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RFP 14-84
Attachment D.2 – LTC Audit Scope of Work


Overview

This attachment provides a general description of the Medicaid long term care (LTC)  compliance review program, an overview of other major Medicaid functions that are affected and must be considered in any proposal to provide agreed upon procedures (AUP) relating to Medicaid  LTC providers, the required services to be delivered by the selected respondent providing LTC AUP services, and other conditions that must be met for the Respondent to be considered for recommendation.

In responding to this request for proposal (RFP), respondents should identify and discuss any problems that may arise in providing LTC AUP services, and should identify methods they will use to resolve these problems. In addition, the Family and Social Services Administration’s Office of Medicaid Policy and Planning (FSSA/OMPP) encourages all respondents to display comprehensive and innovative AUP techniques that enhance fraud detection, increase the effectiveness of compliance reviews of Medicaid LTC providers, and yield comprehensive findings and information for the State for each provider.
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A. Current Medicaid System

The Indiana Health Coverage Programs (IHCP) (Medicaid) has been in operation since 1970. A part of the IHCP operations involves conducting compliance reviews of the financial and statistical records of the following Medicaid LTC providers: nursing facilities (NFs), home health agencies (HHAs), community residential facilities for the developmentally disabled (CRFs/DD), and non-state owned intermediate care facilities for individuals with intellectual disabilities(ICFs/IID) that participate in the IHCP.  Note that OMPP may also require the Contractor to perform compliance reviews of state owned ICFs/IID, at its discretion.  

With the exception of HHAs, LTC providers in the IHCP are reimbursed using a prospectively set per-patient-per-day rate for services provided based on the provider’s annual or historical financial report for the most recently completed fiscal year. The costs for each provider are then adjusted for inflation using an index. HHAs are reimbursed for covered services provided to Medicaid recipients through standard, statewide rates computed as: (1) the overhead cost rate; plus (2) the staffing cost rate multiplied by the number of hours spent in the home in the performance of billable patient care activities to equal the total reimbursement per occurrence. 

Once a rate of payment has been established, FSSA/OMPP ensures the integrity of the payment system by performing compliance reviews of the operations of Medicaid providers for specific historical periods. The purpose of these compliance reviews, in part, is to confirm the expenditures of the providers, to ensure that those expenditures were appropriately associated with the delivery of Medicaid services, to make adjustments to eliminate expenses that are not allowable for Medicaid reimbursement consideration, and to issue a report on findings. The results of compliance reviews then become a part of subsequent Medicaid prospective rate setting activities. LTC rate setting activities are currently performed under a separate contract with the Medicaid program, but the Contractor will participate in compliance review rate reconsiderations and appeals processes.

Indiana reimburses NF providers using a case mix reimbursement system based on Minimum Data Set (MDS) data and an adjusted Resource Utilization Groups (RUGs). The basic goal of the case mix reimbursement system is to more accurately meet the needs of NF residents through a reimbursement system that is based upon individual resident’s needs and characteristics rather than on facility characteristics. Under a RUGs case mix reimbursement system, residents are classified by the amount of resources they require for care. This RUGs classification is the basis for a case mix reimbursement system that can more accurately meet the genuine resource needs of residents. The case mix reimbursement system is intended to substitute for the direct care portion of a NF rate. Other cost centers, such as indirect care, administrative, and capital costs will continue to be reimbursed separately.

Respondents to this RFP shall submit a proposal that provides LTC provider compliance review methodologies which satisfy FSSA/OMPP’s Medicaid LTC provider compliance review requirements and supplement the current Medicaid rate setting system described above. Additionally, proposals should offer methodologies and procedures which will anticipate the needs and supplement the case mix rate setting system.
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B. Summary of Requested Services

The Contractor shall perform compliance reviews and issue reports on the financial and statistical records of Medicaid LTC providers. The compliance reviews conducted under the contract result from on-site reviews. An on-site compliance review of each LTC provider shall be conducted at least once every four (4) years.

In addition, the Contractor may be required to perform compliance reviews of state owned ICFs/IID, and/or MDS audits of nursing facilities at the discretion of the State.

In addition, the Contractor may be engaged to perform enhanced desk reviews for NFs,  CRFs/DD, ICFs/IID, and HHAs also at the discretion of the State.  

C. Summary of Respondent Qualifications

Respondents shall have:

1. Knowledge of the health care needs of NFs, CRFs/DD, ICFs/IID, and HHAs.

2. Knowledge of and experience with auditing/compliance reviews of Medicaid LTC providers.

3. An understanding of the Medicaid program.

4. An understanding of the MDS, RUGs, and case mix reimbursement system.

5. An understanding of Medicaid’s current reimbursement system for NFs, CRFs/DD, ICFs/IID, and HHAs.

6. The ability to communicate effectively, and work closely with, and understand the functions of FSSA/OMPP’s Medicaid rate setting contractor. This includes maintaining a level of understanding of FSSA/OMPP’s rate setting criteria, statutes, rules and regulations, policies and procedures, and the rate setting contractor’s operations that will enable the Contractor to provide effective Medicaid LTC compliance review services to FSSA/OMPP.

7. [bookmark: _Toc289160895]The ability to communicate effectively, and work closely with, FSSA/OMPP staff.


General

A. Certified Public Accountant (CPA) Firm

To be considered eligible to respond to this request for proposal (RFP), an organization shall be a registered CPA firm. Please provide proof that your firm is a registered CPA firm in response to this RFP.

B. Medicaid LTC Auditing Experience

In demonstrating the Respondent’s potential to perform services specified in the Scope of Work, the Respondent shall describe in the Technical Proposal Response Template (Attachment G.2) its relevant experience over the past three (3) years in performing the specific services described in the Scope of Work. In addition, each Respondent shall disclose all instances where any contracts with scopes similar in nature to the Scope of Work for this procurement have been terminated early for the Respondent or any proposed subcontractor, before the anticipated contract end date. The Respondent shall explain the details and circumstances of each early termination. The Respondent shall also list all past sanctions, fines, penalties, or letters of noncompliance issued against it and any proposed subcontractor while performing services similar in nature to those in the Scope of Work.

In addition, in describing its experience, each Respondent shall provide an overview of how the organization processes and manages State and Federal policy and procedural changes related to LTC audits.

C. Conflict of Interest Issues

In general, the Respondent must not have any conflicts of interest that may interfere with fair competition in the procurement or conflicts of interest that may be adverse to the interests of the State. In addition, the following provisions apply with respect to conflicts of interest:

1. Because of conflict of interest issues, no respondent will be considered for LTC auditing who is currently performing auditing, accounting, management, or other services by virtue of the entity's existing business operation for any Nursing Facilities (NFs), Home Health Agencies (HHAs), Community Residential Facilities for the Developmentally Disabled (CRFs/DD) or non-State owned Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICFs/IID), now enrolled in the Indiana Medicaid program that could potentially be subject to Medicaid long term care auditing by the Contractor as an agent of FSSA’s Office of Medicaid Policy and Planning (OMPP), unless such current service is performed on behalf of any State Medicaid program or Centers for Medicare and Medicaid Services (CMS).

2. Because of conflict of interest issues, no respondent will be considered for LTC auditing who holds or has held any ownership interest subsequent to April 1, 2005 in any long term care facility potentially subject to Medicaid LTC auditing activity. Such ownership interests may constitute or have constituted holdings by the Respondent through its entity structure or by the entity in fact, or by any responsible member of the Respondent’s entity (board member, corporate officer, partner, 5% or greater owner, or any employee or staff member who will work on this project).

