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Tool Changes for Cycle 3, Year 2 (C3Y2)
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All Tools

	Section
	Update(s)
	Reason for Update(s)

	General updates
	· References to “C3Y1” were updated to reflect “C3Y2”.
· Question numbers were updated as needed. 
· Source documents were updated. 
· “MyTranscript Report(s)” added to applicable orientation and annual training questions.
· The following questions were removed from the QA&I Cycle 3 Tools, per ODP Announcement 25-095.
-AE Question #1: The AE engages in activities, or has a written policy, to improve racial equity performance.
-SCO Question #4: The SCO engages in activities, or has a written policy, to improve racial equity performance.
-Provider Question #4: The Provider engages in activities, or has a written policy, to improve racial equity performance.

	



Administrative Entity (AE) Tool

	Question
	Update(s)
	Reason for Update(s)

	The Incident Manager ensures Certified Investigator Peer Reviews (CIPRs) are conducted on a semi-annual basis.
	Guidance:
· The reviewer will determine if the Incident Manager ensures CIPRs are conducted on a semi-annual basis.
· All entities that complete investigations are required to conduct the standardized CIPR process which involves using the most current forms tools as outlined in the ODP CIPR manual.

Review period is 7/1/2024-6/30/2025 7/1/2025-6/30/2026
	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.

	The AE has a policy/protocol that describes their process reviews process for interval internal Individual Support Plans (ISP) reviews and service authorizations.

Non-Scored

	Guidance:
· The reviewer will determine if the AE has documentation of a policy/protocol for their interval internal ISP reviews and service authorizations that adheres to ODP’s requirements.
· Policy/protocol should include, but is not limited to the following:
-Internal controls around ISP reviews
-Review of ISPs to ensure services are authorized in accordance with identified needs, waiver expectations, and budget impact

Response Options:
1. (Yes) The AE has a policy/protocol that describes their process for interval internal ISP reviews and service authorizations.
2. (No) The AE does not have a policy/protocol for interval internal ISP reviews and service authorizations.

	The question and guidance were updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.

	The AE has a process to manage vacated capacity to ensure waiting list emergent needs are addressed timely.

	Guidance:
· The reviewer will review the AE’s process to ensure the process includes:
-How the AE triages and prioritizes emergent need
-How the AE will provide updated information to SCOs about emergent needs of those on the waiting list
-How the AE uses data to identify who will be in need of waiver services (e.g., aging out of EPSDT, aging out of a RTF, children and youth, etc.)

· The reviewer will consider that emergent needs are addressed timely according to the following criteria unless there is documentation that the circumstance was outside the AE’s control.
-Within 14 calendar days to be in either reserved capacity or enrolled for the Consolidated and Community Living Waivers.
-Within 30 calendar days in reserved capacity or enrolled for the P/FDS Waiver.

	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.








Provider Tool

	Question
	Update(s)
	Reason for Update(s)

	The Provider has a policy on sexual health, personal relationships, and sexuality consistent with the guidelines.

	Guidance:
· This question is NOT applicable to providers who only render one or more of the following services: Transportation only Providers, Homemaker/Chore, Benefits Counseling, Communication Specialist, Consultative Nutritional Services, and Nutritional Consultation (AAW).
· The reviewer determines if the Provider has a policy that addresses sexual health, personal relationships, and sexuality consistent with the guidelines.
· The policy should support the concept of Everyday Lives and be consistent with the considerations identified in ODP Bulletin 00-18-01.

	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.

