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I. FUNDING OPPORTUNITY DESCRIPTION

1. Background: Need and Opportunity

Section 10202 of the Patient Protection and Affordable Care Act (Pub. L. 111-148) (The
Affordable Care Act), entitled the “State Balancing Incentive Payments Program,” hereafter
referred to as the Balancing Incentive Program, authorizes additional Federal funds to States to
provide financial incentives to increase access to non-institutionally based long-term services
and supports (LTSS).

Effective October 1, 2011, the Balancing Incentive Program offers a targeted increase in the
Federal Medical Assistance Percentage (FMAP) to States that undertake structural reforms to
increase access to non-institutional LTSS. The increased matching payments are tied to the
percentage of a State’s non-institutional LTSS spending, with lower FMAP increases going to
States that need to make fewer reforms. The Balancing Incentive Program provides increased
FMAP to States in return for their implementation of structural changes, including a No Wrong
Door/Single Entry Point System (NWD/SEP), conflict-free case management services, and a
core standardized assessment instrument. Total funding over the four-year period (October 2011
— September 2015) cannot exceed $3 billion in Federal increased matching payments.

Historically, some States have been successful at rebalancing their long-term care systems
toward community-based care. The Balancing Incentive Program targets those States that need
assistance starting up their rebalancing initiatives, offering support in the form of increased
FMAP.

States can qualify for a five percentage point increase in FMAP through Balancing Incentive
Program if less than twenty-five percent of the total LTSS expenditures for medical assistance
under the State Medicaid program for fiscal year 2009 are for non-institutionally based LTSS,
and by submitting an application that meets the programmatic requirements and structural
reforms specified in the authorizing legislation (Section 10202 of the Affordable Care Act).
These States must achieve a benchmark of twenty-five percent of total Medicaid expenditures on
home and community-based LTSS, and complete the structural reforms, no later than September
30, 2015.

Additionally, States can qualify for receiving a two percentage point increase in FMAP through
Balancing Incentive Program if less than fifty percent of the total LTSS expenditures for medical
assistance under the State Medicaid program for fiscal year 2009 are for non-institutionally
based LTSS, and by submitting an application that meets the Balancing Incentive Program
provision’s programmatic requirements and structural reforms. These States must achieve a
benchmark of fifty percent of total Medicaid expenditures on home and community-based LTSS,
and complete the required structural reforms, no later than September 30, 2015.

In both cases, as specified in Section 10202(c) of the Affordable Care Act, States may not restrict
eligibility for LTSS more than eligibility standards, methodologies, or procedures in place as of
December 31, 2010.
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Over the last several decades, the Social Security Act (the Act) has been amended several times
to help reduce the institutional bias in Medicaid long-term care. These amendments have given
States increasing authority to create community-based systems of care and still receive Federal
financial participation (FFP) for the home and community-based services (HCBS) they provide.
Under Section 1915(c) of the Act, States can ask the Secretary of Health and Human Services
(HHS) — via the Centers for Medicare & Medicaid Services (CMS) — to waive certain statutory
requirements of the SSA, including the requirement to provide the same services to everyone
who is eligible based on their needs and income ("comparability") and the requirement to
provide the same services throughout the State (“statewideness™). Under Section 1915(i), States
can amend their Medicaid plans to provide HCBS based on needs-based criteria, rather than
diagnosis, and to individuals whose needs do not necessarily rise to institutional level of care.
Under Section 1915(j), States can amend their plans to give individuals the power to self-direct
their personal assistance services (PAS). Finally, under Section 1115, States can create
demonstration programs to deliver community-based care in innovative ways.

In addition to the Balancing Incentive Program, the Affordable Care Act established new
authorities for providing Medicaid-funded HCBS and support the balancing of LTSS. These new
authorities include the Community First Choice Option, a State Plan option to provide HCBS,
which provides an increased FMAP of 6 percentage points for program costs, and a Health
Homes State plan option to coordinate care for individuals with chronic conditions, and receive
90 percent FMAP for health home services for the first 8 fiscal quarters. The Affordable Care
Act also amended existing authorities that complement the Balancing Incentive Program and
support the growth of HCBS. These include the extension of the Money Follows the Person
demonstration program and the Aging and Disability Resource Center program.

2. Grant Program Requirements

The Balancing Incentive Program provides that participating State grantees make important
structural changes to qualify for the increased Federal match, including the development of a No
Wrong Door/Single Entry Point System (NWD/SEP), Conflict-free Case Management, and the
development and use of a Core Standardized Assessment Instrument, and must submit a detailed
budget (outlined later) that specifies how States plan to expand non-institutional LTSS to achieve
their rebalancing targets. Grantees must create a statewide system of LTSS that ensures that: all
individuals have the same access to information and resources on LTSS, regardless of their first
point of entry into the system; individuals are assessed once for the entire range of LTSS for
which they may be eligible; and that the eligibility determination and enrollment process
proceeds in a streamlined manner, with the functional and financial components of eligibility
coordinated. An important part of a NWD/SEP system is that individuals are assessed for the
entire range of services and programs for which they might be eligible only once using a single
instrument — a Core Standardized Assessment Instrument. By facilitating access to LTSS, the
Balancing Incentive Program aims to reduce institutionalization and improve access to care.

States must submit a preliminary work plan at the time of application that describes in detail the
plans for achieving the requirements of the Balancing Incentive Program within the program
period. States must commit to produce a final work plan within six months from the date of
application submission. The State must also submit a proposed budget that details the State’s
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plan to expand and diversify medical assistance for non-institutionally-based long-term services
and supports during the balancing incentive period and achieve the target spending percentage
applicable to the State.

A. Implementation of Structural Changes

As part of this application, the State agrees to make the following structural changes:
1. A No Wrong Door/Single Entry Point system (NWD/SEP);
2. Conflict-free case management services; and
3. A core standardized assessment instrument.

CMS strongly urges States to use this opportunity to think strategically about implementation of
other provisions in the Affordable Care Act that require these structural changes or a variation
thereof. Several of these provisions are discussed in more detail beginning on page 14 of this
document.

CMS supported an environmental scan of opportunities and challenges to the implementation of
a NWD/SEP and utilization of core standardized assessment instruments. This information
informs this application and a subsequent Balancing Incentive Program user manual. The user
manual will be made available to all States in September 2011.

As part of the application process, States will be expected to provide a letter of commitment to
make structural changes and to submit a work plan for the implementation of the structural
changes within six months from the date of application submission. The draft work plan must
demonstrate that the structural changes will be in affect no later than September 30, 2015.

In addition to the structural changes, States are encouraged to consider other structural changes,
such as optional presumptive eligibility, which are outside of those required in the legislation but
can be used as tools to help the State achieve the target spending percentages.

Structural Changes Required

A. No Wrong Door/Single Entry Point System

A key component of the structural changes promoted by the Balancing Incentive Program is
development of a “No Wrong Door/Single Entry Point System” (NWD/SEP) for long-term care
services and supports. A NWD/SEP requires the development of a statewide system to enable
consumers to access all long-term services and supports through an agency, organization,
coordinated network, or portal, in accordance with such standards as the State shall establish and
that shall provide information regarding the availability of such services, how to apply for such
services, referral(s) for services and supports otherwise available in the community, and
determinations of financial and functional eligibility for such services and supports, or assistance
with assessment processes for financial and functional eligibility.

A Statewide System:

A NWD/SEP ensures that individuals accessing the system experience the same process and
receive the same information about LTSS options wherever they enter the system. After entering
the system, the needs assessment and eligibility determination process proceeds smoothly, with
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designated NWD/SEP agencies guiding the individual through the entire process from eligibility
determination to enrollment in services.

LTSS Information & Initial Assessment:

An important component of a Balancing Incentive Program NWD/SEP system is that it is a
statewide system. A true statewide system ensures that individuals can access the system from
any location within the State, and assures all individuals accessing the system experience the
same process and receive the same information about LTSS options. To be statewide, a
NWD/SEP system must include the following three components, which make up the key entry
points to the system:

1) A set of designated Single Entry Point (SEP) agencies
2) An informative website about LTSS options in the State
3) A statewide 1-800 number that connects individuals to the SEP agencies or their partners

The three components of a NWD/SEP system are also the entry points through which an
individual may enter the system.

A set of designated Single Entry Point (SEP) agencies form the core of the “no wrong door”
system in each State. The Medicaid Agency is the lead SEP agency. Other participating
agencies might include agencies such as: Area Agencies on Aging, Aging and Disability
Resource Centers, and Centers for Independent Living. The SEP agencies have physical
locations where individuals can inquire about LTSS, and receive initial and comprehensive
eligibility assessments and determinations for Medicaid-funded LTSS. The SEPs design and
disseminate standardized processes for information and referral and eligibility assessments for
LTSS to all participating SEP agencies, ensuring a consistent experience for individuals seeking
information and assistance.

An informative website about LTSS options in the State is another important component of a
statewide NWD/SEP system. The content of the NWD/SEP website must be overseen by the
lead SEP agency and must contain, at a minimum, basic information about the range of LTSS
services available in the State and must list the statewide NWD/SEP 1-800 number and provide
contact information for local SEP offices by county. The State must ensure that the NWD/SEP
website is accessible to individuals with disabilities and compliant with Section 508 of the
Rehabilitation Act of 1973.