3. Because of the highly specialized nature of LTC auditing activities, subcontracting of LTC auditing activities to eliminate conflict of interest issues is not a viable alternative for either the State or any potential respondent.

4. To ensure the integrity of the Medicaid LTC auditing Contractor's activities and products, the LTC auditing Contractor may not be the same entity as the Medicaid fiscal agent contractor.

In response to this RFP, each Respondent shall disclose any potential conflicts of interest relevant to performing the services for the Scope of Work.

D. Transition

1. Incoming Transition Services

The awarded Contractor shall be ultimately responsible for the successful transition of services. The first task of the awarded Contractor shall be, in conjunction with the State and the incumbent vendor, to finalize a transition plan of services and support for the Scope of Work. The primary goal of this transition plan is to ensure that there is no disruption to the performance of the required services. The transition to the awarded Contractor’s staff shall be as orderly and as transparent as possible to the State, and the awarded Contractor shall assign a dedicated Incoming Transition Manager, which the State reserves the right to approve. 

The Contractor shall be able to make revisions to this transition plan, but any requests for revisions shall be submitted in writing to the State for approval. These revisions shall in no way negatively affect the quality of the transition services. In addition, during the transition, a written report of program progress shall be submitted to the State every week. The progress report shall specify accomplishments during the report period in a task-by-task format, including whether the transition tasks are being performed on schedule and any problems encountered.

Each non-incumbent Respondent shall submit in the proposal a plan for incoming transition activities that demonstrates the Respondent understands the scope and complexity of the incoming transition activities for the Scope of Work. The Respondent shall provide a high-level description of the plan for incoming transition activities for the Scope of Work which contains but is not limited to the following information:

· Explanation of the planned steps to transition activities from the incumbent vendor to the Respondent.

· Explanation of the planned approach to coordination between the incumbent and the Respondent.

· A resume and three (3) professional references for the proposed Incoming Transition Manager.

· A description of staffing requirements for the incoming transition and how the staff will support the implementation of services.

· Timeline that completes the incoming transition activities within one hundred eighty (180) calendar days or fewer including a high level schedule of incoming transition deliverables to be completed.

· Respondent’s current staff knowledge, skills, and abilities that will enable a successful implementation of services including past experience with other states implementing these services.

· Identification of Respondent’s needs for new staff knowledge, skills, and abilities that will be required to successfully implement the incoming transition services.

The State recognizes that the Respondent may not possess all the information needed for a complete and detailed plan for incoming transition activities, but the plan for incoming activities submitted with this RFP should be as accurate and comprehensive as possible.

2. Outgoing Transition Services

When transition services are required during or at the end of the contract period, the State shall notify the Contractor in writing. Within five (5) calendar days of notification, the Contractor shall assign a dedicated Outgoing Transition Manager, which the State reserves the right to approve. Following notification, the Contractor shall fully cooperate with the State and the incoming vendor to finalize a transition plan in a timely manner. 

During the outgoing transition, the Respondent shall do the following:

· Provide any necessary training to State staff, incoming vendor staff, or other individuals at the direction of the State in the operation and maintenance of the services. 

· Deliver to the State or incoming vendor, within a time frame specified by the State, copies of all data, documentation, and reports in the appropriate media.

· Make available all records required to ensure continued delivery of services, at no cost to the State.

· Transfer all ongoing projects that cannot be completed by the end of the contract period to the incoming vendor in a manner that ensures there is minimal disruption for the State. However, the outgoing Contractor shall still be responsible for the completion of any active appeal work unless otherwise specified by the State.

Each Respondent shall submit in the proposal a plan for outgoing transition activities that demonstrates the Respondent understands the scope and complexity of the outgoing transition activities for the Scope of Work. The Respondent shall provide a high-level description of the plan for outgoing transition activities for the Scope of Work which contains but is not limited to the following information:

· Explanation of the planned steps to transition activities from the Respondent to the incoming vendor.

· Explanation of the planned approach to coordination between the State, the incumbent, and the Respondent.

· A description of staffing requirements for the outgoing transition and how the staff will support the outgoing transition of services.

· Timeline that completes the outgoing transition activities within one hundred eighty (180) calendar days or fewer including a high level schedule of outgoing transition deliverables to be completed.

· Respondent’s skills and abilities that will enable a successful outgoing transition of services including past experience with other states transitioning out these services.

The State recognizes that the Respondent may not possess all the information needed for a complete and detailed plan for outgoing transition activities, but the plan for outgoing activities submitted with this RFP should be as accurate and comprehensive as possible.


Risk Assessment and Desk Review Process

The risk assessment process will determine the selection of providers for compliance reviews and enhanced desk reviews. Every Medicaid LTC provider, with the exception of HHAs, shall be run through the risk assessment process annually. The risk assessment process shall collect providers’ financial data and combine it with historical rate setting, compliance review, and appeals data, as well as any other data. The Contractor shall enter all data related to the risk assessment into a spreadsheet (preferably Microsoft Excel), and, using the methodology proposed in response to this RFP, determine high-risk providers for compliance and enhanced desk reviews. 

The risk assessment criteria must be approved by FSSA/OMPP. By March 1 of each year, the Contractor shall complete the LTC provider risk assessment analysis and submit a proposed work plan and protocol revisions to improve LTC audit methodology to FSSA/OMPP for approval. The work plan shall cover all proposed compliance and enhanced reviews for the coming fiscal year. FSSA/OMPP will approve or modify the proposed work plan by April 1. At that point, the Contractor may give required notice to providers, so that work can begin July 1.

Risk assessment information includes, but is not limited to:

1. Number and impact of rate adjustments.

2. Assessment of risk from the desk review.

3. Reimbursement rate as compared to similar facilities.

4. Time since last field review.

5. Change in per day costs.

6. Medicaid utilization.

7. Report Card Score and other quality measures.

8. Home Office Cost Allocations.

9. Home Office Property Allocations.

10. Unsigned Management Representation Letter.

11. Change of ownership.

Respondents are encouraged to incorporate additional factors beyond those listed here.  

The HHA risk shall be assessed annually based on each agency’s rate’s proximity to the State median and the related potential impact on the State wide rate.

[bookmark: _Toc289160896]For NFs, ICFs/IID, and CRFs/DD, Respondents shall propose a detailed plan in the technical proposal for compiling the data, including the software that will be used. Respondents shall explain the proposed weighting of each factor, any additional factors the Respondents would consider, and include a sample internal controls questionnaire. OMPP shall make the final decision about whether to adopt a Respondent’s methodology and shall have final discretion regarding which providers are selected.


Medicaid LTC AUP Contractor’s Responsibilities for Compliance Reviews and Enhanced Desk Reviews

The Contractor shall furnish the following services and products during the term of the Medicaid LTC audit contract.
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A. Medicaid LTC Provider Types to be Reviewed

1. The Contractor shall perform the analytical process and on-site compliance reviews on Medicaid LTC providers, including NFs, CRFs/DD, non-state owned ICFs/IID, and HHAs. The Bidder’s Library lists the categories and approximate numbers of providers that are eligible for review. 

2. The Contractor shall perform analytical processes and enhanced desk reviews on Medicaid LTC NFs, ICFs/IID, CRFs/DD, and HHAs  at the discretion of the State. The procedures will have a modified scope and must be mutually agreed to by both parties (scope and fees).

