follow-up.

Subdivison 2. State Quality Commission. The commissoner shal appoint the members of the
Sae Qudity Commisson incdluding representatives from the following groups. disability
Fvicerecipients, a least one member from each Regiond Qudity Coundil, disability service

providers, disability advocacy groups, county human service agencies and state agency staff
from human services, health and ombudsman for mental health and developmental disabilities
The State Quality Commission shdl assg the departments of human services and hedth in
fulfilling federaly-mandated obligations by monitoring disability service qudity and qudlity
assurance and improvement practices in Minnesota; establishing state quality improvement

prioritieswith methods for achieving results and providing an annud report to the legidative

committees with jurisdiction over policy and funding of disability services on the outcomes,

improvement priorities and activities undertaken by the commisson during the previous gate

fisca year.
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Subdivison 3. Regional Quality Councils. a The commissoner shal esablish Sx Regiond
Qudity Councils of key sakeholdersinduding regiona representatives of disability service
recipients, disability service providers, disability advocacy groups, county government, and sate

agency regiond gaff from human services, hedth and ombudsman for menta hedth and
developmental disabilities

b. The regiona coundils shall:

(1) direct and monitor outcome-based quality assurance programs,

(2) andyze and review qudity outcomes and critica incident data,

(3) provide information and training programs for persons with disabilities, incduding service

recipients and their caregivers, on service options and quality expectations,

(4) disseminate information and resources devel oped to other Regiona Quality Councils,

(5) respond to gtate leve priorities and
(6) establish regiond priorities for quaity improvement,

(7) submit an annual report to the State Quaity Commission on the status, outcomes and

improvement priorities and activities in the Region,

(8) choose a representative to participate on the State Qudity Commission and assume other

regpong hilities congsent with the priorities of the State Quaity Commisson.

c. Theregiond councils shal maintain saff and manage resources needed, consstent with

funding and direction from the commissoner and the state quality commission.

Subdivison 4. Annual Survey of Service Recipients. The commissoner, in consultation with

the State Qudlity Commission shall conduct an annua independent statewide survey of service
recipients, randomly selected, to determine the effectiveness and quality of disability services.
The survey shall be consstent with the system performance expectations of the Centers for
Medicare and Medicaid Services (CMS) Quality Framework and anayze whether desired
outcomes for persons with different demographic, diagnostic, health and functional needs,
receiving different types services, in different settings, with different costs have been achieved.
Annua gtatewide and regiona reports of the results will be published and used to assist regions,

counties and providers to plan and measure the impact of quality improvement activities.

Subdivison 5. Outcome-Based Quality Review. The sate commission shdl desgnate an

outcome-based quality review program to assure that quality assessment and licensing practices
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are founded on vaid, reliable assessments in areas consgtent with the CM S Quality Framework.

The outcome-based quality assessment program for sarvice quaity monitoring will include both
licensed and unlicensed sarvices. It shdl include outcome-based interviews of a sufficient
sample of individuds and caregivers served by an agency to provide relidble information with

which can be used to determine the levd of service quality, issue program licenses as needed,

recommend remedid activities, and inform the nead for generd and specific training, technica

ass Sance, consumer education, and other sarvice improvement activities. The assessment and

review program can be used by regiona councils for an dternative quality assurance program

should countiesin aregion seek to develop an dternative to the state licenang system pursuant
to the process established in 256B.095 through 2568.0955.

Subdivison 6. |ncident Reporting, | nvestigation, Analysis and Follow-up | mprovements.

The commissioner shdl improvethe system of incident reporting, including reports made under
the Mdtreatment of Minors and Vulnerable Adults Acts, investigation, andlys's, and follow-up
for disahility services to assure that incidents that may have jeopardized safety, hedlth, civil and

human rights, sarvice-related assurances, and other protections of disability service recipients to

be free from abuse, neglect and exploitation are reviewed, investigated, acted upon in atimey

manner. Information, data.and anays's from the reporting system shall be used at the provider,

county and regiond levels to improve services for recipients and shall be provided in a
dandardized format on aregular basisto Regiona Qudity Councils, State Qudity Commisson

and appropriate State and County agencies.

Sec. 2. Effective Date. Subdivisors 1 through 6 are effective July 1, 2007 subject to the
following phased implementation:

(a) the State Qudity Commission shall be established by July 1, 2007,

(b) the sx Regiond Qudity Councils shell be established by January 1, 2008 and will begin
asssing with the Statewide interviews of service recipientsin their regions when those surveys
are fielded statewide.