A recent CMS statewide inventory determined that almost all States currently make available an
informational website for potential LTSS applicants, and over one quarter of States currently
have initial assessments online. Nearly all of these assessments are part of a general self-
assessment tool which allows individuals to conduct initial eligibility checking for a host of
medical and social public programs within the State (e.g., the Children’s Health Insurance
Program, Temporary Assistance for Needy Families). Tools tend to result in a list of programs
for which the individual may be eligible; a list of agencies and contact information are provided.
In some cases results are tailored for the county where an applicant lives and a few systems let an
applicant download the list of recommended agencies or convert it into a printer-friendly format.
Additionally, a few States provide a mechanism for individuals to create a log in and save their
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data, with the option to pass the data forward to the appropriate agency for the next step in the
assessment process.

Even a simple self-evaluation is a valuable component of a NWD/SEP system. Self-assessments
can be an important tool for informing consumers about the range of services for which they
might be eligible. These systems also provide a way for individuals to make initial inquiries
about services casually and outside of business hours. CMS encourages States to consider
incorporating an online self-assessment into their NWD/SEP system, and ideally one that allows
data to be passed forward to the SEP agency.

A 1-800 number is another important component of a NWD/SEP system, especially for
individuals who are more comfortable talking to a “real person” rather than searching
extensively for information on a website or for those individuals who do not have internet access.
Toll-free numbers can also provide the ability to create a person to person hand off. For example,
a consumer may call an 800 number, receive an initial screening of needs and eligibility for
LTSS, and an appointment may be made over the phone for the next step in a needs assessment
or application process. Toll-free numbers should also provide a web link to information and
referral services for those with internet access and provide translation services for non-English
speaking individuals. A recent environmental scan found that, while the majority of States do
operate an 800 number that can provide callers with general information about LTSS options,
few States indicated that callers could be screened for eligibility for such options. CMS
encourages States to set up systems by which individuals are able to have an initial evaluation
completed via the 800 number. Additionally, States must ensure that the toll-free number is
accessible to participants with disabilities.

Together these three components form the basis of a statewide NWD/SEP system, allowing
access to local services by phone, internet, and in person. More information regarding the
physical proximity of individuals to SEP agencies is available below.

Beneficiary is deemed potentially eligible for LTSS & referred to SEP Agency -
Beneficiary is assigned an eligibility coordinator at SEP Agency:

In a NWD/SEP system, the SEP agency coordinates all components of the eligibility
determination: both functional and financial, allowing individuals to receive streamlined
eligibility determinations. SEP staff complete initial assessments and a comprehensive
assessment. The same SEP agency also assists the individual to complete and submit the
Medicaid financial application and any accompanying documentation, following the process
through to eligibility determination. After determinations are made, SEP agencies help
individuals choose among programs for which they are eligible, enroll in services, and apply
eligibility decisions when appeals are requested by individuals. Ideally, under a NWD/SEP
system one person — an eligibility coordinator — takes ownership of the complete eligibility
determination process for an individual, providing the individual a single point of contact within
the SEP agency.

States should consider co-locating functional and financial eligibility determination staff, as this
will help expedite eligibility determinations.
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The basic concept of how a person moves through a NWD/SEP system is illustrated by the
following diagram, which presents the “person flow” through a NWD/SEP system. CMS
expects that States will create a NWD/SEP system that reflects the person flow concept and
expands it.

Website

SEP

Agencies

v

Individual is deemed potentially eligible
for LTSS & referred to SEP Agency

b

Functional Eligibility: SEP agency begins the

functional assessment and coordinates its completion

eesssssssssssssssssssEsssEaanes N i nenna )
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in submitting the Medicaid application.
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Individual is deemed

functionally and financially
eligible and enrolled into LTSS
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Data Considerations

In addition to considering the “person flow” of a NWD/SEP system, States will need to consider
the “data flow” of such a system; that is the path data take from the point of initial collection of
financial or functional information through to the final eligibility determination. There are many
ways a State can structure data flow within a NWD/SEP system, and a robust NWD/SEP system
considers data systems on many levels.

At the point of entry into the NWD/SEP system, the following are just a few questions States
must consider: what information to include on the NWD/SEP website, how to keep this
information up to date, whether to build an initial self-assessment tool into the website, and
whether to create an option to save and transmit initial assessment data to NWD/SEP agencies.
In cases where States maintain websites with comprehensive information about local LTSS
resources, the SEP agency must keep this information up to date.

Coordination of financial and functional data is a key component of a NWD/SEP system and
another important data consideration. All functional assessment data collected via the Core
Standardized Assessment must be stored in a central location by the State Medicaid Agency.
States will need to determine how the financial data required to determine eligibility for
Medicaid LTSS will be handled. If financial data are processed in a separate system from the
functional assessment data, the State will have to create a way to allow SEP staff to access both
types of data — or the eligibility determinations based on both data sets — in order to make
eligibility determinations. It is important that the SEP agency staff be apprised of the status of
the financial eligibility determination and that data be processed quickly, and the results shared
quickly as well. ldeally, States have systems in which financial and functional data systems are
integrated or “talk to each other,” and the SEP agency staff are able to both input data into these
systems and extract data necessary for making eligibility determinations.

Access to & Advertising for the NWD/SEP System

States should consider how true statewide access to the NWD/SEP system will be achieved.
While the NWD website and 1-800 number will provide statewide access to LTSS information
and to SEP agencies, individuals in each State will need to have local access to physical SEP
agencies — or partners - in order to complete the full Core Standardized Assessment
(CSA)/functional assessment. States must consider how SEPs are distributed relative to
individuals likely to need them for evaluations and determinations. In the ideal situation, all
individuals needing to interact with an SEP agency would be able to travel there and return home
within a single day, accompanied or alone, by private or by public transportation. Individuals
who can travel to a given SEP are considered to be in its service area. Individuals who cannot
travel to a given SEP fall outside its service area. States must consider how individuals with
disabilities and older adults will access the local SEP agency, including how access can be made
available to individuals needing public transportation.

For a NWD/SEP system to be truly statewide, a large share of a State’s population should live
within the service area of at least one SEP. CMS recognizes, however, that individuals living in
rural areas may not fall within the service area of any SEPs. For this share of the population, the
State should consider making other arrangements, such as contracting with home health agencies
to make visits, either in-home or at a central location (such as a nearby hospital).
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States should also plan to advertise their NWD/SEP system. The SEP agencies should become
known as the “go to” agencies for LTSS. Advertisements and educational materials about the

system must be made available in a variety of formats in order to be accessible to people of all

disabilities, and must be made available to individuals in locations throughout the State.

Timeliness of Eligibility Determinations

If States are to truly balance their LTSS systems from institutional to community-based care, the
timeliness of LTSS eligibility determinations must be improved. Often, people inquire about
LTSS when they have an acute need for supports with activities of daily living (ADLS). In these
cases, individuals need assistance immediately and cannot wait for a lengthy eligibility
determination process to be completed before receiving services. For a variety of reasons,
institutions are often more willing to admit individuals and provide services immediately. CMS
encourages States to propose innovative methods for improving efficiencies in the eligibility
determination process for LTSS.

B. Conflict-Free Case Management Services

States that participate in the Balancing Incentive Program will develop, as part of their
NWD/SEP system, conflict-free case management services to develop a service plan, arrange for
services and supports, support the beneficiary (and, if appropriate, the beneficiary's caregivers) in
directing the provision of services and supports for the beneficiary, and conduct ongoing
monitoring to assure that services and supports are delivered to meet the beneficiary's needs and
achieve intended outcomes.

For purposes of Balancing Incentive Program, States will establish conflict of interest standards
for the independent evaluation and independent assessment. In this section, we refer to persons
or entities responsible for the independent evaluation, independent assessment, and the plan of

care as “agents” to distinguish them from “providers” of home and community—based services.

The design of services, rate establishment, payment methodologies, and methods of
administration by the State Medicaid agency may all contribute to potential conflicts of interest.
These contributing factors can include obvious conflicts such as incentives for either over- or
under-utilization of services; subtle problems such as interest in retaining the individual as a
client rather than promoting independence; or issues that focus on the convenience of the agent
or service provider rather than being person-centered. Many of these conflicts of interest may
not be deliberate decisions on the part of individuals or entities responsible for the provisions of
service; rather, in many cases they are outgrowths of inherent incentives or disincentives built
into the system that may or may not promote the interests of the individual receiving services.

To mitigate any explicit or implicit conflicts of interest, the independent agent should not be
influenced by variations in available funding, either locally or from the State. The plan of care
must offer each individual all of the LTSS that are covered by the State that the individual
qualifies for, and that are demonstrated to be necessary through the evaluation and assessment
process. The plan of care must be based only on medical necessity (for example, needs-based
criteria), not on available funding. Conflict-free case management prohibits certain types of
referrals for services when there is a financial relationship between the referring entity and the
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provider of services. Payment to the independent agent for evaluation and assessment, or
qualifications to be an independent agent, cannot be based on the cost of the resulting care plans.