3. The Contractor shall perform compliance reviews of “home office” operations of Medicaid certified LTC chain facility providers who provide services to the Indiana Medicaid program. A chain facility provider is one that is a distinct provider located in Indiana and is one of a group of commonly owned/operated facilities being provided with home office services. These services result in allocations of home office services costs to the cost report of the provider’s various locations.

B. [bookmark: _Toc289160898]Report Requirements

1. For each review, the Contractor shall prepare a  report that will include at a minimum the following:

a. Summary of overall findings.

b. Detailed findings that support information for:
i. Adjustments to historical cost reports.
ii. Verification of provider conformance of historical cost reports to rate setting criteria requirements, policies, and procedures established by FSSA/OMPP. List and elaborate on any deviations in such conformance in the report.
iii. Applicability of findings to retroactive or prospective rate adjustments.
iv. Conformance of provider’s records to Generally Accepted Accounting Principles and suggested methods to bring such records into conformity.
v. Recommendations to correct observed deficiencies in the provider’s operations to ensure conformity with Medicaid requirements.
vi. Any other comments deemed appropriate by the Contractor.
vii. Report appendices that include, at a minimum, copies of the reviewed cost report with documented adjustments.

2. The Contractor shall perform the following procedures and tasks relating to compliance reviews before preparing the report required in B.1 above.:

a. Obtain, review, and incorporate documents, such as: 
i. Medicaid annual financial reports (historical).
ii. Rate setter’s desk review of annual financial report.
iii. Rate increase requests effective during the year under review, if applicable.
iv. Working papers and reports from the LTC provider to determine the extent of reliance that can be placed on the working papers and reports.
v. Document findings and conclusions.

b. Tour the provider’s location or a sample of facilities to:
i. Become familiar with all operational areas and most notably those portions of the provider’s location serving the Medicaid population. 
ii. Note recent additions or changes in buildings or equipment.
iii. Review any non-NF services provided to determine whether any NF adjustments are needed to allocate costs to the non-NF services. 
iv. Document findings and conclusions.

c. Complete internal control questionnaires to:
i. Highlight strengths and weaknesses in the provider’s accounting system which will provide a basis, if necessary, to adjust the scope of the compliance review. 
ii. Document findings and conclusions.

d. Analytical Reviews 
i. Complete analytical reviews, noting for further review, any expenses that exhibit variances from industry norms or from the provider’s previous accounting history, or material fluctuations between years, in the following areas:
a) Salaries by cost centers and by total.
b) Non-salary costs including: 
1) Dietary. 
2) Laundry and Housekeeping.
3) Plant Operations.
4) Property Taxes and Insurance General and Administrative.
5) Employee Benefits.
6) Social Services.
7) Medical and non-medical supplies.
8) Ancillary.
9) Miscellaneous. 
ii. Review all allocation statistics for comparability and reasonableness.
iii. Document findings and conclusions.

e. Cost Reports/Annual Financial Report 
i. Verify financial information on the annual financial report to the provider’s general ledger or trial balance using the following verification techniques:
a) Assets and liabilities (selected sampling).
b) Income and expenses (100%).
c) Review year end journal entries for reasonableness and trace a sample to the general ledger.
d) Expand verification procedures when sampling results dictate.
ii. Document findings and conclusions.

f. Revenue
i. Compare revenues by category and by period, and explain material variances.
ii. Obtain a schedule of provider reimbursement rates and the effective dates for those rates to prove revenue by multiplying patient days against applicable reimbursement rates.
iii. Determine that the rate of reimbursement for Medicaid patients does not exceed the private pay reimbursement rate. Testing is for CRFs/DD and ICFs/IID only. Discounting will not be a factor when reviewing cost reports that establish a case mix reimbursement rate.
iv. Review the provider’s charge structure to reveal instances of rebate, allowance, or revenue offsets:
a) Review revenue accounts to locate revenue not related to patient care and verify that the costs associated with generating that revenue are not included in the allowable Medicaid costs.
b) Verify that Medicaid leave of absence days (therapeutic and hospitalization) are properly documented and billed at the rate and number allowed by regulation (CRFs/DDs and ICFs/IID only). Since February 2011, NFs have no longer been able to bill for leave of absence days. 
v. Document findings and conclusions.

g. Employee Compensation
i. Analyze annual schedule of payroll expense for the period and verify the annual expense to the trial balance.
a) Analyze by cost center.
b) Tie payroll expense to the payroll register on a random sample of employees.
ii. Analyze all employees’ gross pay and tie to:
a) Quarterly State unemployment compensation wage listing form UC-5, or the Federal form 941’s. Also, tie payroll taxes on the cost report to Quarterly UC-5 or 941's.
b) Annual payroll expense.
c) Cost reports.
iii. For a representative sample of employees, perform the following:
a) Request a sample of job descriptions and verify proper cost component reporting. Job descriptions should also be reviewed for non-allowable activities. 
b) Verify hours worked by review of payroll journal and job schedules.
c) Verify that salaries are reported in the proper cost center and are allowable.
iv. Prepare a summary of owners, managers, administrators, and related party compensation and verify against submitted LTC providers cost report, and determine if compensation is allowable in accordance with the LTC rate setting criteria, placing special emphasis on cost report schedules E and M. If compensation is reported in cost centers that are at or below the department head level, confirm that the compensation does not exceed the price paid in the open market to obtain such services by non-owners or non-related parties.
v. Compare nursing care salary hourly rates to Long Term Care Information System (LTCIS) for reasonableness.
vi. Document findings and conclusions.

h. Property
i. Review fixed asset listings to determine and verify patient related assets, and: 
a) Tie to the general ledger and the annual financial report. 
b) Review to determine eligibility as patient related. 
c) Review supporting documentation for major fixed assets. 
ii. Verify property and equipment additions, sales, and retirements. 
a) Verify costs for major additions. 
b) Review for reasonableness of cost and Medicaid operation use. 
c) Verify for proper recording in records. 
d) Determine any possible unrecorded asset retirements from replacement of asset records and observation of premises of property and equipment.
iii. Verify fixed asset, property and equipment use, cost, and reporting of costs on the LTC provider’s cost report to ensure conformance with current rate setting criteria.
iv. For CRFs/DD, ensure proper reporting of leases between capital and operating. Tie lease term to that reported and ensure that leases and loans agree to supporting documentation
v. Document findings and conclusions.

i. Cost to Related Organizations 
i. Review lease agreements and other contracts for indications that transactions have been negotiated with related parties as defined in the LTC rate setting criteria.
a) Obtain details of arrangements and compare findings to what was reported on the LTC provider’s cost report and accompanying schedules.
b) Obtain a representation letter signed by the LTC provider containing full related party disclosures.
c) Confirm that all related party transactions have been fully disclosed on the annual financial report.
d) Verify provider compliance with rate setting criteria regarding pricing and cost of related party transactions.
ii. Review home office allocation basis for: 
a) Reasonableness.
b) Comparison to prior years.
c) Comparison to total home office costs.
iii. Verify conformance of home office cost allocation to the rate setting criteria and to existing FSSA/OMPP policy.
iv. Review home office costs through the following:
a) Compare expense by cost center to the prior year.
b) Request invoices and other documentation to support home office cost allocated to the facility.
c) Review home office salaries to ensure reasonableness and that they are reported in the proper cost center
d) Compare Medicaid cost report to Medicare cost report for reasonableness.
e) Review revenue accounts to locate revenue not related to patient care and verify that costs associated with generating revenue are not included in the allowable Medicaid costs.
f) Verify home office property by obtaining depreciation schedules. 
g) Verify the reasonableness of home office allocation by tracing patient day statistics to census or tracing accumulated costs to financial statements.
v. Document findings and conclusions.