	The Community Participation Support (CPS) or Day Habilitation Provider has a QMP and corresponding Action Plan that includes all required components.   
	Guidance:
· This question is only applicable to Providers of CPS (ID/A) and Day Habilitation (AAW) where more than 10% of the individuals’ receiving services spent less than 25% of their time in a community setting on average from 7/1/24-12/31/24 and/or 1/1/25-6/30/25 7/1/25-12/31/25 and/or 1/1/26-6/30/26. 
· For self-assessments, applicable Providers will determine if they’re required to include the applicable services in the QMP and Action Plan by reviewing their CPS/Day Habilitation data collection tool (e.g. QM Data Collection Tool for CPS Community and Day Habilitation) for the designated timeframes. 
· For full reviews, the reviewer will determine if the Provider is required to include the applicable services in the QMP and Action Plan by reviewing the CPS and Day Habilitation data provided by ODP. 
· If required, the reviewer will determine if the Provider has a QMP and corresponding Action Plan that include the following requirements:   
· Action steps for increasing time in the community for individuals who want to increase the amount of time they spend in the community including timeframes for achieving each action step. 
· Barriers to supporting individuals with engaging in community activities, including action steps to address the barriers & timeframes for achieving each action step. 
· The methods used by the Provider to offer options to receive services in integrated community settings in-line with each individual’s preferences, choices, & interests for community activities & the frequency such options will be offered. 
· Successful community experiences, such as building relationships, employment opportunities and natural supports for individuals served.

	The guidance was updated to reflect current 6-month review periods.

	The Incident Management (IM) Representative ensures point person(s) maintains compliance with initiation of investigation activities. 

	Guidance:
· The Reviewer will determine if Point Person ensures investigation assignment to the CI within 24 hours of discovery date/time of the incident.
· The Reviewer will need to limit the review to closed incidents requiring investigations from the Incident and Complaint Custom Report for the review period.  
PATH: EIM>Reports>Incident and Complaint Custom Report  
o Program Office: Select the applicable program office 
o View Incidents or Complaints: Incident 
o Subject Areas: Incident Details-Final and “Investigation Details 
o Occurrence Dates: 7/1/24-6/30/25 7/1/2025-6/30/2026 
o Type: Select All 
o Status: Closed 
o Primary Category: Select All 
o Secondary Category: Select All 
Search Providers: Enter the name of the entity being reviewed 

	The guidance was updated to reflect current review period.


	The Incident Management (IM) Representative must ensure Certified Investigator Peer Reviews (CIPRs) are conducted on a quarterly basis.

	Guidance:
· The reviewer will determine if the IM Rep ensures CIPRs are conducted on a quarterly basis. 
· All entities that complete investigations are required to conduct the standardized CIPR process which involves using the most current forms tools as outlined in the ODP CIPR manual. 
 
Review Period is 7/1/24-6/30/25 7/1/2025-6/30/2026
Response Options:
1. (Yes) The IM Representative ensured CIPRs were conducted on a quarterly basis. 
2. (No) There is no evidence that the IM Representative ensured ensures Certified Investigator CIPRs are conducted on a quarterly basis.
3. (N/A) No investigations were conducted during the review period.

	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1 and updated to reflect current review period.


	The Provider has a policy to monitor EIM restraint and medication error reports in order to ensure proper procedures are followed and detect abuse and neglect.

	Guidance:
· The reviewer will determine if the Provider has a written policy related to the review of EIM restraint and medication error incident reports. The policy at a minimum should contain processes that outline:
· The review of all restraint and medication error EIM incident reports on a monthly basis.  This process is to include the review of reports that have been initiated but not submitted.
· Evaluation of the circumstances and frequency of restraints and medication errors on a monthly basis, including the use of restraint dashboard.
· Methods to recognize unreported critical incidents and ensure reporting, investigation and implementation of corrective actions.
· Collaboration and communication with the individual’s team to ensure health and safety.
· Collaboration and communication with the individual’s team to revise ISP, behavior support plan, and risk mitigation plan.

	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.