We are aware that in certain areas there may only be one provider available to serve as both the
agent performing independent assessments and developing plans of care, and the provider of one
or more of the LTSS. To address this potential problem, the State may permit providers in some
cases to serve as both agent and provider of services, but with guarantees of independence of
function within the provider entity. In certain circumstances, CMS may require that States
develop "firewall" policies, for example, separating staff that perform assessments and develop
plans of care from those that provide any of the services in the plan (and ensuring that the
evaluations of that staff are not based on the cost of the care plan); and meaningful and
accessible procedures for individuals and representatives to appeal to the State. States should not
implement policies to circumvent these requirements by suppressing enrollment of any qualified
and willing provider.

CMS recognizes that the development of appropriate plans of care often requires the inclusion of
individuals with expertise in the provision of long-term services and supports or the delivery of
acute care medical services. As discussed previously, this is not intended to prevent providers
from participating in these functions, but to ensure that an independent agent retains the final
responsibility for the evaluation, assessment, and plan of care functions.

The State must ensure the independence of persons performing evaluations, assessments, and
plans of care. Written conflict-free case management ensures, at a minimum, that persons
performing these functions are not:

related by blood or marriage to the individual,

related by blood or marriage to any paid caregiver of the individual,

financially responsible for the individual

empowered to make financial or health-related decisions on behalf of the individual,
providers of State plan LTSS for the individual, or those who have interest in or are
employed by a provider of State plan LTSS; except, at the option of the State, when
providers are given responsibility to perform assessments and plans of care because such
individuals are the only willing and qualified provider in a geographic area, and the State
devises conflict of interest protections. (If the State chooses this option, specify the
conflict of interest protections the State will implement).

C. Core Standardized Assessment Instruments

States participating in Balancing Incentive Program will develop core standardized assessment
(CSA) instruments for determining eligibility for non-institutionally-based long-term services
and supports, which shall be used in a uniform manner throughout the State, to determine a
beneficiary's needs for training, support services, medical care, transportation, and other services,
and to develop an individual service plan to address such needs.

There are two major benefits of adopting a CSA for statewide use. First, because CSAs focus on
an individual’s need for assistance with ADLs and instrumental activities of daily living
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(IADLsS), the evaluation is focused on an individual’s true needs, rather than on their current or
potential diagnoses; in other words, a CSA promotes a person-centered approach to needs
assessment. Second, a CSA used statewide will provide States with a true picture of the needs of
all individuals seeking LTSS in their State. A dataset comprised of CSA data for all LTSS
consumers can help States with future budget and services planning. CSA data can also be used
to help States prioritize individuals with the highest need in cases where services have wait lists.
Finally, CSAs may be used to develop individualized budgets for self-directed consumers.

CMS expects that the CSA will be developed under the leadership of the designated lead
NWD/SEP agency in each State and that each SEP agency will have staff trained to administer
the CSA. The CSA should provide the minimum dataset for eligibility for Medicaid-funded
LTSS.

In practice, CMS anticipates that States will implement a CSA that involves two parts: an initial
evaluation and a comprehensive evaluation. Not everyone who enters the NWD/SEP system will
be an appropriate candidate for a complete CSA evaluation. In other words, not everyone who
walks in the door of a NWD/SEP agency, or otherwise inquires about LTSS services (e.g. via
phone or website) will be a likely candidate for these services. Therefore, individuals making
initial inquiries about LTSS will go through an initial assessment to determine whether a full
CSA is warranted.

The initial assessment will point to potential needs and program eligibility, and may be
conducted over the phone or in person by trained designated agency staff, or completed as a self-
assessment online. If an individual “tests positive” for LTSS needs on the initial evaluation, they
may complete the full CSA evaluation. The CSA provides a more complete picture of an
individual’s abilities and needs and must be completed in person by trained designated agency
staff.

D. Advantages to Participating States

Technical Assistance to States

CMS will provide a User Manual to all States in September, 2011. The Manual will provide
guidance to State grantees on implementing Balancing Incentive Program, including materials
such as: example case studies of person flow and data flow in a NWD/SEP system, presentation
of varied models for data sharing in a NWD/SEP system, guidance for selecting a vendor or an
internal team to develop or administer NWD/SEP data systems, guidance on developing the
Balancing Incentive Program work plan, and a checklist for grantees to evaluate their planned
NWD/SEP system against the Balancing Incentive Program criteria.

CMS is also creating a prototype CSA, which may be adopted by grantees. The prototype CSA
will be provided to grantees upon award. Grantees that do not wish to adopt the prototype CSA
will have the option to use an alternate CSA, provided it collects a core set of data elements. The
core set of data elements will likely contain data items in the following categories: demographic
information and current enrollment in programs such as Medicare and Social Security Income
(SSI), ADLs, IADLs, known medical conditions, and problem behaviors. The final core data set
will be provided to grantees in the Manual. The Manual will also include guidance on cross-
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walking an alternate CSA to the core set of data elements under the Balancing Incentive
Program.

Streamlined Eligibility & Enrollment Requirements

Streamlining and simplifying eligibility and enrollment into Medicaid is an important focus of
the Affordable Care Act. By 2014, States will upgrade their eligibility systems to process
Medicaid enrollment using a simplified eligibility determination process for most non-aged, non-
disabled beneficiaries, as well as support integrated eligibility determination among insurance
affordability programs. We encourage States to consider the relationship between their
Affordable Care Act-related system changes, and how they plan to accommodate eligibility
verification and enrollment (including functional and financial eligibility) for LTSS programs.

Funding Available for Development & Implementation of NWD/SEP System & CSA
Because the increased Federal matching dollars under the Balancing Incentive Program can only
be used to cover services, States will need to utilize other funding sources to cover the costs of
the structural changes required to participate in the Balancing Incentive Program. Various
provisions of the Affordable Care Act align with the goals of the Balancing Incentive Program;
in some cases where goals and requirements overlap, funding for these initiatives may be used to
cover the Balancing Incentive Program activities. The following potential funding sources may
be sources for funding NWD/SEP system development. Additional guidance on the potential use
of these funds to support the Balancing Incentive Program infrastructure development will be
forthcoming.

e Medicaid Management Information Systems (MMIS): On April 19, 2011, CMS released
a final rule titled “Medicaid: Federal Funding for Medicaid Eligibility Determination and
Enrollment Activities.” The rule increases the Federal matching rate for Medicaid eligibility
and enrollment system development from 50 percent to 90 percent through December 2015,
contingent on States meeting certain conditions and standards. The rule explicitly expanded
the definition of Medicaid Management Information Systems (MMIS) activities to include
eligibility determinations (eligibility determinations had previously been explicitly excluded
from MMIS functions eligible for enhanced Federal Financial Participation (FFP)). The final
rule can be found at http://edocket.access.gpo.gov/2011/pdf/2011-9340.pdf.

In order to be eligible for the enhanced MMIS match, States must meet certain standards and
requirements applicable to both claims management and eligibility and enrollment
procedures within MMIS. For example, both the eligibility system and the MMIS will need
to process claims, communicate with providers, beneficiaries, and the public, produce
transaction data and reports, and ensure coordination between Medicaid, CHIP and the
Exchanges. In addition, States must build a MMIS infrastructure based on the Medicaid
Information Technology Architecture (MITA) standards. A key goal of MITA is to
modernize State Medicaid systems, with a focus on streamlining and simplifying enroliment,
and moving away from sub-system components toward a Service Oriented Architecture.
States should consider how to incorporate functional assessment, financial eligibility
processing, enrollment, and key data sharing for LTSS into their transformed MMIS. It is
important to note that these enrollment and eligibility systems must be in compliance with
Section 504 of the Americans with Disabilities Act (ADA), which requires that individuals
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with disabilities have an equal opportunity to benefit from Federally-funded programs,
including those using electronic and information technology. More information about the
standards and requirements are available at the link above.

e Money Follows the Person (MFP): Money Follows the Person was established by the
Deficit Reduction Act of 2005, with a goal of helping States to balance their long-term care
systems and help Medicaid enrollees transition from institutions to the community. Section
2403 of the Affordable Care Act extended the MFP Demonstration Program through 2016
and appropriated an additional $2.25 billion to the program; $450 million for each fiscal year
during 2012-2016. The new funding is to strengthen existing Demonstration Programs, and
for additional States to participate. Currently, 43 States and the District of Columbia
participate in MFP and have been awarded $2,095,172,282 for program efforts through 2016.

MFP funding provides increased FMAP for HCBS received by individuals transitioned from
an institution into the community. As stated in the MFP application, “The increased FMAP
funding, as well as significant financial resources to support the administration of the
demonstration are available for the implementation of broader infrastructure investments.
These investments include initiatives such as...building “no wrong door” access to care
systems.”*

e Aging and Disability Resource Centers Funding (ADRC): ADRC funding, administered
by the Administration on Aging (AoA), is one potential source of funding for the structural
changes promoted by the Balancing Incentive Program. While the Balancing Incentive
Program mission differs from the ADRC mission in some key ways, some components of the
ADRC mission align with the NWD/SEP component of the Balancing Incentive Program.
For example, ADRC:s are to serve as “a visible and trusted source of information on the full
range of long-term care options, including both institutional and home and community-based
care, which are available in the community.” They are to provide a single point of entry to
all publicly funded LTSS, including Medicaid. ADRCs are expected to perform consumer
intake and screening, needs assessment, development of service plans, and both functional
and financial eligibility.?