j. Interest/Debt 
i. Review working capital notes to verify their purpose and to ensure that those notes and their subsequent expense do not exceed limitations allowed under the applicable rate setting criteria.
ii. Document findings and conclusions.

k. Costs other than Payroll
i. Compare costs and expenses with previous historical period cost report and explain significant changes. 
ii. Examine all expense accounts in total or through random sample testing to determine improper capital items or unallowable expenses with special emphasis on miscellaneous expenses, maintenance and repairs, plant operations, professional fees, general and administrative, ancillaries, routine and non-routine medical supplies, personal care hygiene items, medical services, non-nursing, advertising, rental expense classification, travel, pharmacy, over-the-counter (OTC), and contract services. 
iii. Review patient trips in excess of fifty (50) miles (applies to CRFs/DD and ICFs/IID providers only).
iv. Review management fees to verify nature and payee, and test as required to ensure conformity to related party and other applicable rate setting criteria guidelines and limitations. 
v. Review medical and non-routine medical supplies and personal hygiene items to: 
a) Establish that only allowable services and supplies are rendered and recorded as Medicaid costs. 
b) Determine that proper expense valuations are reported in related party transactions. 
vi. Review basis and propriety of allocations from all related parties. 
vii. Tie all expense categories and totals to the annual financial report and review the elimination of unallowable costs. 
viii. Document findings and conclusions.

l. Cash Disbursements 
i. Random sample disbursements, and:
a) Examine selected canceled checks. 
b) Develop support for the disbursed amount by examining the vendor invoice; compare supporting documents to invoice and trace to the general ledger. 
c) Test and develop support as necessary for material petty cash fund expenditures and associated replenishing of those funds.
d) Review reasonableness of disbursements and verify applicability of costs to the Medicaid program.
ii. Foot the vendor detail disbursement journal and trace postings to general ledger for a selected month. 
iii. Obtain year-end operating bank account reconciliation and bank statement. Ensure that monthly bank reconciliations are done and review outstanding checks.
iv. Document findings and conclusions.

m. Owner’s Compensation 
i. Verify owner’s compensation as reported in the general ledger. 
ii. Note cases of absent owners and their responsibilities.
iii. Trace all owners’ salaries to applicable W-2 recap. 
iv. Determine, for immediate relatives of owners, partners, officers, or stockholders, whether compensation is reasonable based on responsibilities and work performed. 
v. Identify owner expenses and benefits values and compare to the amounts listed on the annual financial report, and determine if allowable under the rate setting criteria.
vi.  Document findings and conclusions. 

n. Patient Days
i. Evaluate the LTC provider’s system for recording patient days. 
ii. Compare monthly statistics and analyze unusual variations for the review period and the prior year.
iii. Prepare a schedule of annual patient days using the provider’s census records, and reconcile the patient days to the cost report. If a large variance exists between reported days and census days, expand testing to include obtaining a detailed census for the entire year and/or running all claims from the Medicaid Management Information System (MMIS) for the period under review.
iv. Document findings and conclusions.

o. Allocation Statistics and Methodologies (if applicable)
i. Determine the reasonableness of the provider’s allocation methodologies and whether they reflect actual operations through: 
a) Observations while touring the provider’s location.
b) Discussions with provider’s departmental personnel. 
c) Consistency in methodology from year to year.
d) If necessary, obtain support for allocation statistics. Ensure that the provider is properly reporting other beds and that costs are allocated properly from each cost center.
ii. Determine that FSSA/OMPP and the rate setting contractor have approved any changes in allocation methodologies. 
iii. Statistically select a valid random sample and verify allocation statistics after validating allocation methodologies and track allocation amounts to the annual financial report.
iv. Document findings and conclusions. 

p. Personal Allowance/Personal Funds Accounts
i. Review a sample of personal funds accounts to: 
a) Ensure that resident personal hygiene items are not being charged to residents’ personal funds. 
b) Ensure compliance with applicable Medicare and Medicaid regulations regarding accounting for funds, investments of funds, availability of funds, and proper disbursement for use of intended funds.
ii. Document findings and conclusions.

q. Day Service Programming — CRFs/DD and ICFs/IID
i. Review day service programming to determine if it is obtained through a related party. If day service is provided through a related party: 
a) Obtain day service income statements and review non-allowable expenses.
b) Document the provider’s methodology for allocating day service costs to each home.
c) Verify day service units to source documents (i.e., attendance records, census sheets).
ii. If day service is not provided through a related party, then invoices from the non-related party vendor need to be vouched/verified.
iii. Document findings and conclusions.

r. Tax Assessment — CRFs/DD and ICFs/IID
i. Determine if the fiscal agent contractor has reconciled the tax assessment payable/receivable. Reconciliations should be received prior to the start of the compliance review. The fiscal agent contractor will send reconciliations to the Contractor. 
ii. If the tax assessment due is greater than three (3) months worth, make a finding in the report. 
iii. Document findings and conclusions. 

s. Quality Assessment — NFs 	
i. The Contractor shall review the quality assessment using procedures that mirror the procedures for reviewing the CRFs/DD/ICFs/IID tax assessment.
ii. Document findings and conclusions.

t. Review therapy charges and expenses for reasonableness and proper reporting (NFs only):
i. Trace charges to the general ledger and Medicare cost report.
ii. Review charges and costs for reasonableness and materiality.
iii. Review therapy charge logs and/or total charges.
iv. Review invoices to ensure proper coding of therapy expense.
v. For Medicaid therapy charges, verify that Medicaid was the payer of last resort by determining that other payer sources were billed prior to Medicaid. 
vi. Document findings and conclusions.

u. Quality Rate Add-On Schedule X (NFs only)	
i. Verify the number of Nursing employees reported on Schedule X (using the payroll journal) for Registered Nurses (RNs), Licensed Practical Nurses (LPNs), and Certified Nursing Assistants (CNAs).
ii. Verify number of nursing employees at the beginning of the calendar year (line 941) and number of employees who left their position during the calendar year (line 943) using payroll journals or other documentation.
iii. Verify the start dates of employment for the Administrator and the Director of Nursing (DON) using payroll journals, cost reports, and/or W-2’s.
iv. Look for gaps in employment for the Administrator and DON. Adjust quality assessment score as necessary.
v. Verify that related party and home office employees are included on Schedule X.
vi. Document findings and conclusions.

3. Enhanced review procedures will vary based on each provider’s unique circumstances. Subject to approval by FSSA/OMPP, enhanced review scope of services and procedures may include, but not be limited to the following:

a. Review the Internal Control Questionnaire for issues requiring further investigation and modify procedures accordingly.  

b. Assess issues identified in the desk review and from past experience with the provider and identify expense related issues for further  investigation and analysis.  

c. Compare general ledger balances to amounts reported on the cost report and investigate material variances – reclassify if necessary.  

d. Review miscellaneous revenues for offset.  

e. Test trace the trial balance to the general ledger.  

f. Review group home provider’s history relating to property, leases and loans and, if issues exist, review schedules J, K, and L.  

g. Evaluate that all related parties are identified, and review related party transactions for elimination of profit.  

h. Test census detail records to cost report totals and adjust for variances.

i. Trace detail accounts receivable records to the general ledger. Have the provider reconcile differences if possible. Prepare a request for refund letter for material credit balances.    

j. Obtain a Tax/Quality Assessment Fee reconciliation and report material balances in arrears.  

k. Home Office Testing:
i. Determine that home office services and expenses are reasonable, necessary, and related to resident care.  
ii. Determine that allocation of home office costs are reasonable.
iii. Vouch selected home office expenses.

l. Review salaries, wages, and benefits and assess that they are applicable to the period under review and are properly classified in accordance with reimbursement criteria.

m. Review nursing facility therapy revenues and expenses to confirm that reported costs are properly adjusted for non-Medicaid therapy costs.

n. Review allocation statistics for reasonableness.  

o. Perform other procedures and tests as may be deemed necessary to achieve the objectives of the review.