	The Provider conducts and documents a trend analysis of all incident categories at least every 3 months.
	Guidance:
· The reviewer will determine if the Provider conducted a trend analysis by reviewing the most recent analysis of the incidents the Provider entered.   
· The trend analysis will include the development, the methodology used, data source, implementation plan, and documentation of both individual and agency-wide risk mitigation activities based on the results of the analysis.  
· The three-month analysis shall include, but is not limited to (as applicable):
· Adherence to timeframes in accordance with policy as it relates to reporting, investigation, and finalization of incidents as stated in 55 Pa. Code §§6100.401-§6100.404
· Evaluation of effectiveness of corrective actions for all incident categories
· Evaluation of the effectiveness of education to the individual, staff, and others based on the circumstances of an incident
· A review and trend analysis of comments from the County ID Program/AE and ODP initial management review and disapproval reasons from the final management review 
· Any measures that have been implemented or will be implemented to reduce:
· The number of incidents
· The severity of the risks associated with the incident
· The likelihood of an incident recurring
· Documentation of the actions and outcomes of any activities that occurred related to trend analysis
 
COMMENT NEEDED – If “Yes,” provide details on how the Provider is completing their trend analysis.
Review Period is 7/1/2024-6/30/2025 Review Period is 7/1/2025-6/30/2026
	The guidance was updated to reflect current review period.


	**Staff are trained on the individual’s communication profile and/or formal communication system.

	Guidance:
· The reviewer determines if the individual has significant communication needs, and a corresponding communication profile and/or formal communication system based on a review of the individual’s ISP.
· An individual with significant communication needs is someone who cannot effectively communicate basic wants and needs such as “I want that” or “I am in pain.”
· A communication profile is a term used to describe how the individual communicates and how communication partners communicate effectively with the individual through strategies and systems utilized across environments. This may be included in the communication section of the ISP. 
· A communication system includes all strategies and aids used to effectively communicate.  
· If the individual has a communication profile and/or formal communication system identified in the ISP, the Provider will give a list of all Provider staff who worked and rendered authorized supports and services to the individual during the review period.
· The reviewer will review 25% of Provider staff working with the individual, with a minimum of five Provider staff and a maximum of 25 Provider staff. If there are less than five Provider staff working with the individual, all Provider staff records must be reviewed.
· Staff that are no longer employed with the Provider are excluded from the review.
· The reviewer determines if the Provider staff completed training on the individual’s communication profile and/or formal communication system based on Provider training records including but not limited to: a description of the course/training/meeting, sign-in sheets, transcripts or certificates of completion from the training.
 
On the QA&I Spreadsheet, the reviewer must complete the Communication Tracker as described in the “How to Use Spreadsheet” tab.
	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.


	If a restrictive intervention was used, the Provider followed the approved Behavior Support Component of the Individual Support Plan (ISP) for each instance to ensure that the individual is free from coercion and restraint.
	Response Options:
1. (Yes) The Provider used restrictive interventions which match those approved in the individual’s Behavior Support Component of the ISP. 
2. (No) The Provider used restrictive interventions which were not part of the individual’s approved Behavior Support Component of the ISP.
3. (N/A) The Provider did not use any restrictive interventions during the review period or is not directly responsible for implementing or managing the Behavior Support Component of the individual’s ISP or the individual does not have a Behavior Support Component in their ISP or if the individual received one of the excluded services identified from the Provider during the review period.

Remediation Options:
Provider ensures that an incident is filed in EIM for the individual as required.
      Guidance:
· The Provider ensures an incident in EIM for the individual as required.
· The Provider submits the incident number(s) confirming that the incident(s) have been filed in EIM.
· ODP or the AE will verify in EIM that the incident number(s) provided references the incident(s) and will record all incident number(s) in the comment field.
· The provider ensures that the individual’s Behavior Support Component of the Individual Plan is updated and reviewed by the HRT, if necessary, based on the unapproved restrictive intervention
· The Provider will follow-up with the individual’s Human Rights Team regarding the unapproved restrictive intervention as appropriate.
Provider ensures there is follow-up with the individual’s Human Rights Team (HRT) regarding the unapproved restrictive intervention.
      Guidance:
· The provider ensures that the individual’s Behavioral Support Component of the Individual Plan is updated and reviewed by the HRT, if necessary, based on the unapproved restrictive intervention
· The Provider ensures that the Behavior Support Component of the individual’s ISP was reviewed by the Human Rights Team, and updated, if necessary, based on the unapproved restrictive intervention.
· The Provider submits documentation as appropriate.