In partnership with the State Unit on Aging and other ADRC operating agencies, States
should be able to make a fairly straightforward case for using ADRC funding to support
development of a truly statewide comprehensive NWD/SEP system under the Balancing
Incentive Program, which enables consumers streamlined access to all long-term services and
supports. Additionally, using ADRC funds to support development of a CSA would be
supporting the ADRC mission to conduct intake, screening, and needs assessment based on
both financial and functional eligibility. Using a single CSA statewide would support the

1
Center for Medicare and Medicaid Services. (July 26, 2010). Initial Announcement. Invitation to Apply for 2011. Money Follows the Person
Rebalancing Grant Demonstration. Funding Opportunity Number: CMS-1L1-11-001. CFDA 93.791. Retrieved January 28, 2011.
https://www.cms.gov/CommunityServices/Downloads/MFP2011SolicitationFinalJuly29RH.pdf

2 0’Shaughnessy, Carol V. (November 19, 2010). Aging and Disability Resource Centers (ADRCs): Federal and State Efforts to Guide Consumers
Through the Long-Term Services and Supports Maze. National Health Policy Forum. The George Washington University.
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ADRC being a true single point of entry to all LTSS in the State. ADRCs may be “users” of
or partners within the NWD/SEP system under Balancing Incentive Program, and supporting
the Balancing Incentive Program can help ADRCs move toward the ideal of a statewide
system of access to LTSS.

In 2010, HHS dedicated $60 million through the Affordable Care Act to “help people
navigate their health and long-term care options” (Department of Health and Human
Services, 2010). ADRCs are among the entities eligible for this funding, with a section of
the legislation (Section 2405) specifically dedicating $10,000,000 each FY between 2010 and
2014 to ADRCs. In particular, recent ADRC funding has focused on options counseling
standards to support the functions of intake, assessment, action plan development and follow-
up through ADRC:s, in turn improving ADRCs’ activities with regard to the Money Follows
the Person initiative, and to coordinate with State Medicaid programs to help individuals
leave nursing homes for community care (Department of Health and Human Services, 2010).
Additional guidance on the potential use of these funds as well as others to support the
Balancing Incentive Program infrastructure development will be forthcoming.

e Other Administration on Aging (AoA) Funding: The AoA also provides ongoing formula
grants for the general implementation of their mission. Many of these grants complement
and support the functions within a NWD/SEP system, even if the grants do not specifically
mention ADRC (Administration on Aging website
http://www.aoa.gov/AoARoot/Grants/Funding/).

3. Number of Grant Awards

CMS will accept only one application from each State Medicaid Agency interested in
participating in the Balancing Incentive Program. CMS expects that the Medicaid agency to
partner with other State agencies; however the State Medicaid agency must be the lead applicant.

The number of grant awards approved by CMS depends on the scope (i.e., proposed enrollment
and scope of services) and quality of the proposed programs; however, CMS anticipates the
funding level to be sufficient to support approximately 20-25 States with up to $3 billion dollars
over the life of the program.

4. Grant Program Duration and Scope

Applications for participation in the Balancing Incentive Payments Program opportunity will be
accepted on an ongoing basis beginning September 1, 2011 through August 1, 2014, or until the
full provision of the $3 billion has been expended, whichever date is sooner. Funding will be
awarded for the Federal Fiscal Year beginning October 1, 2011. Continued funding will be
awarded on an annual basis to all participating States, contingent upon progress, through
September 30, 2015, or until the full $3 billion has been expended. To receive continued
funding in subsequent years (every 12 months), grantees will be awarded through a non-
competitive process contingent upon the progress of the State towards meeting the benchmarks
set forth in the State’s Work Plan and detailed in the Terms and Conditions.
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5. Grant Program Technical Elements

A. State Eligibility Requirements

A Balancing Incentive Program State is a State in which less than fifty percent of the total LTSS
expenditures for medical assistance under the State Medicaid program for fiscal year 2009 are
for non-institutionally based LTSS and which submits an application that meets the
programmatic requirements and structural reforms dictated by the authorizing legislation
(Section 10202 of the Affordable Care Act). Specifically, States in which 25-50 percent of the
total expenditures for medical assistance under the State Medicaid program are for non-
institutionally-based LTSS are eligible for a two percentage point FMAP increase. States in
which less than twenty-five percent of total expenditures are for non-institutionally based LTSS
are eligible for five percentage point FMAP increase.

Eligible States receiving two percentage point increase in FMAP must achieve benchmarks of
fifty percent of total LTSS expenditures under the State Medicaid program for non-institutionally
based LTSS, while eligible States receiving five percentage point increase in FMAP must
achieve benchmarks of twenty-five percent of total LTSS expenditures under the State Medicaid
program for non-institutionally based LTSS, no later than September 30, 2015. The Balancing
Incentive Program State must agree to use the increased FMAP only for purposes of providing
new or expanded offerings of home and community-based LTSS. States must also commit to
implement key structural reforms including a no NWD/SEP system, conflict-free case
management services, and a core standardized assessment instrument. Finally, the State may not
restrict eligibility for LTSS more than eligibility standards, methodologies, or procedures in
place as of December 31, 2010.

Conditions for Receiving Increased FMAP under the Balancing Incentive Program: In
order to receive the increased FMAP for services provided to Balancing Incentive Program-
participating States, grantees must demonstrate ongoing progress toward developing a statewide
NWD/SEP system utilizing a CSA, and progress toward implementing conflict-free case
management. Progress will be measured by each grantee meeting the milestones specified in
their Work Plan; the progress towards the achievement of these milestones will be reported to
CMS through a semi-annual reporting process. CMS will provide, via the Balancing Incentive
Program User Manual, a set of core milestones to grantees for incorporation into the Balancing
Incentive Program Work Plan. Milestones may include, but are not limited to, the following
example milestones:

. Development of MOUs with SEP agencies

. Development of protocol for information & referral

. Development of a training plan for staff administering the CSA

. Identification & training of individuals to administer CSAs

. Securing a vendor or identifying an in-house group to develop the State CSA database
. Identifying provider or services agencies to serve as potential partners to administer the

CSA for local individuals in areas far from a SEP agency location.
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B. Defining Long-Term Services and Supports

The classification of LTSS is important for several aspects of Balancing Incentive Program
implementation: determining State eligibility for Balancing Incentive Program participation;
establishing the appropriate services for increased FMAP; and service reporting dictated by the
authorizing legislation.

State Eligibility for Program Participation: During CMS deliberations to determine the
service classifications to establish State eligibility for the Balancing Incentive Program, several
issues were considered, including: State variation in service definitions for LTSS, LTSS that are
provided in institutional and non-institutional settings, variation within and across States in
claiming for LTSS by funding authority, and the quality and timeliness of key LTSS program
and expenditure data. Using available data sources, CMS established a high-level classification
of institutional and non-institutional LTSS (as defined below) to establish State eligibility for the
Balancing Incentive Program. A presumptive summary of State expenditures based on data
available to CMS, and Balancing Incentive Program eligibility based upon this classification, is
in the Attachment C of this application.

States may provide more detailed information than included in Attachment C regarding total
Medicaid expenditures for institutional and non-institutional LTSS for fiscal year 2009 for
purposes of determining Balancing Incentive Program eligibility. Further, States may possess
more detailed information than available on the national level and are therefore encouraged to do
so. Additional data submitted by States for eligibility purposes is subject to verification by
CMS. CMS will review submitted financial data and service classifications for meeting
eligibility on a State by State basis. Please note, State eligibility is based on total Medicaid
expenditures for LTSS and may not be based on expenditures by target populations. However,
please be advised that during the Balancing Incentive Program application and implementation
period, we intend to work with eligible States to establish a more robust service categorization
and reporting structure.

LTSS Eligible for the Balancing Incentive Program Increased FMAP:

The applicable percentage point increase is two percent for non-institutionally-based LTSS in
States in which 25-50 percent of the total expenditures for medical assistance under the State
Medicaid program are for non-institutionally-based LTSS and five percentage point increase in
FMAP for non-institutionally-based LTSS in States in which less than twenty-five percent of
total expenditures are for non-institutionally based LTSS. The increased FMAP under Balancing
Incentive Program does not apply to the FMAP determined under Section 1905(y) of the Social
Security Act for newly eligible mandatory individuals.