4. The Contractor shall perform compliance review procedures and tasks and produce reports in accordance with the schedule for required activities as detailed below and in conformity with the following time frames:

a. From findings discovered through the compliance review process, the Contractor will prepare a draft report to include proper adjustments to a LTC provider’s filed cost report(s), incorporating findings as they relate to the provider’s previously filed historical cost report. For NFs, CRFs/DD, and ICFs/IID, within ninety (90) calendar days of initiation of field work, the Contractor shall complete the fieldwork and submit a preliminary draft report to the LTC provider and FSSA/OMPP. The parties agree that the ninety (90) calendar day deadline does not apply to any days during which responses to information requests to the provider are outstanding. All HHA draft reports shall be completed by January 31.

b. The Contractor shall notify the LTC provider(s) that they have thirty (30) calendar days to respond to the draft report. In the event a request for an extension is received from the LTC provider(s), the Contractor may grant the request for an additional thirty (30) calendar days to respond. Note, the provider can request only one (1) thirty (30) calendar day extension.

c. If the LTC provider does not respond to the draft within thirty (30) calendar days, the Contractor shall notify FSSA/OMPP in writing that the LTC provider has been non-responsive to the draft report and will send the final report along with an overpayment letter (if an overpayment exists) to FSSA/OMPP, the rate setting contractor, and the LTC provider within forty five (45) calendar days of the draft report date. If the provider agrees to the draft report, the Contractor shall send the final report along with an overpayment letter (if an overpayment exists) to FSSA/OMPP, the rate setting contractor, and the LTC provider within forty five (45) calendar days of the draft report date. If the LTC provider responds and provides comments on the draft report, the Contractor shall send the LTC provider’s comments to FSSA/OMPP within fifteen (15) calendar days of receipt, along with the Contractor’s draft response to the LTC provider’s comments. 

FSSA/OMPP will advise the Contractor regarding any changes to the draft report resulting from the provider’s comments and the Contractor’s counter response to the draft report within fifteen (15) calendar days.

Within fifteen (15) calendar days of receipt of FSSA/OMPP’s recommended changes/no changes and approval, the Contractor shall issue the final report along with an overpayment letter (if an overpayment exists) to FSSA/OMPP, the rate setting contractor, and the LTC provider, after incorporating any changes that resulted from FSSA/OMPP’s recommendations on the LTC provider’s or Contractor’s comments.

C. [bookmark: _Toc289160899]Overpayments

The Contractor shall note overpayments made by FSSA/OMPP in the draft and finalized report.

1. If an overpayment exists, the Contractor will be responsible for preparing and mailing the overpayment letter/request for refund that will accompany the finalized report. Interest will be assessed on the overpayment from the close of the fiscal year end to the date of the finalized report. The Contractor shall send two copies of the overpayment letter/request for refund with the finalized report to FSSA/OMPP. Copies shall be sent to the FSSA/OMPP Director of Reimbursement and Senior Auditor or their designee. Provider payment is due within sixty (60) calendar days of the request for refund date, or a request for reconsideration from the provider is due within forty five (45) calendar days of the request for refund date.

2. If the provider has requested reconsideration of the overpayment letter/request for refund, the Contractor must prepare a draft response to the request for reconsideration. The Contractor shall send this draft to FSSA/OMPP within fifteen (15) calendar days of receipt of the provider’s reconsideration request. FSSA/OMPP shall approve or respond to the Contractor’s draft response within fifteen (15) calendar days. The Contractor’s final approved response to the provider’s request for reconsideration are to be sent to the provider and FSSA/OMPP within fifteen (15) calendar days of FSSA/OMPP’s approval.

D. [bookmark: _Toc289160900]Compliance Review Administrative Reconsiderations

Provider request for compliance review administrative reconsideration is due within forty five (45) calendar days of the issuance of the final report. If the provider requests an administrative reconsideration, the Contractor shall draft a response to the request for administrative reconsideration and submit this response to FSSA/OMPP within fifteen (15) calendar days. FSSA/OMPP will approve or provide a response to the Contractor’s draft response within fifteen (15) calendar days. Within fifteen (15) calendar days of receiving FSSA/OMPP’s approval, the Contractor shall send the final response to the provider, the rate setting contractor, and FSSA/OMPP.
[bookmark: _Toc289160901]
E. Appeals

The Contractor shall assist FSSA/OMPP in the appeals process for the following:

1. Overpayment appeals following the overpayment reconsideration response.

2. Compliance review cost report adjustment appeals following the administrative reconsideration response.

3. Any other appeals which the State deems necessary to have the Contractor involved.

On a quarterly basis, the Contractor shall review all compliance and enhanced review appeals from the previous calendar quarter. The Contractor shall analyze appeals data and identify any trends or patterns present. Within thirty (30) calendar days of the end of each quarter, the Contractor shall submit a report to the FSSA/OMPP Director of Reimbursement or designee with the findings of this review. This report shall identify any errors by the Contractor and/or flaws in the Contractor’s methodology which have contributed to the appeals and outline the Contractor’s plans for improving its processes.

F. [bookmark: _Toc289160903]Office and Staff Requirements

1. Office Requirement: The Contractor must maintain and staff an office in Marion County, Indiana or within ten (10) miles from its borders during the contract term. This office shall be staffed by the LTC Project Director and all employees administering this contract.  

2. LTC Project Director Qualification Requirements and Duties: The Contractor shall designate a LTC Project Director who must serve as the Contractor’s ultimate authority in assuring successful delivery of services and who will monitor the LTC Project Manager's execution of the expected contract deliverables. The LTC Project Director or designated qualified Associate will be available for communication with FSSA/OMPP at all times. The Associate will be named in advance of any LTC Project Director absences. The LTC Project Director must have the following qualifications and be capable of performing the services defined below. Please attach a resume and three (3) professional references for the LTC Project Director with the response to this RFP. In addition, disclose the percentage of time allocated to the resultant contract for the LTC Project Director and a description of any other current or planned contractual obligations that might have an influence on the Respondent's capability to perform the work under a resultant contract. LTC Project Director qualifications shall include:

a. CPA with at least five (5) years of Medicaid auditing services experience with a state Medicaid agency. The State reserves to right to require that the individual obtain a license to practice in the State of Indiana within a reasonable timeframe after contract execution.

b. Experience in preparation and presentation of material and testimony for Medicaid administrative or judicial hearings, and in response to audit related litigation.

c. Experience in developing solutions to Medicaid auditing policy issues for a state Medicaid agency.

d. Experience in assisting a state Medicaid agency in the implementation of regulatory changes.

e. Experience in developing, reviewing, and presenting provider data and economic factors that are relevant to CMS findings requirements. 

During the course of the contract, the State must approve in advance any replacement of the LTC Project Director by the Contractor. The LTC Project Director is a key person position.