	The response and remediation options were updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.  

	Does the AWC have a process/policy for determining if an SSP is a relative of the participant?

	Guidance:
· The reviewer will determine if AWC Provider has a process that determines the relationship  of the SSPs to the participant that aligns with the Waiver definition as defined in the waiver: which is  A relative is any of the following by blood, marriage or adoption who have not been assigned as legal guardian for the participant: a spouse, a parent of an adult, a stepparent of an adult child, grandparent, brother, sister, aunt, uncle, niece, nephew, adult child or stepchild of a participant or adult grandchild of a participant.
COMMENT NEEDED (SELF-ASSESSMENT ONLY): If “Yes”, Reviewer should note the number of AWC participants, total number of SSPs, total number of SSPs that are a relative to the participants.

	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.


	The AWC Provider takes action to fulfill unmet responsibilities of the ME.
	Response Options:
1. (Yes) The AWC Provider has a policy to take action and as indicated, took action to fulfill unmet responsibilities of the ME.
2. (No) Any of the following were found: the AWC Provider is unaware of this requirement or the AWC Provider’s policy and procedures did not include all of the ME responsibilities in Bulletin 00-20-04 that the AWC Provider should conduct to fulfill unmet need or the AWC Provider did not conduct ME activities to fulfill unmet need, as indicated.
3. (N/A) The AWC provider has a policy to take action, but there were no instances of unfilled responsibilities in the review period.

	The response option was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.  


	The AWC Provider produces service utilization reports and provides them to the Managing Employers (MEs) within seven calendar days of the last day of each payroll period.
	Guidance:
· The reviewer will look at the utilization reports produced by the AWC Provider along with emails that demonstrate the reports were provided to Managing Employers (MEs) within the required time frame.
· Utilization reports and correspondence produced during the previous two calendar months will be reviewed for seven participants in the sample or the total number of participants in the sample, whichever is less.
      Examples of documentation to review include:
· Emailed report (attachment or shared file link)
· Email distribution list
· Policy/Procedure
· Verification that ME is aware of the policy/process
COMMENT NEEDED: - If “Yes”, Reviewer should document here what method the AWC Provider uses to distribute the service utilization report to the MEs.

	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.

	The AWC Provider ensures that SSPs receive training on medication assistance.
	Guidance:
· The reviewer will look at training materials and logs to determine whether the AWC is ensuring that SSPs receive medication assistance training if needed to support the participant. The reviewer will look at training materials and training logs that demonstrate the AWC delivered medication assistance training to MEs. 
· The reviewer will ask the AWC to explain its process for ensuring that SSPs receive training on medication assistance,
· The reviewer will examine the AWC’s policy and procedures to ensure that training occurs.  The procedures must include a process to identify which SSPs provide medication assistance based on the needs of the individual they support, unless all SSPs are required to be trained per AWC policy. 
Response Options:
1. (Yes) The AWC Provider has a policy to assure that SSPs receive training on medication assistance and that the information provided indicates that SSPs are receiving the required medication assistance training.
2. (No) Any of the following were found: the AWC Provider is unaware of this requirement or the AWC Provider does not allow SSPs to provide medication assistance or the AWC Provider has not developed or implemented a training plan which ensures relevant SSPs are trained on medication assistance. 

	The guidance and response options were updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.
