However, CMS acknowledges that data limitations using the eligibility methodology proposed
above do exist. For example, the program authorities listed below where non-institutionally-
based services may actually afford services provided in institutional settings. In order to meet
the legislative intent of the Balancing Incentive Program and progress beyond existing
measurement limitations, CMS will work with each State to establish a mechanism to expand the
Balancing Incentive Program service classification and determine how State-specific services
and encounters will be mapped to the Balancing Incentive Program service classifications.
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The States’ claiming process for the base FMAP for LTSS will not change; those services will
continue to be reported on the traditional Form CMS 64. During the Balancing Incentive
Program implementation period, CMS will partner with the Balancing Incentive Program
grantees to improve the quality and timeliness of data for CMS, and to make national Medicaid
data more readily available to States and other stakeholders. We expect to see an evolution in
the service categorization that will enrich the national portrayal of LTSS.

Balancing Incentive Program Service Categorization
Institutionally-Based Services: For purposes of Balancing Incentive Program eligibility, CMS
defines institutionally-based Medicaid LTSS as services provided in:

* Nursing facilities;
Intermediate Care Facilities for the Mentally Retarded (ICF-MR);
Institutions for Mental Diseases (IMD) for people under age 21 or age 65 or older;
 Long-term care hospitals as defined for the Medicare program (i.e., those with an
average length of stay of 25 or more days); and
Psychiatric hospitals that are not IMDs.

Non-institutionally-Based Services: CMS defines non-institutionally-based Medicaid LTSS as
services provided only in integrated settings that are home and community-based and therefore
not provided in the institutions defined above. Non-institutionally based LTSS are provided
under the following Medicaid program authorities:

« HCBS under 1915 (c) or (d) or under an 1115 Waiver;

» Home health care services;

* Personal care services;

* PACE;

« Home and community care services defined under Section 1929(a); and

LTSS provided under managed long-term care programs authorized under Sections

1915(a) or 1915(b), including programs that do not have a co-occurring 1915(c) waiver.

There are several LTSS that were not included in the initial Balancing Incentive Program
eligibility calculation due to the lack of available or sufficient data, or limited program
implementation. These include, but are not limited to, State plan rehabilitation services
authorized under 1905(a)(13), self-directed personal assistance services in 1915 (j), services
provided under 1915(i), private duty nursing authorized under Section 1905 (a)(8) (provided in
home and community-based settings only), services that may be offered under new program
authorities authorized by the Affordable Care Act (Community First Choice, Health Homes,
etc.). CMS will work with interested States to collect the data necessary to include other LTSS
in determining each States’ service eligibility for the Balancing Incentive Program increased
FMAP.

C. Reporting Requirements

Work Plan: Upon application, States will submit a preliminary Work Plan. Within six months of
the date of application submission, each grantee must submit a Finalized Work Plan describing

in detail how the NWD/SEP utilizing a CSA and conflict-free case management will be
operationalized in the State during the four year Balancing Incentive Program period. The Work
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Plan must be developed by the SEP Agencies in consultation with key stakeholders. The Work
Plan should include a detailed operational plan and budget for all years, which describe how the
grantee plans to develop the NWD/SEP system, develop and implement use of a CSA, and what
funding sources the grantee plans to utilize to develop the system. The budget should include
details of the grantee’s plan to expand and diversify services for non-institutional LTSS and
achieve the applicable targeted spending percentage for these services, and projections of
estimated LTSS expenditures through the end of the performance period. This Work Plan must
also describe measurable milestones to be achieved throughout the performance period. As
previously stated, CMS will provide a Work Plan template to Balancing Incentive Program
grantees within the Balancing Incentive Program User Manual.

Balancing Incentive Program Reporting Requirements: The Balancing Incentive Program
provision (Affordable Care Act Section 10202) describes key data to be reported under the
program. Each grantee will submit an annual Data Report and Programmatic Progress Report.
The Balancing Incentive Program Data Report must include data that will delineate the grantee’s
current standing concerning meeting the milestones specified in their Work Plan. Progress
Reports will be measured based on implementing core milestones necessary to successfully
implement the program prior to the end of the grant period. These include: services data from
providers of non-institutional LTSS, quality data that are linked to population-specific outcomes
measures and accessible to providers, and specific outcomes measures to be collected and
submitted that measure beneficiary and family caregiver experience and satisfaction with
providers and services. Data will also be collected on employment, participation in community
life, health stability, and prevention of loss in function. During the Balancing Incentive Program
implementation period, CMS will work with grantees to finalize data specifications and
procedures for the approved services, quality, and outcomes measures specified in the
legislation. However, if a grantee consistently and materially fails to demonstrate satisfactory
progress in reaching their milestones, it will be asked to submit a Corrective Action Plan.

Failure to carry out their Corrective Action Plan may result in suspension or termination for non-
compliance.

All grantees will submit services data from providers of non-institutional LTSS, quality data
linked to population-specific outcomes, and outcomes measures data as directed by CMS and
required by the Balancing Incentive Program legislation. Data will be submitted to CMS via the
reporting platform designated by CMS. Upon award, CMS will work in consultation with
grantees to develop and finalize all aspects of data reporting requirements and procedures.

The quality measures are derived from: Medicaid Adult Health Quality Measures: a subset, to be
determined, of the identified core set of health care quality measures as determined in the Final
rule for Section 2701 of the Affordable Care Act; Medicaid Experience of Care Measures: a
subset, to be determined, of the HCBS experience of care measures(Consumer Assessment of
Healthcare Providers and Systems, or CAHPS); and Functional Assessment Elements Measures:
a subset, TBD, of functional assessment information collected by States in their HCBS programs.

The Balancing Incentive Program grantees will not be required to submit any quality data until

the beginning of calendar year (CY) 2012. Data reporting and submission requirements will be
phased in, that is, after CMS completes the development of data specifications, conducts

Page 20



Plan must be developed by the SEP Agencies in consultation with key stakeholders. The Work
Plan should include a detailed operational plan and budget for all years, which describe how the
grantee plans to develop the NWD/SEP system, develop and implement use of a CSA, and what
funding sources the grantee plans to utilize to develop the system. The budget should include
details of the grantee’s plan to expand and diversify services for non-institutional LTSS and
achieve the applicable targeted spending percentage for these services, and projections of
estimated LTSS expenditures through the end of the performance period. This Work Plan must
also describe measurable milestones to be achieved throughout the performance period. As
previously stated, CMS will provide a Work Plan template to Balancing Incentive Program
grantees within the Balancing Incentive Program User Manual.

Balancing Incentive Program Reporting Requirements: The Balancing Incentive Program
provision (Affordable Care Act Section 10202) describes key data to be reported under the
program. Each grantee will submit an annual Data Report and Programmatic Progress Report.
The Balancing Incentive Program Data Report must include data that will delineate the grantee’s
current standing concerning meeting the milestones specified in their Work Plan. Progress
Reports will be measured based on implementing core milestones necessary to successfully
implement the program prior to the end of the grant period. These include: services data from
providers of non-institutional LTSS, quality data that are linked to population-specific outcomes
measures and accessible to providers, and specific outcomes measures to be collected and
submitted that measure beneficiary and family caregiver experience and satisfaction with
providers and services. Data will also be collected on employment, participation in community
life, health stability, and prevention of loss in function. During the Balancing Incentive Program
implementation period, CMS will work with grantees to finalize data specifications and
procedures for the approved services, quality, and outcomes measures specified in the
legislation. However, if a grantee consistently and materially fails to demonstrate satisfactory
progress in reaching their milestones, it will be asked to submit a Corrective Action Plan.

Failure to carry out their Corrective Action Plan may result in suspension or termination for non-
compliance.

All grantees will submit services data from providers of non-institutional LTSS, quality data
linked to population-specific outcomes, and outcomes measures data as directed by CMS and
required by the Balancing Incentive Program legislation. Data will be submitted to CMS via the
reporting platform designated by CMS. Upon award, CMS will work in consultation with
grantees to develop and finalize all aspects of data reporting requirements and procedures.

The quality measures are derived from: Medicaid Adult Health Quality Measures: a subset, to be
determined, of the identified core set of health care quality measures as determined in the Final
rule for Section 2701 of the Affordable Care Act; Medicaid Experience of Care Measures: a
subset, to be determined, of the HCBS experience of care measures(Consumer Assessment of
Healthcare Providers and Systems, or CAHPS); and Functional Assessment Elements Measures:
a subset, TBD, of functional assessment information collected by States in their HCBS programs.

The Balancing Incentive Program grantees will not be required to submit any quality data until

the beginning of calendar year (CY) 2012. Data reporting and submission requirements will be
phased in, that is, after CMS completes the development of data specifications, conducts
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necessary training, and provides guidance for the collection of data at the State and Provider
level for each of the major areas of data listed above.

D. Services and Financial Reporting

All Balancing Incentive Program State grantees will submit the financial reporting form on an
annual basis (see Attachment B). This form will provide projected and actual LTSS
expenditures. It will allow the State and CMS to track expenditures associated with the
demonstration participants. Grantees will provide CMS with their current FMARP rate, eligible
increased Balancing Incentive Program percentage, and service codes used that map to those
services. They will also project the cost of their LTSS services for each budget period.