(d) the gatewide survey of service recipients shal be developed beginning July 1, 2007 and
fidd-tested during 2008 with implementation beginning on or before January 1, 2009

(f) the outcome-based quality review process shdl be designed and implemented based on the
work of the State Qudity Commisson and Regiona Quality Councils, informetion from the
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gatewide sarvice user survey and the incident reporting data, as funding alows after July 1,
20009.
(0) Improvements in the incident reporting, analysis and data sysems shdl begin July, 2007,

with the devdlopment of public reports from exising data. A work group will develop, design

and make recommendations for the remaning improvements needed by December, 2008.

Sec. 3. Appropriations.

(@ -------------- shall be appropriated from the genera fund to the commissioner of human
sarvicesfor the fiscal year ending June 30, 2008, to develop and establish the Quality Assurance
and Improvement System according to the schedule set forth in Section 2.

(b) Beginning July 1, 2008, $ million from the general fund shall be appropriated to the

commissoner of human services each year for the implementation of the Quality Assurance and
Improvement System and added to the base budget for the department. Federal Medicaid match

obtained for this function shal be dedicated to the commissoner for this purpose.
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Appendix E: Cost Estimatesfor First Two Years

Table 1: Summary of Estimated Costs of Recommended Quality Assurance and Improvement Reforms

Estimated Expenditures

System Reform Component Annual FTE/Rate/Amount Year 1 Year 2
State Quality Commission
Personnel (including fringe)
Professional positions 1.25 $ 110,000 $ 113,300
Support positions 1 $ 50000 $ 51,500
Quarterly Meeting expenses (food, room rental, equipment 18 participantsx 4 meetings  $ 3,800 $ 3,800
rental x 1.5 days)
Statewide meeting with regions (food, room rental, 42 participants $ 2,300 $ 2300
equipment rental x 1.5 days)
In-state Travel
Mileage 46 trips*100 miles@ $0.48per $ 2,208 $ 2208
mile
Hotel and Mealsin St. Paul 46 nights @ $150each $ 6,900 $ 6,900
Office: rent, equipment, supplies $26,850 per FTEin Year 1, $ 60413 $ 37,913
$16,850 per FTE ongoing
Consultants/outside trainers 4 days @ $1000/day + expenses $ 6,000 $ 6,000
Subtotal $ 241,621 $ 223921
Regional Quality Councils (6) *
Personnel (including fringe)
Professional positions 13 $1,144,000 $1,178,320
Support positions 6 $ 300,000 $ 309,000
Quarterly Meeting expenses (food, room rental, equipment 18 participants x 4 meetingsx 6  $ 10,800 $ 10,800
rental for 1 day) regions
Regiona quality conference (food, room rental, equipment 1.5daysx 50 participantsx 6 ~ $ 16,200 $ 16,200
rental) regions
In-state Travel to state conference
Mileage 24trips*100 miles @ $0.48per $ 1,152 $ 1,152
mile
Hotel and Mealsin St. Paul 24 nights @ $150 each $ 3,600 $ 3,600
Office: rent, equipment, supplies $26,850 pa FTEinYear1l, $ 402,750 $ 252,750
$16,850 per FTE ongoing
Consultants/outside trainers 4 days @ $1000/day + expenses * $ 36,000 $ 36,000
6
Consumer and Caregiver Education, Training, and Priority $ 500,000 $ 500,000
Quality Initiatives
Subtotal $2,414,502 $2,307,822
Statewide Survey and Analysis
Survey support (interviewer training, data collection and 2 $ 176,000 $ 181,280
editing, data management, analysis, summaries, and regional
reports)
Mesting exp enses (food, room rental, equipment rental) (4) 3 hour advisory committee  $ 1,600 $ 1,600
meetings
Survey printing/Computer software 3,400 surveys x $1.E'?O $ 5,100
Contract interviewers (10% sample) $75 x 3,400 surveys $ 255,000
Contracted survey development and field testing $65,000 per year for 2years $ 65,000 $ 65,000
Subtotal $ 242,600 $ 506,480
Outcome-Based Service Quality Review** - -
Incident Reporting, Investigation, Analysis** Design Implementation Plan $ 100,000 $ 100,000
Total *** $2,898,723 $3,138,223

*Year 1 costs will be lower if the Regional Quality Councils do not all start in July of 2007. *These estimates do not include regional

level outcome based service quality review and ongoing incident reporting, investigation and analysis activities. ***40% of costs would
be reimbursed by the Federal government as a Medicaid administrative expense based on the proportion of program recipients who are
Medicaid beneficiaries.

53