Supports Coordination Organization (SCO) Tool


	[bookmark: _Hlk43800569]Question
	Update(s)
	Reason for Update(s)

	New SC(s) completed the required ODP SC Orientation prior to working alone with individuals, and within 30 days after hire or starting to provide a service to an individual.
	Guidance:
· This question is not applicable to AAW only SCOs.
· All AAW SCOs are evaluated during AAW SCO Qualifications
· For Self-Assessments, the SCO will list new SCs hired by the SCO within the last 12 months, date of hire, and date of first time SC provided service to an individual for each SC as directed on the QA&I spreadsheet.
· For full reviews, the SCO will list all new SCs hired by the SCO within the last 12 months, date of hire, and date of first time SC provided service to an individual for each SC as directed on the Staff Training Record.
· The reviewer will review 25% of new SCs, with a minimum of five SCs and a maximum of 25 SCs. If there are less than five staff, all staff records must be reviewed.
· Exclude SCs who are no longer employed with the SCO.
· Exclude SCs that are within their first 30 calendar days of hire.
· The reviewer determines the date the new SC selected for reviews completed the SC Orientation packet as required based on review of the SC and SC Supervisor signatures on the SC Orientation packet Orientation certificate or MyTranscript Report(s).
· The reviewer searches service notes from the date of hire to the date of orientation completed (per the SC Orientation certificate).
· PATH: HCSIS > SC > Service Notes > Search > Advanced Search
> Comment Author Last Name and First Name.
· The reviewer searches for waiver billable face-to-face service notes by the contact date and ensures they have evidence that the SC did not attend these independently (i.e., documenting supervisor or co-workers’ attendance).

	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.

	The Incident Management (IM) Representative ensured Certified Investigator Peer Reviews (CIPRs) were conducted on a quarterly basis.
	Guidance:
· The reviewer will determine if the IM Representative ensured CIPRs were conducted on a quarterly basis.
· All entities that complete investigations are required to conduct the standardized CIPR process which involves using the most current forms tool as outlined in the ODP CIPR Manual (Review Period is 7/1/24-6/30/25 7/1/25-6/30/26).

	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.

	**The ISP includes information about how the individual communicates and the communication supports and services the individual may need to assure effective communication.
	Guidance:
· The reviewer determines if the ISP includes information related to the following:
· How the individual understands others (receptive communication).
· How the individual expresses or communicates with others.
· Strategies to support and supports for communication.
· Barriers to communication, and how the team is addressing them.
· If people who the individual knows and relates to (at home, work, school and the community) understand how the individual communicates.

Response Options:
1. (Yes) The ISP includes information about how the individual communicates, and if necessary, and communication supports and services to assure effective communication.
2. (No) The ISP does not include information about how the individual communicates and/or the communication supports and services needed to assure effective communication.

Remediation Options:
a. SCO modifies a policy.
	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.

	If the individual does not use speech, a communication assessment has been completed.
	Guidance:
· The reviewer determines if the individual has “verbal” listed as their “mode of communication” under the
“communication” section of the ISP.
· In the “Communication” section of the ISP, if the individual has something other than “verbal” listed, the reviewer determines if the ISP includes a communication assessment. This may be identified within the “Other Non- Medical Evaluation” section of the ISP.
· A communication assessment may include but is not limited to any communication assessment or AAC evaluation by a Speech and Language Pathologist, a communication assessment or evaluation through Temple, etc.

COMMENT NEEDED – If Yes is selected, provide the date the communication assessment occurred.

Response Options:
1. (Yes) The individual had a communication assessment completed and was documented in the ISP.
2. (No) A communication assessment was not completed or the information is not documented in the ISP.
3. (N/A) The individual has “verbal” listed as their primary mode of communication.
	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.

	The ISP includes all identified medical personnel contacts seen during the review period.
	Guidance:
· The reviewer determines all identified medical personnel contacts such as doctors, dentists, psychiatrists, therapists/counselors, allied health professionals, specialists, etc. seen in the review period based on a review of service notes and Individual Monitoring Tools.
· The reviewer determines if the ISP was updated with all identified medical personnel contacts.
· ISP PATH: HCSIS > Plan > Medical > Medical Contacts.
Response Options: 

1. (Yes) The SC updated the ISP with all identified health care practitioners medical contacts seen during the review period.
2. (No) The SC did not update the ISP with all identified health care practitioners medical contacts seen during the review period.

	The guidance was updated to provide clarification in response to feedback and questions from Cycle 3, Year 1.
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