II. AWARD INFORMATION

1. Amount of Funding

Section 10202 of the Affordable Care Act includes an appropriation for $3 billion. The amount
of funding for each grant approved by CMS depends on the scope (i.e., proposed enroliment and
scope of services) and quality of the proposed programs; however, CMS anticipates the funding
level to support between 20-25 States with $3 billion over the life of the program.

2. Period of Performance
The grant period-of-performance begins upon application approval. Increased FMAP is
available beginning October 1, 2011 through September 30, 2015.

III. ELIGIBILITY INFORMATION

1. Eligible Applicants

Applicants must be any single State Medicaid Agency. Only one application can be submitted
for a given State. The term ‘State Medicaid program’’ means the State program for medical
assistance provided under a State plan under title XIX of the Social Security Act and under any
waiver approved with respect to such State plan.

The CMS expects that the single State Medicaid Agency will partner with local governments,
other agencies, and service providers who contribute to successful public health preventive
initiatives in the State.

Applicants are strongly encouraged to include, in an appendix, letters of support indicating a
history of collaboration from major partners, including consumers and advocacy groups. These
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letters and memorandums of agreement should critique and substantiate the applicant’s readiness
to implement the structural changes.

2. Eligibility - Threshold Criteria

Applications for participation in the Balancing Incentive Payments Program opportunity will be
accepted on an ongoing basis beginning [insert revised date] through August 1, 2014 or until the
full provision of the $3 billion has been projected to be expended, whichever date is earlier.
However, an application will not be funded if the application fails to meet any of the
requirements as outlined in Section Il1., Eligibility Information, and Section IV., Application
Submission Information.

IV. APPLICATION AND SUBMISSION INFORMATION

1. Submission of Application and Materials

Applicants must submit their applications via email to Balancing-Incentive-
Program@cms.hhs.gov.

2. Content and Form of Application Submission

Form of Application Submission
i. Cover Letter

A letter from the State Medicaid Director identifying the Medicaid agency applicant as the lead
organization, indicating the title of the project, the Principal Investigator, contact person, amount
of funding requested, and the name of the agency that will administer the grant under the
Medicaid office and all major partners, departments, divisions, services, and organizations
actively collaborating in the project is required. This letter should be addressed to:

Jennifer Burnett

Centers for Medicare & Medicaid Services
Disabled and Elderly Health Programs Group
7500 Security Boulevard

Mail Stop: S2-14-26

Baltimore, MD 21244-1850

ii. Project Abstract and Profile (maximum of one page)
The one-page abstract should serve as a succinct description of the proposed project and should

include a summary of the overall project, the total budget, the State’s plan for increasing the
percentage of Medicaid LTSS dollars spent on community-based care, and a preliminary
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timeline for completing the structural changes promoted by the Balancing Incentive Program.
iii. Preliminary Work Plan

Each State must submit a Preliminary Work Plan describing in detail how the NWD/SEP system,
utilizing a CSA and conflict-free case management will be operationalized in the State during the
four year Balancing Incentive Program period. The Work Plan must be developed by the SEP
Agencies in consultation with key stakeholders. The Work Plan should include a detailed
operational plan and budget for all years (see budget details below), which describe how the
State plans to develop the NWD/SEP system, develop and implement the use of a CSA, and what
funding sources the State plans to utilize to develop the system. The budget should include State
projections of estimated LTSS expenditures through the end of the performance period. This
Work Plan must also describe measurable milestones to be achieved throughout the performance
period. A Finalized Work Plan will be due to CMS within six months of the date of application.

iv. Required Letters of Endorsement

Letters of endorsement from major partners that are not the lead agency, but will be integrally
involved in developing and implementing the demonstration grant to the target population(s), are
expected. Please submit all letters in support and memoranda/letters of agreement for your
application in an application appendix with a table of contents for all included documents.

v. Application Narrative

The application is expected to address how the State will implement the grant program, and
ultimately, meet the requirements of Section 10202 of the Affordable Care Act for the Balancing
Incentive Payments Program.

The required elements (sections) of the application are listed below. Also, provided is a brief
description of the type of information that is required to be addressed within each specific
section. The application must be organized by these headings, noted as the operational element
sections, outlined below.

In general, CMS is looking for initial plans for NWD/SEP systems, conflict-free case
management, and implementation of Core Standardized Assessments in the application. CMS
expects States to provide more detailed plans for each component of the NWD/SEP system in the
Work Plan due six months after application. CMS will provide States with additional guidance
on Balancing Incentive Program standards prior to the Work Plan deadline, including but not
limited to the Balancing Incentive Program User Manual.

Required Elements

a. Understanding of Balancing Incentive Program Objectives: The State has demonstrated an
understanding of and a commitment to the goals of the Balancing Incentive Program, and the
concepts of a true NWD/SEP system for LTSS.

b. Current System’s Strengths and Challenges: The State has provided a description of the
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existing LTSS information and referral, eligibility determination, and case management
processes in the State.

c. NWD/SEP Agency Partners and Roles: The State has described the designated agencies that
will likely comprise the SEP Agencies and has described each agency’s anticipated role in the
NWD/SEP system.

d. NWD/SEP Person Flow: The State has provided an initial description of the planned “person
flow” through the NWD/SEP system (i.e., the experience of the eligibility determination process
from an individual’s perspective, from start to finish), including how the State plans to
coordinate functional and financial eligibility within the eligibility determination process and
how these processes differ from the current system.

e. NWD/SEP Data Flow: The State has provided a discussion of the “data flow” within the
eligibility determination process and has described where functional and financial assessment
data will be housed and how they will be accessed by SEP Agencies to make eligibility
determinations.

f. Potential Automation of Initial Assessment: The State has described potential opportunities
for and challenges of automating the initial assessment tool via the NWD/SEP website.

g. Potential Automation of CSA: The State has described potential opportunities for and
challenges of automating a CSA/functional assessment tool. Automation includes, at a
minimum, real time electronic collection of functional assessment data.

h. Incorporation of a CSA in the Eligibility Determination Process: The State has described the
current functional assessment instruments and processes used to determine eligibility for LTSS.
Does the State currently use a single CSA for all LTSS populations? If not, how might the State
incorporate a CSA into its current process? What would be the major challenges to adopting a
CSA? What technical assistance might the State need to make this happen?

i. Staff Qualifications and Training: The State has discussed considerations related to staff
qualifications and training for administering the functional assessment.

J. Location of SEP Agencies: The State has provided a discussion of the issue of access to
physical SEP agency locations. How will the State ensure access to physical SEP agency
locations? What share of the State’s population is likely to live within the service area of at least
one SEP? (Rough estimates are acceptable.) What will the State do to maximize the share of the
State’s population living within the service area of at least one SEP? How will the State arrange
evaluation services for individuals who do not live within the service area of any SEPs? How
will the State ensure that these physical locations are accessible by older adults and individuals
with disabilities requiring public transportation?

k. Outreach and Advertising: The State has described plans for advertising the NWD/SEP
system.
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I. Funding Plan: The State has provided a discussion of anticipated funding sources to support
the requirements of Balancing Incentive Program, including development of a NWD/SEP system
and use of CSA.

m. Challenges: The State has provided a discussion of the characteristics of the State’s current
system of LTSS that might present barriers to rebalancing.

n. NWD/SEP’s Effect on Rebalancing: The State has discussed how the NWD/SEP system will
help the State achieve rebalancing goals.

0. Other Balancing Initiatives: The State has described other current initiatives in which it is
currently involved that share similar goals and requirements as the Balancing Incentive Program.
The State has described any more general commitment made toward rebalancing LTSS.

p. Technical Assistance: The State has described anticipated technical assistance needs to
achieve rebalancing.

vi. Proposed Budget
The applicant must submit a proposed budget that details the State’s plan to expand and diversify
medical assistance for non-institutionally-based long-term services and supports during the
balancing incentive period and achieve the target spending percentage applicable to the State.
The budget should include the funding sources for the establishment of the structural changes

and a description of the new or expanded offerings of such services that the State will provide
and the projected costs of such services.

3. Submission Dates and Times

A. Applicant’s Teleconference

Information regarding the date, time and call-in number for an open applicants’
teleconference will be e-mailed to all State Medicaid Directors.

B. Grant Applications
Applications for participation in the Balancing Incentive Payments Program opportunity will

be accepted on an ongoing basis beginning [insert revised date] through August 1, 2014 or
until the full provision of the $3 billion has been expended, whichever is earlier.

C. Late Applications

Late applications will not be reviewed.
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D. Grant Awards Timeframe

Grants are planned to be awarded within 60 days of application.

4. Funding Restrictions

All funds awarded under the Balancing Incentive Program are for non-institutionally-based long-
term services and supports only for the balancing incentive period.

5. Review and Selection Process

CMS has the authority to approve or deny any or all proposals for funding that do not meet the
programmatic requirements of this funding opportunity.

VI. AWARD ADMINISTRATION INFORMATION

Award Notices

Successful applicants will receive an award letter will set forth the amount of the award and
other pertinent information. The award will also include Terms and Conditions, and may also
include additional “special” terms and conditions. Potential applicants should be aware that
special requirements could apply to grant awards based on the particular circumstances of the
effort to be supported and/or deficiencies identified in the application by the review panel.