3. LTC Project Manager Qualification Requirements and Duties: The Contractor shall designate a full time LTC Project Manager who must manage the Contractor's services and serve as a liaison to FSSA/OMPP. The LTC Project Manager or designated qualified Associate will be available for communication with FSSA/OMPP at all times. The Associate will be named in advance of any LTC Project Manager absences. The LTC Project Manager should meet the qualifications and perform the services defined below. Please attach a resume and three (3) professional references of the LTC Project Manager with the response to this RFP. In addition, disclose the percentage of time allocated to the resultant contract for the LTC Project Manager and a description of any other current or planned contractual obligations that might have an influence on the Respondent's capability to perform the work under a resultant contract.
	
a. LTC Project Manager Qualifications
i. CPA with at least three (3) years of Medicaid auditing services experience with a state Medicaid agency. The State reserves the right to require that the individual obtain a license to practice in the State of Indiana within a reasonable timeframe after contract execution.
ii. Experience in preparation and presentation of material and testimony for Medicaid administrative or judicial hearings, and in response to audit related litigation.
iii. Experience in developing solutions to Medicaid auditing policy issues for a state Medicaid agency.
iv. Experience in assisting a state Medicaid agency in the implementation of regulatory changes.
v. Experience in developing, reviewing, and presenting provider data and economic factors that are relevant to CMS findings requirements. 

b. LTC Project Manager Duties
i. Serve as manager of the Contractor’s compliance and enhanced review programs for LTC providers enrolled in the Medicaid program.
ii. Serve as liaison for the compliance and enhanced review programs Contractor with FSSA/OMPP and the LTC rate setting contractor.
iii. Sign finalized reports.
iv. Serve as the Contractor’s primary witness for program issues at Medicaid LTC administrative hearings on compliance review appeals. The manager may also be called as a primary witness for rate setting appeals.
v. Serve as the Contractor’s primary participant with FSSA/OMPP and the LTC rate setting contractor in perfecting Medicaid policy, procedures, and rules used to govern the Medicaid LTC reimbursement and rate setting program. 
vi. Attend meetings with FSSA/OMPP and provider associations as necessary.

During the course of the contract, the State must approve in advance any replacement of the LTC Project Manager by the Contractor. The LTC Project Manager is a key person position.

4. LTC Team Supervisor and Staff Accountant Qualifications: The Contractor shall provide trained personnel including a LTC Team Supervisor and Staff Accountants to staff the compliance review activities. Personnel should be grouped into teams. 

a. LTC Team Supervisor Qualifications
i. CPA with at least two (2) years of Medicaid auditing services experience with a state Medicaid agency. The State reserves the right to require that the individual obtain a license to practice in the State of Indiana within a reasonable timeframe after contract execution.
ii. Experience in compiling and analyzing documentation and other evidence relevant to Medicaid audits.
iii. Experience in assisting a state Medicaid agency in the implementation of regulatory changes.
iv. Experience in the review and application of Medicaid cost report and provider audit information.   
v. Experience in the compilation of provider data and economic factors that are relevant to producing Medicaid LTC audit reports.

b. Staff Accountants Qualifications
i. CPA designation or a Bachelor's degree in Accounting or Business from an accredited four (4) year college or university with at least twenty-one (21) semester hours of accounting, or for graduates of higher education institutions that are not on a semester basis, the quarter hour equivalent of twenty-one (21) semester hours of accounting credit.
ii. At least fifty percent (50%) of those Staff Accountants designated for the project should have at least six (6) months of accounting experience that includes experience in the review of Medicaid provider and/or cost report data.

G. [bookmark: _Toc289160904]Training

1. At the discretion/request of the State, the Contractor shall be responsible for the development and delivery of audience-specific training modules that are up to four (4) hours in duration on the functions of the LTC audit process. The State shall provide reasonable notice, and reimbursement for both development and delivery of each training module up to four (4) hours in duration will be based on the Contractor’s proposed cost for each four (4) hour additional training block. Training designed for FSSA executives shall provide an overview of the Contractor’s operations. Training for relevant OMPP/FSSA staff and other affected FSSA division staff shall be in the form of detailed knowledge transfer sessions. The Contractor shall consult with the Medicaid Director, the Director’s designee, and the relevant divisions quarterly to identify training needs. Training topics may include, but will not be limited to, the following:

a. Gathering records.

b. Conducting LTC compliance reviews.

c. Creating LTC compliance review reports.

d. Assisting with appeals.

e. Handling overpayments.

f. Assisting with rate adjustments and the appeals process.

g. Implementation of various State and Federal requirements.

The training work plan shall be provided to the State within thirty (30) calendar days of contract commencement and shall be updated at least once annually. Relevant training documents shall be provided to the State at least seven (7) calendar days prior to the training sessions. Training shall be delivered to OMPP and relevant division staff upon their request, at any time with reasonable advance notice.

2. The Contractor shall update training manuals every two (2) years, and a copy shall be made available to the State via an online library on the Contractor’s website. Hard copies shall be made available at the State’s request at no cost.

H. [bookmark: _Toc289160905]Help Desk

1. The Contractor’s office shall provide a help desk accessible via a nation-wide toll-free telephone number, at which it may be contacted by OMPP personnel, Medicaid providers and recipients, and other OMPP contractors. This help desk must be available during the normal working hours of the State (not less than 8:00 A.M. through 5:00 P.M. Eastern Time Monday thru Friday), or the normal working hours of the Contractor if the Contractor's working hours include both the starting and ending time for normal State operations. The help desk and fraud hotline will be responsible for:

a. Contacting providers by telephone within five (5) to ten (10) calendar days after the Contractor sends the draft report to the provider. This call should be made by a member of the engagement team that had reviewed the provider and encourage the provider to offer a written response to the draft report, and ensure understanding of and compliance with regulations.

b. Responding to calls from providers with questions regarding errors or needing assistance.

c. Referring callers reporting possible Medicaid fraud to the appropriate State office or subcontractor.

2. The help desk must meet the following metrics:

a. At least ninety-seven percent (97%) of all phone calls to the help desk reach the call center menu within thirty (30) seconds. If calls are handled through an automated call distribution system, that system must be suitable to and approved by the State.

b. At least eighty-five percent (85%) of all calls shall be answered by a help desk representative within thirty (30) seconds after the call has been routed through the call center menu. Ninety-five percent (95%) of calls shall be answered within sixty (60) seconds. If no automated call distribution system exists, ninety-five percent (95%) of calls shall be answered within thirty (30) seconds.  “Answered” means that the call is picked up by a qualified help desk staff person.

c. The busy rate shall not exceed five percent (5%).

d. The lost call (abandonment) rate shall not exceed five percent (5%).

e. An answering machine, voice mail, or answering service must be available for after-hours calls. One hundred percent (100%) of after-hours calls for which a message is left by a caller indicating a call back must be returned by the next business day.

I. [bookmark: _Toc289160906]Reporting Requirements

1. The Contractor shall submit monthly reports that are due ten (10) calendar days after the end of the previous month including a detailed status report of compliance and enhanced desk reviews included in the current year audit plan. The report shall include but not be limited to the following:

a. Chain and provider name.

b. Provider number.

c. Provider fiscal year end date.

d. Date field work is initiated.

e. Date field work is completed.

f. Date draft report is issued.

g. Date provider comments on draft report due – reflecting extension, if any.

h. Date provider comments on draft report (if any) is received.

i. Date of Contractor’s response to the provider’s comments on the draft report.

j. Date of OMPP approval of Contractor’s response.

k. Date final report is issued.

l. Date administrative reconsideration request is received, if any.

m. Date of Contractor’s response to request for administrative reconsideration.

n. Number of days from date of field work initiated to final report issuance.

o. Number of days of delay due to provider submission of documentation and information not made available during field work.

p. Date appeal issued, if any.

q. Date appeal letter of findings issued.