A. Prohibited Uses of Grant Funds:

Balancing Incentive Program Grant funds may not be used for any of the following:

1. To match any other Federal funds.

2. To provide services, equipment, or supports that are the legal responsibility of another party
under Federal or State law (e.g., vocational rehabilitation or education services) or under any
civil rights laws. Such legal responsibilities include, but are not limited to, modifications of a
workplace or other reasonable accommaodations that are a specific obligation of the employer
or other party.

3. To supplant existing State, local, or private funding of infrastructure or services such as staff
salaries for programs and purposes other than those disclosed in the application for the
Balancing Incentive Program, etc.

VII. AGENCY CONTACTS
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Programmatic Content

Questions about the Balancing Incentive Program should be addressed to Balancing-Incentive-
Program@cms.hhs.gov or to

Effie R. George, Ph.D.

Centers for Medicare & Medicaid Services
Disabled and Elderly Health Programs Group
7500 Security Boulevard

Mail Stop: S2-14-26

Baltimore, MD 21244-1850
Effie.George@cms.hhs.gov

VIII. ENFORCEMENT ACTIONS

A grantee’s failure to comply with the terms and conditions of award may cause CMS to take
one or more of the following enforcement actions, depending on the severity and duration of the
non-compliance. CMS will undertake any such action in accordance with applicable statutes,
regulations, and policies. CMS will afford the grantee an opportunity to correct the deficiencies
before taking enforcement action. However, even if a grantee is taking corrective action, CMS
may take proactive steps to protect the Federal government’s interests, including placing special
conditions on awards or precluding the grantee from obtaining future awards for a specified
period, or may take action designed to prevent future non-compliance, such as closer monitoring.

1. Modification of the Terms and Conditions of Award

During grant performance, CMS may include special conditions in the award to require
correction of identified financial or administrative deficiencies. When the special conditions are
imposed, CMS will notify the grantee of the nature of the conditions, the reason why they are
being imposed, the type of corrective action needed, the time allowed for completing corrective
actions, and the method for requesting reconsideration of the conditions. (See 45 CFR 92.12.)

CMS may also withdraw approval of the Project Director (PD) or other key personnel if there is
a reasonable basis to conclude that they are no longer qualified or competent to perform. In that
case, CMS may request that the recipient designate a new PD or other key personnel. The
decision to modify the terms of an award—by imposing special conditions, by withdrawing
approval of the PD or other key personnel, or otherwise—is discretionary on the part of CMS.

2. Suspension or Termination

If a grantee has failed to materially comply with the terms and conditions of award or to
demonstrate satisfactory progress in reaching their milestones, CMS may suspend the award or
temporarily or permanently stop the payment of increased FMAP, pending corrective action, or
may terminate the grant for cause. The regulatory procedures that pertain to suspension and
termination are specified in 45 CFR 92.43. CMS generally will suspend (rather than
immediately terminate) an award and allow the recipient an opportunity to take appropriate
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corrective action before making a termination decision. CMS may decide to terminate the grant
if the grantee does not take appropriate corrective action during the period of suspension.

CMS may terminate—without first suspending—the award if the deficiency is so serious as to
warrant immediate termination. Termination for cause may be appealed under the HHS grant
appeals procedures.

An award also may be terminated, partially or totally, by the grantee or by CMS with the consent
of the grantee. If the grantee decides to terminate a portion of a grant, CMS may determine that
the remaining portion of the award will not accomplish the purposes for which the award was
originally awarded. In any such case, the grantee will be advised of the possibility of termination
of the entire award and will be allowed to withdraw its termination request. If the grantee does
not withdraw its request for partial termination, CMS may initiate procedures to terminate the
entire award for cause.
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Attachment A — Application Submission Checklist

State Medicaid Agency Cover Letter

Project Abstract

Letters of Agreement, Endorsements and Support
Application Narrative

Preliminary Work Plan

Proposed Budget (using the Informational Financial Reporting Form in
Attachment B)

Please see Section IV Required Contents for detailed information on the application submission
requirements.

The final work plan is due to CMS no later than six months from date of application.
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Attachment B

DEPARTMENT OF HEALTH & HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
BALANCING INCENTIVE PAYMENTS PROGRAM (Balancing Incentive Program) APPLICANT FUNDING ESTIMATES
LONG TERM SERVICES AND SUPPORTS

State State FMAP Rate
Agency Name Extra Balancing Incentive
Program Portion (2 or 5 %)
Quarter Ended
Year of Service (1-4)
Projected LTSS Spending
Amount
Funded B
Total Service Regular | Regular BaIancingy Year | Year | Year | Year
. FEDERAL STATE .
LTSS Expenditures Portion | Portion Incentive 1 2 3 4
Program
(4 year total)
(A) (B) () (D) (E) (F) (G) (H)
Case Management
Service 1 SO SO SO SO
Service 2 SO SO SO SO
) ) $0 $0
Homemaker
Service 1 SO SO SO SO
Service 2 SO SO SO SO
S S $0 $0
Homemaker Basic
Service 1 SO SO SO SO
Service 2 SO SO S0 SO
$0 $0 $0 $0
Homemaker Chore services
Service 1 SO SO SO SO
Service 2 SO SO SO SO
$0 $0 $0 $0
Home Health Aide
Service 1 SO SO SO SO
Service 2 SO SO SO SO
$0 $0 $0 $0
Personal Care
Service 1 SO SO SO SO
Service 2 SO SO S0 SO
$0 $0 $0 $0
Personal care ADLs
Service 1 SO SO SO SO
Service 2 SO SO SO SO
$0 $0 $0 S0
Personal Care IADLs
Service 1 SO SO S0 SO
Service 2 SO SO S0 SO
$0 $0 $0 $0




Amount
. Regular | Regular Funded' BY
Total Service Balancing Year | Year | Year | Year
. FEDERAL STATE .
LTSS Expenditures Portion | Portion Incentive 1 2 3 4
Program
(4 year total)
(A) (B) () (D) (E) (F) (G) (H)
Personal Care Health-related
Service 1 SO SO S0 SO
Service 2 SO SO S0 SO
$0 $0 $0 $0
Personal Care Adult Companion
Service 1 SO SO S0 SO
Service 2 SO SO S0 SO
$0 $0 $0 $0
Personal Care PERS
Service 1 SO SO SO SO
Service 2 SO SO S0 SO
$0 $0 $0 $0
Pers. Care Assistive Technology
Service 1 SO SO SO SO
Service 2 SO SO SO SO
$0 $0 $0 $0
Habilitation Day
Service 1 SO SO SO SO
Service 2 SO SO SO SO
$0 $0 $0 $0
Habilitation Behavioral
Service 1 SO SO S0 SO
Service 2 SO SO SO SO
$0 $0 $0 $0
Habilitation Prevocational
Service 1 SO SO S0 SO
Service 2 SO SO S0 SO
$0 $0 $0 $0
Hab. Supported Employment
Service 1 SO SO S0 SO
Service 2 SO SO S0 SO
$0 $0 $0 $0
Hab. Educational Services
Service 1 SO SO SO SO
Service 2 SO SO SO SO
$0 $0 $0 $0
Respite Care
Service 1 SO SO SO SO
Service 2 SO SO SO SO
$0 $0 $0 $0
Day Treatment / Partial Hosp.
Service 1 SO SO SO SO
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Service 2

S0

S0

S0

S0

S0

S0

S0

S0
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Amount
Total Regular Regular E:Inadni?nzy
Service FEDERA STATE Incentive Year | Year | Year | Year
LTSS Expenditure | L . 1 2 3 4
. Portion Portion | Program
(4 year
total)
(A) (B) (€) (D) (E) |(F) |(q) (H)
Psychosocial Rehabilitation
Service 1 S0 S0 S0 SO
Service 2 SO S0 S0 SO
$0 $0 $0 $0
Clinic Services
Service 1 SO o o SO
Service 2 SO o o SO
SO o o SO
Other HCBS Services
Service 1 SO o o SO
Service 2 SO o o SO
SO o o SO
(Add row for each service as named in
approval letter)
Service 1 SO o o SO
Service 2 SO o o SO
S0 $0 $0 $0
Capitated HCBS Services *
Service 1 SO SO SO SO
Service 2 SO o o SO
SO o o SO
Health Homes
Service 1 SO o S0 SO
Service 2 SO o S0 SO
$0 $0 $0 $0
CFC
Service 1 SO o S0 SO
Service 2 SO o o SO
SO o S0 SO
TOTALS SO $0 $0 $0

CMS MOD-Balancing Incentive Program DEMO 64i Application Form
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Percentage of LTSS Spending for HCBS Using FFY 2009 Data

LTSS is defined as Services Listed in the ACA, Section 10202(f)(1)* and Mental Health Facilities (including DSH).
expenditures for for managed care (MC) long-term services and supports from FFY 2009.
Number of States Below 50%:

Number of States Below 25%:

Number of States At or Above 50%:

Data includes estimated

State Nursing Facility | ICF/MR FFS MC NF and MH Facilities - | MH Facilities - Total HCBS FFS MC HCBS** HCBS Percent
FFS ICF/MR** Regular DSH Institutional HCBS

New Mexico $59,720,513 $24,014,829 $71,050,749 $5,029,475 $254,786 $160,070,352 $419,908,376 $373,016,434 $792,924,810 83.2%
Oregon $341,814,529 $7,098,075 $3,775,444 $14,981,318 $367,669,366 $958,979,907 $958,979,907 72.3%
Minnesota $835,049,290| $176,405,610 $35,987,316 $53,639,400 $82,060 $1,101,163,676 $2,164,351,802 $166,714,270  $2,331,066,072 67.9%
Arizona $33,119,468 $0 $442,609,336 $1,443,268 $28,474,900 $505,646,972 $9,033,182| $1,013,604,110  $1,022,637,292 69.3%
Vermont $118,215,099 $0 -$403,252 $0 $0 $117,811,847 $56,856,875 $161,076,254 $217,933,129 64.9%
Alaska $118,855,368 $1,454,971 $16,628,109 $13,357,682 $150,296,130 $252,561,562 $252,561,562 62.7%
Washington $582,533,776| $156,180,487 $24,975,999 $120,336,661 $884,026,923 $1,447,943,331 $1,447,943,331 62.1%
Colorado $548,943,656 $23,440,493 $3,898,823 $0 $576,282,972 $797,996,360 $797,996,360 58.1%
California $3,945,503,021| $634,412,454 $450,379,907 $254,170,718 $0  $5,284,466,100 $6,517,886,786 $0  $6,517,886,786 55.2%
Kansas $375,257,360 $66,104,633 $15,527,519 $22,749,884 $479,639,396 $579,383,292 $579,383,292 54.7%
Wisconsin $1,098,776,448| $283,288,787 $72,914,961 $30,161,950 $3,945,475  $1,489,087,621 $873,203,370 $746,572,981 $1,619,776,351 52.1%
Wyoming $72,834,891 $17,520,919 $30,153,861 $0 $120,509,671 $124,489,528 $124,489,528 50.8%
Washington DC $197,295,629 $73,766,501 $9,945,625 $2,093,737 $283,101,492 $286,662,072 $286,662,072 50.3%
Maine $254,107,927 $63,010,003 $52,510,334 $51,447,476 $421,075,740 $405,782,955 $405,782,955 49.1%
Montana $158,289,932 $12,147,430 $16,075,461 $0 $186,512,823 $166,786,079 $166,786,079 47.2%
Texas*** $2,151,950,372| $898,706,862 $55,895 $23,932,285 $292,457,483  $3,367,102,897 $2,584,970,257 $390,390,523  $2,975,360,780 46.9%
New York $7,618,853,959| $3,112,018,238 $56,394,896 $504,603,782 $347,100,000 $11,638,970,875 $9,506,953,405 $683,578,809 | $10,190,532,214 46.7%
Idaho $157,450,986 $55,032,345 $14,643,485 $0 $227,126,816 $194,964,284 $194,964,284 46.2%
Rhode Island $294,059,457 $11,424,484 $5,342,942 $1,578,394 $312,405,277 $265,920,855 $265,920,855 46.0%
Massachusetts $1,616,521,340| $265,098,972 $159,660,054 $144,913,316 $0  $2,186,193,682 $1,739,056,166 $35,157,317  $1,774,213,483 44.8%
Connecticut $1,239,838,546| $524,279,815 $52,752,285 $101,160,516  $1,918,031,162 $1,516,168,534 $1,516,168,534 44.1%
Utah $149,490,224|  $60,964,653 $16,351,840 $89,866 $226,896,583 $177,905,204 $177,905,204 43.9%
North Carolina $1,287,569,396| $511,407,803 $84,935,419 $149,908,784  $2,033,821,402 $1,530,426,971 $1,530,426,971 42.9%
Hawaii**** $104,752,171 $9,911,448 $104,752,171 $0 $0 $219,415,790 $139,073,151 $24,245,483 $163,318,634 42.7%
Virginia $769,097,900| $283,507,550 $137,039,082 $7,129,293  $1,196,773,825 $883,322,914 $883,322,914 42.5%
Tennessee $975,022,948| $267,567,506 $0 $1,214,388 $349,231  $1,244,154,073 $674,182,772 $242,356,000 $916,538,772 42.4%
Nevada $162,315,188 $16,426,532 $41,944,771 $0 $220,686,491 $157,082,327 $157,082,327 41.6%
Oklahoma $529,503,379| $126,206,862 $99,920,358 $3,273,248 $758,903,847 $539,127,664 $539,127,664 41.5%
New Hampshire $314,619,705 $3,252,472 $4,600,087 $34,392,417 $356,864,681 $249,996,686 $249,996,686 41.2%
Missouri $870,160,260| $152,896,442 $44,112,202 $198,763,354 $1,265,932,258 $870,174,316 $870,174,316 40.7%
South Dakota $142,270,277 $23,336,646 $3,649,448 $751,299 $170,007,670 $115,695,916 $115,695,916 40.5%
West Virginia $459,260,145 $64,027,039 $49,589,094 $18,873,019 $591,749,297 $394,606,696 $394,606,696 40.0%
lowa $460,741,103| $305,373,772 $39,657,577 $0 $805,772,452 $532,145,157 $532,145,157 39.8%
Nebraska $317,950,416 $66,975,809 $44,510,525 $8,556,063 $437,992,813 $273,186,838 $273,186,838 38.4%
South Carolina $513,252,844| $166,524,666 $56,661,502 $52,761,795 $789,200,807 $491,575,117 $491,575,117 38.4%
Georgia $1,149,417,503 $79,700,951 $21,566,400 $0  $1,250,684,854 $748,012,573 $748,012,573 37.4%




Percentage of LTSS Spending for HCBS Using FFY 2009 Data

State Nursing Facility | ICF/MR FFS MC NF and MH Facilities - | MH Facilities - Total HCBS FFS MC HCBS** HCBS Percent
FFS ICF/MR** Regular DSH Institutional HCBS
Maryland $1,061,474,895 $44,205,359 $192,620,414 $50,547,776 . $1,348,848,444 $784,496,744 $784,496,744 36.8%
Louisiana $744,256,941| $468,057,200 $17,816,489 $110,557,148  $1,340,687,778 $767,292,107 $767,292,107 36.4%
Delaware $185,844,847 $27,903,771 $1,176,289 $5,853,198 $220,778,105 $120,014,480 $120,014,480 35.2%
Florida $2,402,791,045| $328,017,908 $12,157,471 $14,415,216 $112,437,431  $2,869,819,071 $1,507,068,472 -$12,157,471  $1,494,911,001 34.2%
Michigan $1,534,989,618 $3,410,277 $21,493,058 $141,909,300  $1,701,802,253 $837,890,881 $837,890,881 33.0%
Pennsylvania $3,605,567,586| $617,822,886 $75,580,478 $241,000,002 $4,539,970,952 $2,234,687,629 $2,234,687,629 33.0%
Ohio $2,561,349,803| $686,875,994 $409,575,379 $93,432,758| $3,751,233,934 $1,803,755,463 $1,803,755,463 32.5%
Kentucky $827,779,576| $100,520,929 $50,745,362 $37,443,075  $1,016,488,942 $459,366,913 $459,366,913 31.1%
Indiana $1,206,919,909| $315,550,361 $60,141,320 $96,145,012  $1,678,756,602 $740,060,814 $740,060,814 30.6%
Arkansas $572,795,228| $144,399,452 $142,810,938 $0 $860,005,618 $365,276,497 $365,276,497 29.8%
Alabama $938,113,372 $37,940,939 $60,947,000 $3,301,620  $1,040,302,931 $438,806,576 $438,806,576 29.7%
North Dakota $173,635,728 $78,192,543 $11,961,292 $987,735 $264,777,298 $107,501,966 $107,501,966 28.9%
lllinois $1,631,062,689| $545,816,762 $96,762,565 $111,393,766  $2,385,035,782 $916,517,066 $916,517,066 27.8%
New Jersey $1,943,333,776| $664,713,723 $155,568,662 $506,221,035  $3,269,837,196 $1,146,377,769 $1,146,377,769 26.0%
Mississippi $727,351,102| $277,194,524 $61,561,997 $0  $1,066,107,623 $178,917,475 $178,917,475 14.4%

* Data does not include expenditures authorized under 1915(d), 1915(i), and only includes some expenditures authorized under 1915(j). The CMS 64 database
did not clearly identify 1915(i) and 1915(j) expenditures until 2010. No states use 1915(d).

** Managed long-term care are estimates for FFY 2009 based on data provided by state staff unless otherwise noted.

*** Texas managed care data are for SFY 2009, which is from September 2007 to August 2008.

*** Hawaii MLTC data are estimates developed by Thomson Reuters based on FFS expenditures reported during the first half of FFY 2009 for NF and HCBS for
older adults and people with physical disabilities. Hawaii moved these services to managed care during FY 2009 and has not yet submitted MLTC estimates for

FFY

2009. During FFY 2009, reported FFS expenditures were approximately half of expenditures for previous years.