2. The Contractor shall submit quarterly reports, which will be due within thirty (30) calendar days of the end of the previous quarter. The report shall include but not be limited to the following:

a. On-site review metrics for each LTC provider type and for all provider types broken down into the following mutually exclusive categories:
i. Compliance reviews approved but site visit is incomplete.
ii. Compliance reviews completed up to site visit .
iii. Compliance reviews completed up to draft report.
iv. Compliance reviews completed up to provider comment period.
v. Compliance reviews completed up to final report with no appeal in progress.
vi. Compliance reviews completed up to final report with appeal in progress.

b. Percentage of active providers that are being reviewed by LTC provider type.

c. Summary of all appeals issues: 
i. Appeal issue description.
ii. Chain/provider name.
iii. Number of providers with appeal issues.
iv. Summary description of OMPP/Contractor’s position relating to the appeal issue, with supporting authority.

d. Schedule of compliance reviews by LTC provider type to be performed for the upcoming quarter with prospective beginning and end dates for each review and the projected completion date of the draft and final reports.
	
3. The Contractor shall submit annual reports, which will be due along with the last quarterly report of the calendar year within thirty (30) calendar days of the end of the last quarter of the calendar year. The report shall include but not be limited to the following:

a. Annual number of compliance reviews for all facilities and by LTC provider type broken down into the following mutually exclusive categories for providers selected for on-site reviews:
i. Compliance reviews approved but site visit is incomplete.
ii. Compliance reviews completed up to site visit.
iii. Compliance reviews completed up to draft report.
iv. Compliance reviews completed up to provider comment period.
v. Compliance reviews completed up to final report with no appeal in progress.
vi. Compliance reviews completed up to final report with appeal in progress.

b. Percentage of active providers that are being reviewed by LTC provider type.

c. Annual number and percentage of providers that provided a response to the draft report for all facilities and by LTC provider type.

d. Recommended revisions to FSSA/OMPP’s LTC rate setting criteria based upon changes in reimbursement criteria as required by Federal and/or State law.

e. Recommendations to FSSA/OMPP on changes to the Compliance review program that will help to adapt policy and methodologies to enhance and support FSSA/OMPP’s reimbursement rules.	

4. The content and format of the reports is subject to change and shall be at the discretion of the State. In its proposal, the Respondent should provide examples of these reports that include mock findings with content that includes but is not necessarily limited to that listed in this section of the Scope of Work.

J. [bookmark: _Toc289160907]Website Requirements

1. The Contractor shall develop and maintain a website to address frequently asked questions and outline procedures specific to Indiana Medicaid LTC provider compliance reviews in a format mutually acceptable to FSSA/OMPP and the Contractor. 

2. The Contractor shall, via a password-protected log-on to the website, allow FSSA/OMPP access to final reports, quarterly and annual reports, and any other information FSSA/OMPP deems necessary.

K. [bookmark: _Toc191201970][bookmark: _Toc289160908][bookmark: _Toc191201766][bookmark: _Toc191201806][bookmark: _Toc191201870][bookmark: _Toc191201971][bookmark: _Toc191202177][bookmark: _Toc191201768][bookmark: _Toc191201808][bookmark: _Toc191201872][bookmark: _Toc191201973][bookmark: _Toc191202179]Other Contractor Responsibilities

The Contractor shall:

1. Maintain a high level of communication with FSSA/OMPP and the rate setting contractor to ensure effective Medicaid LTC compliance reviews and rate setting operations as this process relates to the recognition of allowable costs through attending monthly meetings. Meetings will be scheduled by FSSA/OMPP.  FSSA/OMPP will notify the Contractor of the meeting time, location, and topic(s) seven (7) calendar days in advance of the meeting date. This will allow time for preparation as the meetings may require the exchange of work products.

2. Provide continuing support to FSSA/OMPP’s Medicaid and legal staff in preparing for and defending reimbursement issues as they relate to the combined functions of compliance review and rate setting under past, current, and future rules, policies and procedures, and methodologies, and provide expert testimony at any level of appeal on reimbursement or related issues.

3. Notify FSSA/OMPP via e-mail or in writing of any irregularities, misrepresentations, or other practices discovered during a compliance review engagement that may indicate criminal acts or abuse of program rules, policies, or procedures. This notification will be made upon discovery by the accountant and may occur before submitting the report. Complete and confidential findings shall be communicated to FSSA/OMPP in a supplemental report that is not a part of the compliance review report.

4. Allow FSSA/OMPP to assign staff or any other designee chosen by FSSA/OMPP, to accompany the Contractor’s review team as an observer during the performance of any compliance review. FSSA/OMPP also reserves the right to appoint another entity to review the work of the Contractor.

5. Retain all work papers and other information related to a compliance review for a period of seven (7) years or until any appeal is resolved whichever is longer, and treat that information as confidential. The Contractor shall not disclose to any third party such information unless directed to by FSSA/OMPP. Upon termination or expiration of this contract, the Contractor shall turn over to FSSA/OMPP, or to any subsequent Contractor as directed by the FSSA/OMPP, all work products produced under the contract.

6. Verify reported gross residential services revenue in CRFs/DD and ICFs/IID to prove the provider assessment amount required by rule has been paid to the State.

7. Verify the contracted transportation costs line item on the cost report. 

8. Determine that facilities are not cost shifting between direct and indirect cost centers to enhance case mix reimbursement.

9. Review overall direct care costs and identify financial areas that are inconsistent with the provider’s Case Mix Index (CMI) trends.

10. Have previous experience in performing audits of LTC facilities.

11. Attend meetings with FSSA/OMPP and providers regarding issues and participate as needed in rate setting or other appropriate subject matter seminars.

12. Cooperate fully with any contractors, consultants, or other parties engaged by the State, or with other State agencies that are mandated with full or partial responsibility to ensure the effective delivery of service for the Indiana Medicaid program. 

13. Document all procedures within an Operations Manual that shall be made available in hard copy and via an online library on the Contractor’s website to the State within one year of contract start and shall be updated annually thereafter.

14. Obtain Contractor Remote Access to Medicaid’s MMIS system from the fiscal agent contractor. For authorized users within Marion County, the fiscal agent contractor will provide access for a one-time user setup fee and an ongoing monthly user fee. The one-time setup fee has been one hundred dollars ($100) per each user (Metaframe ® license and configuration). The ongoing monthly fee has been twenty-five dollars ($25) per each user (connectivity, data access, and support).  The Fiscal Agent will bill each user directly for all setup and user fees. Payment is due upon receipt to ensure continued service.

[bookmark: _Toc289160909]
Compliance Reviews of State Owned ICFs/IID

A. [bookmark: _Toc289160910]State Responsibilities

In the event that a compliance review of a state owned ICF/IID is required, FSSA/OMPP will inform the Contractor in writing of the provider to be reviewed, and the Contractor will perform the compliance review in accordance with the methodology and timeframes proposed by the Contractor, subject to FSSA/OMPP’s approval.  

B. Contractor Responsibilities

[bookmark: _Toc289160911]The Contractor shall perform compliance reviews of state owned ICFs/IID as directed by FSSA/OMPP. The Contractor shall review the provider for compliance with applicable state and federal regulations, document findings and conclusions, and make recommendations for remedying any identified non-compliance to the provider and FSSA/OMPP. The Contractor shall propose a compliance review methodology, deliverables, and timeframe.


Minimum Data Set Audits

A. Background

MDS audits include the use of the RUGs, medical level-of-care (LOC) determinations for nursing facilities, and preadmission screening resident reviews (PASRRs) for nursing residents.

OMPP utilizes the MDS, LOC, and PASRR information to ensure that IHCP members  receive the care, services, and placement that are appropriate to meet the individual’s health care needs:

1. MDS data/LOC/PASRR provides information regarding individuals residing in nursing facilities. The review process serves as a mechanism to ensure the health and welfare of the resident as well as to evaluate them against promulgated criteria to ensure that IHCP reimbursement is appropriate. During the MDS audit, the audit teams review the MDS to determine that the MDS reflects the needs of the resident.

2. All IHCP and non-IHCP applicants to IHCP-certified NFs are referred to the local PAS agency to initiate the PAS process. The PAS agent continues to render medical decisions about the need for NF care under the criteria in 405 IAC 1-3-1 and 405 IAC 1-3-2 for NF applicants. The local Aging and Disability Resource Center (ADRC), commonly referred to as the Area Agency on Aging (AAA), processes the Pre-Admission Screening (PAS) and Pre-Admission Screening Resident Review (PASRR).

3. When all required information is submitted, the ADRC renders final decisions on the PAS cases pursuant to 460 IAC 1-1-12. To expedite the PAS determination process, it is critical that the provider completes in full the Form 450B Section I, Resident Identification and Section II, Physician Certification for Long Term Care Services. The provider must include all appropriate information on the Form 450B.

The State’s objectives for the MDS audit function is to:

1. Provide and maintain staff knowledgeable in policy and procedures as they pertain to the MDS audit, LOC, and PASRR requirements of the IHCP program.

2. Provide a high level of customer service to IHCP program stakeholders who interface with an rely on information, reports, and processes of the MDS audit.

The Contractor shall perform MDS audits in accordance with the methodology and timeframes below, or as modified by FSSA, OMPP, or the Division of Aging (DA). An MDS audit of each nursing facility should be conducted at least every three (3) years based upon the facility’s risk factor (low, medium, high risk).    

B. State Responsibilities

1. If the Contractor determines there is a change in the resident’s level of care, the DA will data enter the changes into the MMIS.

2. The Division of Aging will approve the monthly schedule for the MDS audits.

3. Approve changes to MDS audit forms, including but not limited to the: Summary of Findings Letter form and the Patient Level Of Care (LOC) Determination Letter form.

4. Establish appeal policies and procedures.

5. Develop LOC criteria for the Contractor to use in formulating LOC determinations when reviewing residents in LTC facilities.

6. Coordinate electronic transfer of case-mix data from the rate setting contractor to the fiscal agent contractor.

7. Respond to general and case-specific LTC inquiries.

8. Maintain a tracking system of Indiana Pre-Admission Screening (IPAS) cases.

C. Contractor Responsibilities

The Contractor’s responsibilities are to perform on-site reviews of MDS forms and medical charts. The Contractor shall:

1. Operate the MDS audit functions efficiently and effectively in full compliance with applicable State and Federal policy, laws, and regulations.

2. Provide and maintain staff knowledgeable in policy and procedures as they pertain to the MDS audit, LOC, and PASRR requirements of the IHCP.

3. Provide a high level of customer service to IHCP program stakeholders who interface with and rely on information, reports, and processes of the Contractor’s system.

4. Provide quality assurance procedures to ensure that the Contractor’s system produces information, data, and reports accurately, on time, and in a format that is easily understood.

5. Produce, maintain, and distribute documentation for reports that clearly defines each report and its function.

6. Transfer medical LOC determinations data for input into the MMIS system for audits that have been performed as a result of the LOC/MDS audit.

7. Produce and maintain comprehensive, accurate written procedures documenting all major aspects of the MDS, LOC, and PASRR audit functions.

8. Produce all MDS audit reports required by the State. 

9. Identify facilities that are, or have characteristics of, Institutions for Mental Disease (IMDs), such as facilities with mentally ill populations of greater than fifty percent (50%) of the total population. 

10. For each MDS audit performed in paragraph C.11 of this section using the MDS audit classification protocol, conduct a review to validate clients' LOC Resource RUGs classifications, including Pre-Admission Resident Reviews in all IHCP certified nursing facilities. The MDS audit should also include a review of mentally ill and intellectually disabled residents, a review of the MDS data compared to residents' charts, and a resident observation and/or interview to validate the residents' MDS.

11. Conduct all payment assessments in accordance with the State criteria and MDS audit. MDS audits shall be conducted as frequently as deemed necessary, and each nursing facility shall be audited no less frequently than every three (3) years. The DA shall approve the number of MDS audits performed each month based upon the low, medium, and high risk categories of LTC facilities.

12. Provide a minimum of five (5) registered nurses to perform the MDS audits, LOC, and PASRR audit duties and one (1) registered nurse manager who will be assigned to the Indianapolis office.

13. Meet with the LTC administrator or his/her designee twice during each MDS audit; once for an entrance conference and once for an exit conference.

14. Advance notification to providers regarding the MDS audit will be no greater than seventy-two (72) hours, except for follow-up MDS audits that are intended to ensure compliance with validation improvement plans. Advanced notification for follow-up audits shall not be given per 405 IAC 1-15-5(a).

15. Use standard State-approved preprinted MDS, LOC, and PASRR audit forms to evaluate the resident.

16. Maintain at least a three (3) month inventory of all standard preprinted State-approved forms.

17. Provide and submit to the State the Quarterly Utilization Reports, as defined in 42 CFR 456.654 which sets forth specific evidence of activities, for CMS no later than twenty (20) calendar days following the end of each calendar quarter.

18. Provide to the State a monthly report of PASRR/MDS-RUGs classification reviews for each nursing facility.

19. Prepare and submit to the State a monthly report pertaining to on-site MDS audits which shall include date of review, provider name and number, and city.

20. Update, maintain, and submit new/revised forms and manuals to the State within thirty (30) calendar days after receiving the State approval, and maintain updated manuals and forms for the MDS, LOC, and PASRR audits. The updated manuals and forms will be utilized within thirty (30) calendar days of receiving State approval for usage.

21. Prepare, and forward to the State within twenty (20) calendar days of the end of the month, a summary report of LTC facilities reviewed during the month, including a report on RUGs findings. Electronically submit the report to the State and Indiana State Department of Health (ISDH). 

22. Conduct reconsiderations and compile and present evidence on behalf of the State at any MDS or LOC hearing or any subsequent litigation that may arise from appeals.

23. Provide a registered nurse to conduct reconsiderations, represent the State at appeal hearings, and review determinations of team audits. The LTC Project Manager shall be the primary point of contact for this function.

24. Provide queries and data gathering to assist the state in program/policy determinations.

25. Investigate and substantiate reasons for facilities that have high or increasing case mix scores.

26. Investigate MDS assessment submittals to verify that assessments are not being purposely delayed.

27. Develop a methodology for the review of therapy logs.

28. Coordination Activities

a. Refer instances of suspected fraud, abuse, neglect, or exploitation to State and Federal agencies designated by the State and as required by law, policy, or rule.

b. Coordinate activities with the State to ensure proper reimbursement for nursing facilities.

c. Coordinate with the State to set policy to coordinate claims payment in relation to LTC claims.

d. Coordinate with the Bureau of Quality Improvement Services (BQIS), OMPP, and the DA regarding on-site reviews, incident referrals, and reports.  
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